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PREFACE  TO  THE  FIRST  EDITION. 


As  an  untried  writer,  I cannot  be  otherwise  than  anxious  for  the 
success  of  tliis  work.  I have  spared  no  pains  in  my  attempt  to 
make  it  of  practical  value,  and  I have  laid  under  contribution  all 
the  literature  that  has  come  within  my  reach,  whether  English 
or  Foreign,  on  the  subject  of  Ophthalmic  Pathology  and  Surgery. 
I ha've  given  at  length  my  own  personal  experience.  It  remains 
for  me  to  particularize  some  of  those  to  whom  I feel  myself 
especially  indebted. 


First  of  all  I mention  the  venerable  Dr.  J ohn  Richard  Farre, 

who,  in  conjunction  with  Mr.  John  Cunningham  Saunders,  esta- 

blished the  first  public  Institution  in  this  Kingdom  for  the  treat- 
ment of  Ophthalmic  Diseases. 

To  this  great  Physician,  full  of  years  and  of  honour,  I am 
indebted  for  the  advice  to  study  Ophthalmic  Medicine  and 

Surgery,  and  by  him  I was  introduced  as  a pupil  into  this 

department  of  Science. 

Having  had  the  good  fortune  to  be  both  pupil  and,  for  a time, 
Acting  House-Surgeon  to  the  Royal  London  Ophthalmic  Hos- 
pital, under  the  superintendence  of  Mr,  Tyrrell,  Mr.  Scott,  and 
Mr.  Halrymple,  I must  record  my  admiration  of  the  zeal,  the 
practical  skill,  and  the  advanced  science  which  characterized  the 
practice  of  those  illustrious  men,  whose  premature  deatli  is  a loss 
as  well  to  the  Public  as  to  the  Medical  Profession.  To  Mr. 
Lawrence,  eminent  alike  as  a scholar  and  as  a surgeon,  1 


am 
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under  deep  obligations  for  the  knowledge  wliieh  I gained  on 
Ophthalmic  subjects,  while  his  Dresser  and  his  House-Surgeon 
at  St.  Bartholomew’s  Hospital. 

To  Dr.  Mackenzie,  of  Glasgow,  I am  much  indebted,  and  have 
compared  my  own  observations  with  his  valuable  experience,  as 
detailed  in  his  excellent  work  on  the  diseases  of  the  eye. 

No  one  who  is  at  all  acquainted  with  Ophthalmic  Surgery  is 
ignorant  of  the  immense  value  of  the  profoundly  scientific  and 
eminently  practical  researches  of  Dr.  Jacob,  jpf  Dublin  : his 

writings  I have  studied  with  care. 

To  Mr.  Wilde,  of  Dublin,  I must  also  pay  my  tribute  of  thanks 
and  admiration,  and  no  less  to  my  friend  Mr.  Browne,  of  Belfast, 
who  have  greatly  assisted  me  by  many  important  suggestions. 

My  colleague,  Mr.  Taylor,  has  rendered  me  most  important 
assistance  hy  working  with  me,  and  taking  many  of  the  sketches 
that  adorn  this  volume. 

I am  under  obligations  to  others  whom  I name  not  m detail, 
that  I may  escape  the  charge  of  parading  the  catalogue  of  my 
kind  friends.  To  all  and  each,  I tender  my  warm  and  respectful 

thanks. 

The  Illustrations,  one  hundred  and  sixty-nine  in  number,  by 
the  Messrs.  Bagg,  will  doubtless  fully  sustain  the  high  character 
which  these  Artists  have  acquired. 

HAYNES  WALTON. 


G9,  Bkook  Street,  Hanover  Square. 
December  31s£,  1852. 


PREFACE  TO  THE  SECOND  EDITION. 


This  is  a New  Edition  in  the  fullest  sense  of  the  word. 

Hie  history  of  Ophthalmic  Surgery,  consisting  of  forty  six 
pages,  has  been  omitted. 

Chapters  II.,  VI.,  X.,  XXVI.,  XXVII.,  are  entirely  new. 
Chapters  I.,  XIV.,  XVI.,  XXII.,  have  been  re-written. 

The  remaining  chapters  have  been  either  recast,  or  thoroughly 
revised  in  every  page.  I would  allude  particularly  to  the  IV., 
V.,  XIII.,  XXIII.,  and  XXV.,  as  being  those  most  changed. 
Several  new  woodcuts  have  been  introduced. 


All  of  the  many  reviews  of  the  last  edition  were  most  satis- 

l factory  to  me.  Some  of  them  were  by  the  highest  Ophthalmic 

f.  authorities  in  England,  Scotland,  and  Ireland.  That  by  the 

I father  of  British  Ophthalmology,  Dr.  Mackenzie,  of  Glasgow,  in 

\ the  “British  »ud  Foreign  Medico-Chirurgical  Review,”  and  to 

> which  he  appended  his  name,  was  the  most  elaborate,  extended, 

f and  valuable'  1 have  ayailed  myself  of  many  of  the  remarks 
and  suggestions  it  contains. 

There  have  been  several  reprints  of  the  work. 


From  friends  I Lave  received  numerous  hints  and  more  or  less 
assistance ; for  all  of  which  I am  grateful.  But  I must  partiou- 
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larize  among-  them,  my  colleagues  Mr.  It.  Taylor  and  Mr.  E. 
Hnlme,  tlie  former  of  whom  has  besides  overlooked  the  proof 
sheets  with  liis  characteristic  kindness  and  carefulness. 

Mr.  Gr.  II.  Davis,  a former  pupil  of  St.  Mary’s  Hospital,  and 
a late  House-Surgeon,  has  rendered  me  much  help  with  the  Index, 
which  is  very  copious. 


HAYNES  WALTON. 


6D,  Brook  Street,  Hanover  Square,  W. 
July  1 st,  1861. 
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PREFACE  TO  THE  THIRD  EDITION. 


:'My  former  editions  embraced  only  the  surgical  diseases  of  the 

reye.  My  present  one,  in  its  extended  form,  is  in  some  sense,  a 
Inew  book. 

In  my  earlier  chapters  clinical  illustrations  are  freely  used.  As 
the  volume  piogiessed  and  threatened  to  be  large  I became  more 
:and  more  sparing  in  the  use  of  such  details,  and  in  my  later 
■chapters  scarcely  any  cases  are  narrated. 

) Se\eial  acknowledgments  require  to  be  courteously  made. 

| To  the  literature  of  the  age  I am  necessarily  largely  indebted, 
d have  not  made  a bibliological  display. 

I have  received  assistance  from  many  friends. 
i Mr.  A.  I.  Norton,  my  colleague,  has  written  the  very  concise 
anatomical  introduction,  and  sketched  with  great  care  from  recent 
■specimens,  the  lithographic  illustrations  which  accompany  it.  He 
ms  also  helped  me  in  looking  over  many  of  my  proof  sheets. 

I Mr.  R.  Taylor,  my  former  colleague  for  many  years  at  the 
Jentral  London  Ophthalmic  Hospital,  has  also  aided  me  largely 
Irith  my  proof  sheets,  and  rendered  other  valuable  service. 

Dr.  Clifford  Allbutt,  promptly  and  kindly,  responded  to  my 
equest,  when  I was  very  much  pressed  for  time,  and  wrote 
Chapter  XIV.  on  the  Ophthalmoscope. 
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Several  of  my  pupils  liave  written  a great  (leal  to  my  dictation 
from  notes,  liave  looked  up  references,  &c.  I must  particularize 
by  name  Mr.  G.  C.  A.  Moir,  and  my  present  House-Surgeon, 
Mr.  Perkins. 

To  Mrs.  Mackenzie,  the  widow  of  my  late  friend  the  great 
ophthalmologist  of  Glasgow,  and  to  the  publishers  of  his  work,  I 
am  indebted  for  the  use  of  several  woodcuts,  some  of  his  modern 
ones,  which  adorn  this  book. 

Dr.  Maurice  Davis  kindly  gave  me  the  woodcuts,  ophthalmo- 
scopic and  other  ophthalmic  drawings,  which  belonged  to  the 
late  Mr.  Zachariah  Laurence,  only  a few  of  which  I have 
been  able  to  use,  as  my  labour  was  nearly  finished  before  I 

received  them. 

HAYNES  WALTON. 


1,  Brook  Street,  Hanover  Square. 
January  ls£,  1875. 
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ANATOMICAL  INTRODUCTION. 


THE  EYEBALL  CONSIDERED  AS  A WHOLE. 

The  eyeball  is  nearly  spherical,  with  a slight  prominonce  in  front.  In  a 
? horizontal  section  one-sixth  of  the  circumference  is  formed  by  the  cornea, 
| and  the  remaining  five-sixths  by  the  sclerotica.  In  its  measurement,  it  is 
< about  one  inch  in  the  antero-posterior,  and  a little  less,  by  one-sixteenth  of  an 
1 inch,  in  tho  lateral  diameter. 


PROTECTIVE  PARTS  OR  TUNICS  OF  THE  EYEBALL. 

I 4 

Cornea. 

The  Cornea  is  slightly  overlapped  by  the  sclerotica,  and  is  continuous  with  it- 
^Structure. — It  has  three  distinct  layers.  An  anterior,  continuous  with  the 
surrounding  conjunctiva.  A middle,  the  true  cornea,  or  cornea  proper,  consti- 
tuting the  principal  thickness  of  the  whole.  A posterior,  the  posterior  elastic 
lamina,  or  Descemet’s  membrane. 

I In  a middle-aged  adult  it  is  about  one-thirtieth  of  an  inch  in  thickness.  In 
youth,  it  is  a little  thicker.  In  old  age,  it  is  a little  thinner. 

The  anterior  or  conjunctival  layer,  a continuation  of  a mucous  membrane,  is 
composed  of  epithelial  cells  lying  upon  a homogeneous  sub-cellular  layer.  Tho 
cells  are  disposed  in  strata  ; the  more  anterior  are  flattened  or  tesselated.  The 
more  posterior  are  irregularly  elongated,  and  vary  in  form  between  the 
columnar  and  the  spheroidal  typo  of  epithelium. 

• The  sub-cellular  layer,  known  as  the  anterior  elastic  lamina  of  Bowman,  is  not 
always  equally  defined.  It  is  homogeneous,  and  from  TVU)T)-  to  of  an  inch 
in  thickness.  Processes  from  it  pass  obliquely  into  the  true  cornea. 

The  middle  layer  or  true  cornea,  is  a dense  fibrous  tissue.  A vertical  section 
from  a dried  specimen,  displays  fibres  arranged  in  strata,  most  of  which  are  nearly 
parallel  to  each  other,  but  some  pass  obliquely  into  the  deeper  layers.  Their 
connection  is  so  firm  that  they  cannot  be  torn  from  each  other.  If  such  a 
specimen  be  soaked  in  glycerine  coloured  with  carmine,  tho  fibres  swell  and 
become  loss  distinct,  whilst  elongated  nuclei  appear  in  their  course. 

The  posterior  elastic  lamina  resembles  the  anterior  corneal  layer,  and  consists 
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of  a basement  membrane,  which  is  attached  to  the  true  cornea,  and  an  epi- 
thelial surface  which  linos  tho  front  of  the  anterior  chamber  of  the  eye. 

The  first  is  transparent  and  homogeneous  in  its  greatest  extent ; but  its  cir- 
cumference is  dark  and  fibrillating.  From  this  fibrillation  the  posterior  set  of 
fibres  pass  in  fasciculi,  backwards  to  the  iris,  under  the  namo  of  the  anterior  pillars 
of  the  iris,  or  ligamentum  pectinatum  iridis.  The  anterior  fibres,  comparatively 
few  in  number,  pass  in  front  of  the  canal  of  Schlimm  to  the  sclerotica,  f he 
median  fibres  pass  to  the  base  of,  and  give  origin  to,  the  ciliary  muscle. 

The  second  is  only  a single  layer  of  tesselated  epithelial  cells. 

All  that  is  transparent  of  this  lamina  is  highly  elastic,  and  when  separated 
from  the  cornea,  curls  at  its  margin. 

Blood-vessels  are  not  traced  into  the  substance  of  the  cornea.  From  the  quick- 
ness in  which  the  circumference  of  the  conjunctival  layer  may  become  vasculai 
after  an  injury  to  the  eye,  especially  of  a chemical  kind,  it  is  probable  that 
capillaries  do  pass  over  its  margin,  but  are  too  small  m their  healthy  state  for 
the  passage  of  blood  corpuscles. 

The  nerves  of  the  cornea.  These  are  derived  from  the  ciliary  nerves,  and  are 
very  numerous.  Losing  their  outline,  they  divide  freely  beneath  and  in  the 
substance  of  the  conjunctival  layer.  Cohnheim  states  that  their  fibrillations 
terminate  in  the  surface  of  the  epithelium.  Hulke  has  traced  them  through 
the  middle  tiers  of  these  cells.  It  may  however  be  questioned  whether  they  end 
in,  or  even  pass  through,  a tissue  so  changeable  as  epithelium.  They  moie 
probably  finish  their  course  in  the  complete  inosculating  plexus  which  they 
form  in  the  sub -epithelial  layer. 

The  curvatures  of  the  cornea  are  described  in  the  chapter  on  the  Anomalies 
of  Accommodation,  &c.,  p.  650. 


Sclerotica. 

Speaking  of  the  general  conformation  of  this  coat,  it  is  thickest  behind  wheie 
the  optic  nerve  pierces  it  a little  below  and  a little  internal  to  the  centre.  t 
gets  gradually  thinner  towards  the  front  as  far  as  a line  immediately  behind  its 
junction  with  the  cornea,  where  it  again  increases  in  thickness..  Just  at  its  j 
junction  its  texture  is  traversed  by  a circle  of  small  blood-vessels  in  a circular 

canal.  . , 

This  canal,  of  Schlimm,  is  partly  in  the  sclerotica,  and  partly  m the  cornea, 

that  is  between  the  anterior  and  the  middle  sets  of  fibres  of  the  posterior  elastic 
lamina  of  the  cornea. 

The  contained  fine  vascular  plexus  communicates  with  the  blood-vessels  oi 
the  sclerotica,  and  through  tho  ciliary  muscle,  also  with  those  of  the  choroidea. 
The  plexus  is  supposed  to  consist  of  veins.  It  is  more  likely  composed  of  capil- 
laries which  supply  the  nutritive  material  for  the  cornea. 

The  outer  surface  of  the  sclerotica  is  bluish  white.  The  centre  is  dense  white. 
The  inner  surface  is  stained  brown  by  the  choroidal  pigment. 

Structurally , the  sclerotica  consists  of  fibrous  tissue,  in  fasciculi  which  cross 
each  other  in  a very  compact  areolar  arrangement,  running  chiefly  m a direction 
from  behind  forwards  with  a tendency  to  lamination.  Reddish  brown  pig- 
mentary matter  is  dispersed  through  it,  particularly  among  the  most  internal 

layers. 
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From  the  inner  surface  fibres  pass  into  the  choroid  coat. 

To  the  outer  surface,  for  about  the  distanco  of  the  third  of  an  inch  behind 
the  cornea,  the  conjunctiva  is  attached. 

Blood-vessels.  These  are  branches  from  the  posterior  or  short  ciliary  arteries 
and  the  anterior  ciliary  or  muscular  branches.  In  their  passage  through  the 
tunic,  they  give  off  to  it  a few  small  twigs.  The  vascular  choroidea  within, 
and  many  surrounding  vessels  without,  must  be  regarded  as  indirect  nutritive 
supplies. 

The  nerves  are  few  in  number,  and  are  derived  from  the  ciliary  nerves. 

Choroidea. 

Position.  The  choroid,  or  dark  brown  vascular  coat,  lies  within  and  in  con- 
tact with  the  sclerotica,  and  between  it  and  the  nerve  layer  or  retina.  Its  proper 
structure  terminates  anteriorly  on  a level  with  the  ora  serrata  of  the  retina,  from 
which  line  it  is  continued  forward  to  the  iris  by  the  ciliary  body,  a compound 
structure  formed  by  the  ciliary  muscle,  and  the  cib’ary  processes. 

Structure.  Although  this  thin  coat  is  but  of  an  inch  in  thickness,  it  is 
composed  of  five  layers. 

First,  Externally  Membrana  Fusca,  a fine  areolar  layer,  containing  brown 
pigment. 

Second,  Tunica  Vasculosa,  a layer  of  arterial  and  venous  trunks,  supported 
by  areolar  tissue.  Into  this  layer  enter  the  posterior,  the  long  and  the  anterior, 
ciliary  arteries,  and  as  these  vessels  break  from  their  point  of  entrance,  con- 
verging or  diverging  rows  of  vessels  make  their  appearance.  It  is  probably 
this  arrangement  which  gave  rise  to  the  name  of  vasa  vorticosa. 

Third,  Capillary  layer,  or  tunica  Buyschiana,  composed  of  minute  capillaries 
derived  from  the  arterial  and  venous  trunks  of  the  second  layer.  This  affords 
the  pink  colour  when  the  eye  is  examined  with  the  ophthalmoscope. 

Fourth,  Elastic  lamina,  or  basement  layer,  of  a homogeneous  character. 

Fifth,  Epithelial  layer,  a single  layer  of  large  well-formed  hexagonal  cells, 
each  containing  a nucleus  surrounded  by  pigmentary  matter. 

Within  the  structure  of  the  choroidea,  there  is  also  found  a quantity  of 
pigment,  some  of  which  is  red,  and  some  black,  destined  for  the  purpose  of 
absorbing  the  surplus  rays  of  light  which  are  not  focussed  upon  the  retina. 

The  last  two,  the  elastic  and  the  epithelial  layers,  are  continuous  with  the 
same  structure  on  the  ciliary  processes. 


The  Ciliary  Body,  composed  of  two  parts,  the  Ciliary  Muscle  and  the  Ciliary 

Processes. 

I he  ciliary  muscle  is  a circle  of  involuntary  muscular  fibres,  about  of  an 
inch  in  length,  from  before  backwards,  situated  at  the  circumference1  of  the 
iris.  An  antero -posterior  section  shows  the  muscle  to  be  of  a triangular  form 
with  the  base  forwards.  Externally,  that  is  its  superficial  part,  is  in  contact 
with  the  sclerotica ; intornally,  it  rests  on  tho  ciliary  processes.  Anteriorly, 
at  its  base,  it  is  attached  to  the  iris,  and  posteriorly  at  its  apex,  it  is  continuous 
with  the  choroid. 

It  arises  from  the  median  fasciculi  of  fibres  from  the  posterior  elastic  lamina  of 
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tho  cornea.  Tho  fibres  pass  backwards.  The  deeper  strata  about  one-third  the 
length  of  the  superficial,  curve  round  to  insert  into  the  base  of  the  ciliary 
processes.  The  other  strata  pass  with  grades  of  obliquity  backwards,  to 
insort  two-thirds  into  tho  connective  tissue  of  the  ciliary  processes,  and  tho 
remaining  third,  consisting  of  the  most  superficial  and  longest  fibres,  into  the 
connective  tissue  of  the  choroid  coat.  Muller  describes,  in  addition  to  the 
antero-posterior  fibres,  a belt  of  circular  muscular  fibres  situated  near  the 
circumference  of  the  iris,  the  existence  of  which  is  questionable. 

Within  the  ciliary  muscle  are  numerous  blood-vessels  and  nerves,  which 
together  with  connective  tissue,  come  from  the  choroid  coat.  Through  the 
ciliary  muscle  must  pass  all  vessels  as  well  as  nerves,  which  go  to  the  iris,  and 
to  the  ciliary  processes,  so  that,  upon  the  contraction  of  the  muscle  must  greatly 
depend  the  quantity  of  blood  supplied  to,  or  existing  in  those  parts.  Now  since 
the  ciliary  processes  consist  chiefly  of  blood-vessels,  it  follows  that  they  are 
capable  of  undergoing  great  variations  in  size,  according  to  the  quantity  of 
blood  they  contain,  and  therefore  of  exerting  a pressure  upon  the  margin  of 
tho  lens.  A pressure  upon  the  margin  would  render  its  poles  more  convex,  and 

so  regulate  the  accommodation  of  the  eye. 

The  ciliary  processes  are  a circle  of  radiating  folds  of  vascular  membiane, 
situated  behind  and  within,  and  partly  attached  to  the  deeper  surface  of  the 
ciliary  muscle.  They  float  within  the  posterior  chamber  of  the  eye,  between 
the  iris  which  is  in  front,  and  the  lens  with  its  suspensory  ligament,  which  are 
behind.  They  are  about  seventy  in  number,  and  vary  in  length  and  size. 

Bach  process  is  a delicate  film  of  a pyriform  shape,  flattened  lateially, 
and  attached  by  its  anterior  margin  to  the  ciliary  muscle.  Its  posterior 
margin  is  free,  and  its  base,  also  free,  extends  towards  the  pupil,  and  behind 
the  iris,  without  being  attached  to  the  latter.  Both  the  free  margin  and  the 
base  are  festooned  when  the  vessels  are  not  dilated  with  blood.  Each  is 
surrounded  by  a thin  elastic  membrana  limitans,  of  homogeneous  character, 
supporting  a great  deal  of  dark  pigmentary  matter,  and  which  is  continuous 
with  a similar  structure  lining,  in  the  one  direction,  the  inner  surface  of  the 
choroid  coat,  and  in  the  other,  the  posterior  suface  of  the  iris.  Each  is  composed 
of  loose  connective  tissue  and  reticulations  of  blood-vessels.  An  artery  of  com- 
paratively large  size,  leaves  the  ciliary  muscle,  near  to  its  apex,  and  having 
entered  the  process  courses  along  its  posterior  margin.  As  it  proceeds  towards 
the  base  of  the  process,  it  gives  off  four  or  five  branches  from  the  concavity, 
all  of  which  assuming  a course  somewhat  similar  to  the  parent  vessel,  enter 
the  ba3e  in  curves,  and  turn  to  loop  with  each  other,  and  to  be  lost  in  a 
capillary  plexus  from  which  venous  radicles  commence.  Numerous  twigs  are 
given  off  from  the  divisional  branches  which  communicate  freely  with  each 
other.  A venous  trunk  returns  beside  the  artery. 

The  posterior  margins  of  the  processes  are  impressed  into  the  substance 
of  tho  zonule  of  Zinn,  both  around,  and  also  for  some  distance  in  front  of 
the  lens.  By  this  means,  alternating  elevations  and  depressions  are  produced 
upon  the  zonule,  and  these  being  made  more  evident  by  the  deposit  of  black 
pigment,  have  erroneously  received  the  name  of  the  posterior  ciliary  processes. 

Source  of  supply  of  blood  to  the  choroidea,  and  to  the  ciliary  body. 

The  posterior  or  short  ciliary  arteries,  ten  or  a dozen  of  them,  perforate  the 
sclerotica  in  the  neighbourhood  of  the  optic  nerve,  and  each  at  once  divides  into 
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n lash  of  somo  six  or  eight  branches  which  run  for  a distance  between  the 
sclerotica  and  the  choroidea,  and  enter  the  tunica  vasculosa  of  tho  choroid, 
where  they  ond  in  smaller  branches,  and  communicate  with  tho  posterior 
branches  of  the  anterior  ciliary  arteries.  They  are  subsequently  distributed  as 
capillaries  in  the  capillary  layer  of  the  same. 

The  long  ciliary  arteries,  four  in  number,  pierce  tho  sclerotica  some  distance 
in  front  ol  the  former,  and  run  between  the  sclerotica  and  the  choroidea 
towards  the  ciliary  muscle,  where  each  divides  into  two. 

The  anterior  ciliary  branches  are  numerous  twigs  derived  from  the  arteries 
supplying  the  recti  muscle,  and  which  perforate  the  sclerotica  immediately 
behind  the  posterior  margin  of  the  ciliary  muscle.  Each  trunk  divides  into  a 
■\oitex  of  branches,  some  of  which  may  be  described  as  the  posterior  branches, 
and  pass  backwards  to  unite  with  the  posterior  or  short  ciliary  arteries,  and  to 
be  lost  in  the  choroidea.  Others  may  be  termed  the  anterior  branches,  and  pass 
forwards  to  unite  with  the  long  ciliary  arteries,  and  with  each  other,  and  so 
form  a chain  round  the  margin  of  the  ciliary  muscle.  From  this  chain, 
numerous  twigs  enter  the  ciliary  muscle  and  communicate  laterally.  Through 
the  muscle  also,  branches  pass  to  the  ciliary  processes  and  to  the  iris. 

The  venous  radicles  are  derived  from  the  Kuyschian  layer,  and  from  the 
ciliary  muscle,  and  through  that  muscle  from  the  iris  and  the  ciliary  processes. 

The  venous  trunks  correspond  to  the  arteries  in  position  and  in  number,  and 
after  leaving  the  eyeball,  finally  fall  into  the  ophthalmic  vein. 

The  nerves,  of  the  choroid  coat,  seem  to  be  distributed  to  the  blood-vessels. 
They  come  from  the  short  ciliary  branches  which  perforate  the  sclerotica  close 
to  the  optic  nerve,  and  ramify  between  the  sclerotica  and  the  choroid  coat 
before  dipping  into  the  latter. 


PARTS  SUBSIDIARY  TO  THE  PERFECTION  OF  THE  EYE,  AS  AN  OPTICAL 

INSTRUMENT. 

% 

Iris. 


General  characters  and  attachment.  The  iris  is  a circular  curtain  which  divides 
the  anterior  region  of  the  eyeball  into  chambers.  It  has  a nearly  central 
circular  aperture,  the  pupil,  through  which  light  reaches  the  retina,  and  by 
which  the  chambers  commumcate.  Until  the  seventh  month  of  foetal  life  there 
is  no  pupil,  because  the  membrana  pupillaris  occupies  its  destined  position 

TOe  p°Sterior  surface  is  in  contact  partly  with  the  ciliary  processes,  and  partly 
with  the  crystalline  lens.  The  mteryenmg  space,  which  varies  very  much  in 
capacity,  is  the  posterior  chamber.  In  early  life  there  is  scarcely,  if  any,  such 
space,  therefore  there  is  very  little  or  no  chamber.  Tho  anterior  surface  cor 
responds  in  extent  to  the  cornea.  The  intervening  space  is  the  anterior  chamber' 
ihe  chambers  aro  filled  with  tho  aqueous  humour. 

The  circumference  of  the  i.is  is  much  thinner  than  the  rest  of  it,  and  is  bent 

muscr  sT  Ancillary  processes,  to  be  attached  to  tho  ciliary 

Xit  1 I tbl8-TnST  ’ .rin  P0rti0n  0f  th°  curtain  falls  in  a piano 
about  oi  an  inch  anterior  to  the  line  of  its  attachment,  and  when  the 

pupil  is  contracted,  and  tho  iris  thereby  stretched,  tho  ciliary  processes  are 
pushed  backwards  against  the  crystallino  lens.  5 1 
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The  chief  portion  of  the  circumference  of  the  iris,  its  middle  layer,  is  incor- 
porated with  the  ciliary  muscle,  and  is  composed  of  areolar  and  elastic  tissue, 
blood-vessels  and  nerves,  hut  no  muscular  fibres.  The  anterior  layer  is  con- 
tinuous through  the  ligamentum  pectinatum  iridis,  with  the  posterior  lamina 
of  the  cornea,  and  is  composed  of  membrana  limitans  supporting  epithelial  cells. 
The  posterior  layer,  also  composed  of  membrana  limitans  with  epithelial  cells, 
and  thick  dark  brown  pigmentary  matter,  is  continuous  with  the  corres- 
ponding structures  of  the  ciliary  processes. 

On  the  anterior  surface  of  the  iris  ridges  radiate  from  the  pupil.  These  are 
most  apparent  near  the  pupil.  They  are  produced  by  puckering  consequent  on 
contraction  of  the  sphincter  muscle,  and  are  less  evident  when  the  pupil  is  dilated. 

/Structure.  The  iris  is  mainly  composed  of  involuntary  muscular  fibres, 
intermixed  with  elastic  fibres. 

Upon  its  anterior  surface  is  a single  layer  of  squamous  epithekal  ce  s, 
intermixed  with  some  pigment,  upon  which  the  “colour  of  the  eye”  depends. 
Beneath  the  cells  is  a fine  homogeneous  layer  with  which  the  epithelium  is 
connected.  Upon  its  posterior  surface  are  many  layers  of  cells,  nearly 
spherical,  containing,  and  surrounded  by,  a large  quantity  of  pigmentary 
granules.  Beneath  these  also  is  a homogeneous  layer.  The  anterior  an 
posterior  homogeneous  layers,  together  with  their  covering  of  epithelium,  is 
continuous,  as  has  been  explained,  with  corresponding  tissues  upon  the  cornea, 


and  upon  the  ciliary  processes. 

The  intermediate  portion  is  composed  of  muscular  and  elastic  fibres,  of  areola 

tissue,  and  of  vessels  and  nerves.  . 

The  muscular  fibres  are  of  the  pale  or  involuntary  class.  They  have  a circular 
and  a radiating  form.  The  circular,  in  large  bundles,  are  chiefly  around  the 
pupil  and  constitute  its  sphincter.  There  are  besides  two  or  three  small  circula 
bands  at  intervals  from  the  sphincter.  The  radiating  fibres  are  arranged  m fine 

fasciculi,  intermingled  with  elastic  fibres.  ,r 

The  elastic  fibres  also  radiate,  are  numerous,  very  distinct,  dark  in  outline, 

and  wavy.  The  elasticity  of  the  iris  is  due  to  them. 

The  blood-vessels  supplying  the  iris,  large  and  numerous,  are  derived  from 
the  circular  chain  at  the  posterior  margin  of  the  ciliary  muscle.  In  their 
course  they  run  through  the  ciliary  muscle.  They  proceed  towards  the  pupil 
without  anastomosing.  They  divide,  communicate  laterally  and  foim 

circular  anastomosis  around  the  sphincter  muscle. 

The  veins  of  the  iris  correspond  to  the  arteries.  They  pass  parallel  with  the 
arteries  through  the  ciliary  muscle,  and  arc  lost  in  the  veins  of  the  chore, dea. 

The  nerves  of  the  iris  are  derived  from  the  ciliary  nerves.  Short  oliary 
branches  from  the  lenticular  ganglion,  twelve  in  number,  have  already  been 
^ ribed  as  perforating  the  sclerotica  near  to  the  optic  nerve.  Two  long  ciliary 
f I Z ophthalmic  nerve,  also  perforate  the  sclerotica  in  front 
^former  All  pL  towards  the  ciliary  muscle,  between  he  sclerotica  and 

the  choroidea.  The  short  ciliary  twigs  give  branches  to  the  vessels  of  the 
the  choroid  arriving  at  the  ciliary  muscle,  a division  and  an 

choroid  coat.  ^ plexus  brancbeS  pass  into  the  cornea,  and 

ih°0Mh  the  ciliary  muscle  into  the  iris,  where  they  run  towards  the  pupil, 
Sng  and  communicating  with  each  other.  As  soon  as  they  enter  the  ms, 

their  outline  becomes  indistinct. 
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SPECIALLY  SENSITIVE  PARTS. 


The  Retina. 

General  disposition.  The  retina  is  the  nervous  layer  situated  between  the 
choroidea  and  the  vitreous  body.  It  lies  in  adaptation  to  the  former,  without 
being  incorporated.  It  has  delicate  connection  with  the  latter,  through  pro- 
longations or  processes  of  its  own  homogeneous  membrana  limitans.  It  is  freely 
attached  to  the  optic  nerve,  with  which  it  is  in  part  continuous.  It  terminates 
at  the  marginal  outline  of  the  suspensory  ligament  of  the  lens,  the  posterior 
limit  of  the  ciliary  muscle,  in  a festooned  border,  the  ora  serrata.  This  border 
is  marked  upon  the  choroid  coat,  by  a corresponding  festoon  of  pigmentary 
matter. 

Macula  lutea.  In  the  centre  of  the  retina  is  a small  elliptical  spot  about  -jL  of 
an  inch  in  size,  called  the  macula  lutea.  Its  centre  is  dark,  appearing  as  if 
perforated,  and  is  termed  the  fovea  centralis. 

Optic  disk.  Internal  to,  and  somewhat  below  the  macula  lutea,  is  the  optic 
disk,  nearly  spherical  but  with  a slight  tendency  to  a perpendicular  ellipse.  At 
this  point,  the  optic  nerve  fibres  perforate  the  sclerotica,  to  spread  into  the 
retina.  In  its  centre  appears  the  arteria  centralis  retime,  and  its  accompanying 
vein.  J 6 

Structure.  The  retina  appears  to  be  made  up  of  at  least  three  sets  of 
tissues. 

External  layer.  Rods  and  cones. 

Intermediate  layers.  Nuclear  and  molecular  matter. 

Internal  layers.  Nerve  tissues. 

External  layer.  Rods  and  cones.  This  is  termed  bacillary  layer,  or  membrana 
Jacobi.  It  is  composed  of  a single  layer  of  columnar  bodies  adapted  laterally 
to  each  other,  and  supported  by  a homogeneous  inter-substance.  Some  of  the 
bodies  are  enlarged  at  their  inner  extremity,  and  are  termed  cones,  whilst  the 
rest,  which  are  of  equal  size  throughout,  are  termed  rods.  Ritter  considers 
that  both  rods  and  cones  consist  of  an  envelope  containing  a medullary  sllL 
stance  in  which  a nerve  filament  terminates  The  inner  extremities  of  the  rods 
and  cones  are  connected  with  an  oval  cell  or  nucleus,  from  wdiich  proceeds  a 
fine  filament  through  the  retina  to  its  innermost  limiting  membrane  These 
fibres  which  were  first  described  by  Muller,  and  which  are  called  bv  his  name 
are  connected  with  other  cells  in  their  passage  through  the  retina,  and  at  thoir 
attachment  to  the  limiting  membrane,  they  fibrillate  in  a pyramidal  form 
It  is  separable  from  the  rest  of  the  retina  as  a distinct  layer 
Its  outer  surface  exhibits  the  rods  and  cones  projecting,  and  not  situafprf  n 
an  even  plane.  Their  tee  extremities  therefore  appear  ckbbed  or  “ A 
distinct  fine  separates  this  layer  from  the  next.  * 

Intermediate  layers , nuclear  and  molecular  matter. 

External  granular  layer.  This  is  composed  of  snhpnVol  ir  x-  , 
doubtless  cells,  completely  occupied  by  aTucleus  pt~s  m * , Imrt‘Cl6S’ 
necting  the  particles  to  each  other.  The  ZL  „f  Malle  7 ,S“n  C°n‘ 
dicnlarly  between  them,  and  a very  tee  areolar 

intergranular  or  external  molecular  layer  TTrwW  „ L'  i • . ' 


xxvm 


ANATOMICAL  INTRODUCTION. 


which  latter  pass  nearly  perpendicularly.  The  fibres  proper  to  this  layer  come 
from  tho  particles  of  tho  outer  granular  layor,  and  many  of  them  pass  obliquely, 
some  even  transversely,  and  in  tho  deopest  portion  of  the  layor,  an  anastomosis 

takes  place.  . . . 

Internal  granular  layer . This  is  made  up  of  spherical  or  elliptical  particles, 

nucleated,  similar  to  those  of  the  external  granular  layer,  hut  they  are  contame 
within  the  spaces  of  a much  more  developed  areolar  tissue.  The  particles  also 

are  somewhat  larger,  and  are  not  so  closely  packed. 

Internal  molecular  layer.  Under  the  J-of-an-inch  objective  lens,  this  ap- 
pears to  he  finely  dotted  or  molecular,  hut  under  one  of  the  ^-of-an-inch  it 
is  seen  to  he  a very  fine  and  closely  webbed  areolar  tissue.  The  fibres  of  Mill er 
cross  through  it,  and  fibres  of  communication  maybe  traced  upwards  to  the 
areolar  tissue  of  the  internal  granular  layer,  and  downwards  among  the  fibres 

of  the  optic  nerve  layer. 

Internal  layer.  Nerve  tissues. 

The  internal  part  of  the  retina  may  be  looked  upon  as  true  nerve  tissue.  It 
consists  of  an  innermost  layer  of  nerve  fibres,  and  external  to  this  a layer  ol 


nerve  cells.  n 

The  nerve  fibres  are  derived  from  the  optic  nerve.  As  soon  as  these  ente 

retina,  they  lose  their  white  substance,  and  continue  only  as_  a grey  nerve  or 
axis  cylinder.  Prom  the  optic  disk  they  radiate  outwards,  dividing  and  inoscu- 
lating with  their  smaller  branches.  Numerous  filaments  turn  to  communicate 
with  the  nerve  cells  of  the  outer  layer,  and  probably  terminate  m them.  ey 
do  not  cross  the  macula  lutea,  but  pass  around  its  circumference. 

The  nerve  cells  are  intermixed  with  the  nerve  fibres,  but  they  are  also  congre- 
gated into  a layer  external  to  the  fibres.  They  are  nucleated  and  correspond 
in  form  to  ganglionic  nerve  cells.  They  are  caudate,  or  multipolar,  and  from 
them  proceed  filaments  which  communicate  with  other  cells  and  with  the  neive 

{[l>The  arteries  of  the  retina  are  derived  from  the  arteria  centralis  retinm,  which 
makes  its  appearance  in  the  centre  of  the  optic  disk.  The  artery  divides,  into 
from  three  to  six  branches,  which  radiate  from  the  disk.  From  these  vesse  s 
complete  capillary  network  is  produced,  which  traverses  the  whole  structure 
the  retina,  with  the  exception  of  the  membrana  Jacobi. 

The  veins  correspond  to  the  larger  radiating  branches  of  the  arteiy. 

A fine  membrana  limitans  bounds  the  retina  internally,  and  separates  it  from 
Ibp  vitreous  body.  The  structure  of  this  membrane  must  be  looked  upon  as 
homogeneous  connective  tissue.  It  is  difficult  to  trace  any  fibrdlation  but 
connective  tissue  corpuscles  may  be  found  m it.  With  it,  the  fibres  oi  Mul 
are  connected,  spreading  into  a cone  at  their  attachment. 

Prom  the  membrana  limitans,  processes  of  similar  structure  may  be  distinctly 
traced  into  the  substance  of  the  vitreous  body  connecting  the  two  together. 
These  have  been  alluded  to  in  speaking  of  the  retinal  attachments 

lutea  At  the  macula  lutea  the  retina  is  remarkably  thin  and 
Zl Perforated  The  layers  are  here  differently  disposed.  Tho  nerve  fibres 

TTot  cross  over  tho  spot,  but  on  reaching  it  they  diverge  and  pass  around 
ft  granular  and  intergranular  layers  are  absent,  but  the  nerve  cells  occur 

lt'  8 Fibres  of  Muller  are  present.  The  colour  of  tho  macula 

ZZt  lloved  to  be  duo  to  pigment  proper  to  tho  region,  but  no  doubt 
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tho  pigment  of  tlio  choroid  is  visible  to  an  extont  through  the  thinnest  portion 
ot  the  spot.  Minute  capillaries  course  up  to  the  macula  and  form  recurring 
and  anastomosing  loops,  but  none  pass  in  front  of  it. 


DIOPTRIC  PARTS.  REFRACTIVE  MEDIA,  OR  LENSES. 


The  Vitreous  Body. 

1 he  vitreous  body  is  a highly  refracting  transparent  glassy  substance,  occu- 
pying a large  portion  of  tho  space  within  the  coats  of  the  eyeball.  In  form  it  is 
rather  more  than  half  a sphere,  convex  in  every  surface  except  anteriorly, 
where  it  is  in  part  flattened  by  the  suspensory  ligament  of  the  crystalline  lens, 
and  in  part  excavated  or  concave,  for  the  reception  of  the  posterior  surface  of 
the  same. 

Its  convexity  is  adapted  to  the  limiting  membrane  of  the  retina,  to  which  it 

is  somewhat  firmly  attached,  by  very  numerous  processes  of  homogeneous 
tissue. 

Structure.  It  is  surrounded  by  a capsule,  termed  the  hyaloid  membrane,  and 
its  substance  is  composed  of  processes  of  this  membrane  which  extend  inwards 
and  form  an  areolar  network,  the  spaces  of  which  contain  a fluid  holding  in 
solution  salts  and  a small  quantity  of  albumen. 

In  foetal  life  connective  tissue  nuclei  and  stellate  cells  are  detected  within 
it,  but  they  are  few  in  number,  and  at  a later  period  are  not  to  be  found. 

If  the  vitreous  body  be  removed  from  the  coats  of  the  eye,  the  fluid  rapidly 
drains  away,  and  a small  quantity  of  filmy  membrane  remains. 

This  hyaloid  membrane  is,  without  doubt,  fibrous  tissue.  The  fibres  of 
the  capsular  portion  do  not  cross  each  other  to  any  great  extent,  but  have  a 
tendency  to  run  parallel.  Fasciculi  pass  from  it  through  the  substance  of  tho 

V;  7T,  Tlws— h °*fcer,  -a  produce  the  areolar  spacS  alove 

alluded  to.  They  cannot  bo  exhibited  within  the  vitreous  body  unprepared  for 
they  are  sweUed  by  mmtration.  and  are  further  rendered  invisible  by  the densf* 

the  fluid.  The  fluid  is  therefore  contained  within  the  areolar  spaces  and  in 
the  substance  of  the  infiltrated  fibres.  The  fibres  become  apparent  after  the 
vitreous  body  has  been  immersed  for  a time  in  a solution  of  chr  omic  acid 

When  the  vitreous  body  is  boiled,  it  becomes  opaque  by  the  coa«mli’tfnn  f 
albumen,  and  a continuation  of  the  boiling  process  causes  it  to  nn  i °f 

one-fifth  of  the  size  of  the  crystalline  lens,  beyond  which  it  will  ° 

Blood-vessels  are  not  supplied  to  the  vitreous  bodv  Tf  1 ^ de.Crease- 
fore  its  nourishment  by  imbibition..  But  in  foetaT  lite  must  receiJe  thor°- 
arteria  centralis  retime  is  continued  from  the  ontte  r v +1  ’ & ^lauch  from  til0 

up  in  a cone  of  small  branches  upon "he  nos  ^ Wks 

lens.  P tke  P°stenor  capsule  of  the  crystalline 

Nerves  are  not  found  within  it. 


SUSPENSORY  LIGAMENT  OF  THE  CRYSTALLINE  LENS. 

The  suspensory  ligament  of  the  lens  - if. 

terminates,  that  is,  close  to  the  posterior mJfo tf  “mmence  '''h0r01  U“C  retina 

i inaigm  ol  the  ciliary  muscle.  It  has 
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no  attachment  wbatevor  to  the  choroidea,  or  to  the  ciliary  muscle,  for  the 
limiting  membrane  of  the  ciliary  processes,  together  with  the  pigmentary 
layer,  are  continuous  with  the  corresponding  structures  of  the  choroid  coat, 
passing  between  the  suspensory  ligament  and  the  ciliary  muscle.  There  is  no 
separation  between  the  suspensory  ligament  and  the  anterior  portion  of  the 
hyaloid  membrane.  In  fact  the  ligament  appears  to  bo  that  structure  increased 
in  thickness  and  strength  by  elastic  fibres  and  perhaps  by  the  addition  of  fibres 

derived  from  the  connective  tissue  of  the  retina. 

The  suspensory  ligament  is  highly  elastic,  and  though  a large  portion  of  it 
appears  homogeneous,  yet  it  contains  fibres  radiating  from  the  centre  towards 

the  circumference.  A few  cross  each  other. 

It  lies  in  front  of  the  crystalline  lens,  and  is  firmly  attached  to  the  anterior 
surface  of  its  capsule,  with  the  exception  of  a small  portion  around  its  circum- 
ference. By  it,  the  anterior  capsule  is  considerably  increased  in  thickness,  and 
bv  it  also  the  lens  is  flattened  and  compressed  into  the  vitreous  body. 

Ciliary  zone.  The  anterior  surface  of  the  suspensory  ligament  is  deeply 
indented  by  the  ciliary  processes,  and  between  the  indentations  it  projects  in 
folds  or  ridges.  Bor  this  reason  the  term  zonule  was  applied  by  Zmn,  hence 
zonule  of  Zinn.  The  plaits  or  ridges  have  received,  as  before  mentioned  erro- 
neously, the  name  of  the  posterior  ciliary  processes.  When  the  true  ciliary 
processes  are  removed,  much  of  the  black  pigment  remains  adherent  to  the 
plaits,  making  them  as  distinct  as  ciliary  processes. 


Canal  of  Petit. 

As  the  crystalline  lens  frequently  alters  its  shape,  increasing  or  decreasing  in 
circumference,  according  as  it  decreases  or  increases  in  depth  from  before  back- 
wards  it  follows  that  the  vitreous  body  must  give  way  at  the  equator  of 
7 ’ there  must  exist  a cavity  between  the  suspensory  ligament  and 

lens,  or  that  t t ^ circumference  of  the  lens  during  its 

fte  — tody,  ” termed  the  canal  of  Petit,  surround- 

enlargement  There  ^ ^ ^ ^ ^ It  ha3  fibres  cr„ssmg  it, 

and  CrC  consequence  of  which,  when  it  is  filled  with  air  by  a blow-pipe,  it 
has  the  appearance  of  a circular  chain  of  beads. 


crystalline  body,  comprising  the  lens  and  its  capsule. 

mi  of  the  crystalline  lens  is  a transparent,  homogeneous,  highly 

The  oa  the  lens.  It  is  arbitrarily  described  as  anterior 

elastic  envelope,  h ^ terior  cap9Uie  rests  within  the  excavation  of 

and  pos  onoi  whirh  ;t  is  attached  through  the  medium  of  the  hyaloid 

the  vitreous  capsule  is  much  thicker  than  the  posterior  being 

membrane.  Tho  ^ ^ ligament  of  the  lens,  except  at  its 

increased  by  the  attachment  of  the  ligament.  Between  the  anterior 

margin,  whi“  is  b J rf  nuolcated  cells  of  large  size.  They  are  chiefly 

capsule  and  the £ ^ds  the  margin  they  become  oval  and  imbricated, 

polygonal  in  foim.  the  nutrition  of  tho  lens,  and  after  death,  by 

They  are  cons'd^  to  mflim^  ^ capsttle,  t0  which  has 

bcengiven  the^name  of  the  liquor  Morgani. 
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Neither  blood-vessels  nor  nerves  are  distributed  to  the  capsule  except  in  foetal 
life,  when  a branch  from  the  arteria  centralis  retinae,  the  capsular  branch, 
passes  through  the  vitreous  body,  and  is  expended  on  its  posterior  surface. 

The  crystalline  lens  is  a nearly  circular,  bi-convex  disk,  contained  within  its 
capsule,  which  closely  invests  it. 

The  posterior  surface  is  the  more  convex  of  the  two,  and  lies  within  the  lens 
fossa,  or  excavation  in  the  vitreous  body. 

The  anterior  surface,  the  flatter,  with  the  suspensory  ligament  intervening, 
lies  in  contact  with  the  bulbous  extremities  of  the  ciliary  processes,  which 
overlap  its  equator,  and  with  the  iris,  which,  when  accommodated  for  near 
vision,  it  slightly  pushes  forwards.  Its  pole  corresponds  to  the  centre  of  the 
pupil. 

The  lens  is  kept  in  position  by  the  vitreous  body,  the  posterior  capsule  being 
attached  to  the  hyaloid  membrane,  and  by  the  suspensory  ligament,  which  is 
connected  with  the  anterior  capsule. 

Structure.  When  a lens  is  boiled  it  becomes  pearly-white  and  hard,  from  the 
coagulation  of  the  albumen  which  enters  into  its  composition,  and  it  will  now 
readily  separate  in  concentric  laminae  or  in  planes.  An  extension  of  the  boiling 
will  cause  either  the  laminae,  or  the  planes,  to  separate  into  shreds  which  are 
the  lens  fibres. 


If  a lens  be  carefully  examined  both  surfaces  present  three  lines  radiating 
from  the  centre  or  pole,  to  the  circumference  or  equator,  as  though  dividing  the 
surfaces  into  three  triangles.  The  lines  of  the  one  surface  do  not  however 
correspond  to  those  of  the  other  surface,  but  lie  in  an  intermediate  position. 
These  lines  may  be  recognised,  in  a normal  lens,  during  life,  by  oblique 
illumination. 

The  lens  fibres  are  considered  to  be  tubules  of  protein  in  early  life,  but  after- 
wards to  become  solid.  They  have  numerous  nuclei  connected  with  them,  and 
their  cut  extremities  are  hexagonal.  The  fibres  of  each  lamina  are  all  about 
the  same  length.  Some  commence  from  the  centre  or  pole.  Others  from  the 
radiating  lines.  All  pass  over  the  equator  to  the  opposite  surface,  but  their 
terminations  differ.  Those  which  commenced  at  the  pole,  extend  to  a point  but 
just  over  the  equator,  whilst  those  which  commenced  from  the  lines,  extend  in 
graduation  further  and  further  over  the  equator,  till  the  lowest  approaches  the 
opposite  pole.  It  is  owing  to  this  arrangement  that  the  radiating  lines  of  the 
two  surfaces  do  not  correspond,  but  alternate  in  position. 

The  lens  possesses  no  blood-vessels,  but  receives  its  nourishment  through  the 
nuids  with  which  it  comes  in  contact. 

N erves  are  not  distributed  to  it. 


Chambers  of  the  Eye. 

Between  the  crystalline  lens,  and  the  posterior  surface  of  the  cornea  there 
exists  a cavity  separated  into  two  unequal  parts  by  the  iris.  These  are  the 

itTaljr  lb"  CTb™  °f  the  °ye-  communicate  Zugh  tt 
cornea  TZv  d'Z?  Thenfnteri°r  chamber  is  bounded  in  front  by  the 

Zrri’s  and  bei,  H X ^ P°Steri°r  °haD1  W in  front  by 

tiio  ms,  and  behind  by  the  crystalline  Inna  •Rr;4.,u  *4.  ^ 

which  are  impressed  the  ciliary  processes,  so'  ^ Z 
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tho  larger  of  the  two.  They  cannot  he  called  a serous  cavity,  for  it  is  acknow- 
ledged by  all  observers  that  thero  aro  no  epithelial  particles  covering  that 
portion  of  the  boundary  which  is  formod  by  tho  lens. 

The  chambers  aro  occupied  by  a watery  fluid,  termed  the  aqueous  humour. 
It  is  composed  of  water  containing  a small  quantity  of  the  salts  of  the  blood, 
and  is  probably  secreted  by  the  vessels  of  the  ciliary  processes,  and  also  by  the 
epithelial  layer  of  the  cornea  and  of  the  iris,  for  it  is  understood  that,  when  the 
chambers  aro  separated  in  foetal  life  by  the  membrana  pupillaris,  each  is  then 
occupied  by  the  fluid. 


This  anatomical  description  of  the  eyeball  embodies  new  facts.  Some  of  these 
bear  on  the  mechanism  of  accommodation,  a subject  of  sufficient  physiological 
interest  to  entitle  them  to  particular  notice,  especially  as  they  support  a theory 
different  to  the  one  generally  accepted,  and  which  is  given  in  the  chapter  on  the 
Anomalies  of  Accommodation  and  of  Refraction  of  the  Eye,  &c. 

It  is  a matter  of  anatomical  deduction,  that  while  the  ciliary  muscle  is  the 
motor  power  for  the  effect  of  accommodation,  the  ciliary  processes  are  the 
agents  through  which  the  action  is  accomplished,  and  that  the  rapidity  of  the 

accommodation  is  due  to  the  action  of  the  iiis. 

The  blood-vessels  of  the  ciliary  processes  pass  through  the  ciliary  muscle 
near  to  its.  apex.  Contraction  of  the  muscle  therefore  produces  an  erectile 
condition  of  the  processes,  which  in  consequence,  overlap  and  compress  the 
equator  of  the  crystalline  lens.  By  such  compression,  the  lens  surfaces  are 
rendered  more  convex,  and  the  eye  is  focussed  for  near  vision.  Complete 
erection  cannot  be  momentary,  and  to  obtain  rapidity  of  accommodation,  the 

iris  comes  into  play.  . . . . , * 

A reference  to  the  plate  will  show  that  the  plane  of  the  iris  is  2 0 
inch  in  advance  of  its  attachment.  Pupillary  narrowing,  as  is  well  known  is 
associated  with  accommodation  for  near  vision.  When  the  sphincter  pupil 
contracts  and  narrows  the  pupil,  it  draws  upon  the  line  of  attachment  of  t 
iris  and  throws  the  iris  plane  back  upon  the  ciliary  processes  which  m turn 
are’ pressed  against  the  crystalline  lens.  If  it  be  said  that  the  ins  pressure 
would  rather  flatten  the  processes  than  compress  the  lens,  the  answer  is, 
about  two-thirds  of  the  fibres  of  the  ciliary  muscle,  as  the  delineation  shows,  aie 
inserted  into  the  connective  tissue  of  the  processes,  so  that  when  the  muse  e 
contracts,  the  processes  are  drawn  towards  it,  and  rendered  tense  upon  their 

contained  vessels.  . , ,, 

No  doubt,  the  arrangement  of  the  fibres  of  the  ciliary  muscle  would  enable 

accommodation  to  be  carried  on  without  the  aid  of  the  iris,  an  explanation  of 
the  well-known  statement  of  Graefe,  to  the  effect  that,  in  an  individual  instance 
in  which  the  iris  was  absent,  accommodation  was  not  destroyed.  That  it  was 
imperfect,  cannot  be  questioned,  for  the  rapidity  of  action,  a characteristic  cf 
the  healthy  eye,  must  have  been  absent. 


A PRACTICAL  TREATISE  ON  THE  DISEASES 

OF  THE  EYE. 


CHAPTER  I. 


OPHTHALMIC  INSTRUMENTS  IN  GENERAL. 

It  is  easy  to  comprehend  the  extent  of  influence  exerted  over  the 
success  of  a surgical  operation  by  the  perfection  or  imperfection  of 
the  instrument  with  which  it  is  performed ; and  if  this  be  the  case  in 
surgeiy  at  large  it  is  more  particularly  true  in  ophthalmic  operations 
To  lessen  the  defects  of  an  instrument  is  tantamount  to  an  improve- 
ment m the  branch  of  surgery  to  which  it  belongs.  Simplicity  and 
due  adaptation  to  the  purpose  intended  are  the  qualities  which  a 
surgeon  who  operates  on  the  eye  should  endeavour  to  acquire  for  his 
implements.  The  improvement  of  those  in  our  day  contrasts  ulv,n 

For  tb”  °f  f°7  andTinferi°rity  od  workmanship 
m times  past  lcn  these  reasons  alone  I should  deem  it  proper  to 

notice  the  subject;  but,  further,  I take  this  view  of  the  f 

m treating  of  any  department  of  operative  surgery  an  onnorf’i  > 

hints  and  ob^ 

a 

of  8eorg  a ^ 

«ve  details  of  the 

understood.  Some  few,  of  general  use  will  he  ^ ,b*the  easler 
this  chapter.  h e’  'vl11  bo  KIVC!n  at  the  end  of 

As  each  instrument  will  be  ilhirtvnfnri  l 




the  habit  of  using,  and  which  appear  to  me  to  be  the  most  appropriate 
to  each  operation,  and  the  most  convenient  for  the  se\  cial  pm  poses 

which  they  are  intended  to  fulfil.  . 

With  Ophthalmic  Instruments , lightness  is  an  element  of  the  highest 
importance.  The  lighter  they  are,  the  greater  is  the  delicacy  with 
which  they  can  be  applied.  With  light  instruments  the  resistance  to 
be  overcome  is  better  appreciated,  as  well  as  the  amount  of  force 
required  for  that  purpose.  The  blades  should  be  highly  polished,  and 
never  of  greater  size  than  the  use  intended  requires.  Advantage 
is  attained  by  exchanging  the  ivory  handle  so  generally  adopted,  no  - 
withstanding  the  nicer  appearance,  for  one  of  light  wood  e 

minimum  of  the  dimensions  compatible  with  the  kind  of  mstrumen 
should  be  made  the  rule.  In  successive  years,  as  I have  required  to 
renew  my  instruments,  I have  gradually  had  then  size  reduced ; and 
the  effect  has  been  to  adapt  them  better  to  the  several  operations. 
Besides  remedying  the  clumsiness  and  awkwardness  which  attach  to 
those  of  greater  bulk,  in  several  instances  positive  evils,  arising  om 

inordinate  size,  have  been  avoided.  _ 

To  all  small  instruments,  such  as  cataract  knives,  cataract  needles, 

and  the  like,  I prefer  round  handles;  for,  when  of  this  form,  they  can 
be  held  with  more  ease  and  freedom,  while  stiffness  and  constraint 
are  overcome,  and  a more  individual  independent  control  is  thus 
given  to  the  fingers.  I am  also  of  opinion  that  the  handles  shou 
be  smooth  and  not  cross-cut.  There  can  be  no  other  i^ason  why  the 
handle  of  a surgical  instrument  should  be  roughened,  an  • 

rendered  unpleasant  to  the  touch,  as  well  as  less  suitable  for  delicate 
use,  than  that  surgeons,  having  been  careless  about  the  su  jec  , a 
permitted  the  instrument-maker  to  indulge  Ins  fancy,  merely  to 
an  air  of  finish  to  his  workmanship.  I believe  it  to  be  true,  and  if  so, 
it  is  a fact  of  much  significance,  that  a mechanic  never  uses  loug  i 

handled  instruments.  } 

All  instruments  designed  to  puncture  the  cornea  should  hate  such  a 
form , from  the  gradual  increase  of  thickness  from  the  point  as  to  ne 
' the  principle  of  a stopper  in  the  aperture  hat  « made.  The  effect oi 
this  is  to  retain  the  aqueous  humour  as  long  as  possible,  so  t 
natural  prominence  of  the  cornea  is  for  a time  preserved  and  the 
subsequent  steps  of  the  operation  are  facilitated.  The  gradual  aug- 

rz 

' * l +v1pa0  dualities  of  a perfect  instrument  should  be  carefully 
ance ; and  these  q . 1 , processes.  The  little  drum 

sought  after,  and  ascertained  by  delicate  pioccssc 
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is  the  best  criterion  I know  of  to  test  the  point  of  an  instrument.  It 
is  made  of  leather  stripped  from  the  softest  kid  skin,  and  stretched 
over  a metallic  cylinder,  of  which  the  annexed  figure  is  a representation. 
A less  perfect  method  is,  to  stretch  the  leather  across  the  fingers.  In 
eithei  case,  if  the  point  be  in  order,  little  more  than  the  weight  of 
the  instrument  should  cause  it  insensibly  to  penetrate  the  tissue.  If', 
oil  the  contrary,  the  point  be  dull,  it  requires  to  be  forced  through. 
If  otherwise  defective  by  being  turned  or  broken,  in  addition  to  the 
force  required  to  make  it  penetrate,  a sharp  cracking  sound  is  emitted. 
A well-made  needle,  then,  enters  noiselessly,  and  when  withdrawn 
raises  the  leather  a little  at  first. 

In  consequence  of  the  natural  pores  in  the  leather,  several  punc- 
tiu*es  should  be  made,  to  ensure  the  passage  of  the  point  of  the  instru- 
ment through  an  unbroken  space. 

Fio.  1. 


The  edge  should  be  tried  on  the  palm  of  the  hand  where  the 
cuticle  is  thinnest ; for  instance,  on  the  ball  of'  the  thumb.  With  a 

s lght  drawing  motion  it  should  at  once  enter,  or  bite,  as  instrument- 
makers  say. 

Properly  tempered  instruments  may  always  be  secured  by  dealing 
at  some  highly  respectable  London  shop, -where  each,  from  the  West 
to  the  smallest,  is  separately  hardened,  and  individually  tempered 
and  where  the  extent  of  sale  is  such  as  to  enable  the  maker  to  main-’ 
am  in  constant  employment  a workman  whose  sole  occupation  it  is 
to  manufacture  delicate  instruments  of  this  class.  By  such  exclusive 
attention  alone  can  the  highest  perfection  be  reached. 

It  » necessary,  also,  that  scissors  hr  impeded.  Their  efficiency  de- 

thTir  b'i,  °1  hi"  , T bei"g  P1'0r,eriy  but  also  on 

ii  being  lightly  made  and  securely  riveted.  The  simplest,  and,  at 

the  same  time  the  surest  test,  is  to  close  the  blades  gently  and  with- 
out any  lateral  press,  ire,  on  a very  thin  piece  of  wetted  paper;  when 

; “•  »• » - **•> »» 

be  lT<w  if  “ ^ l """*  °n  *"*“■  14  "™dd  My 
supposed  that  the  success  of  an  operation  can,  in  any  degree,  be 
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dependent  on  the  mere  purity  of  sponges  ; yet  the  partial  or  even 
the  entire  failure  of  the  process  of  adhesion  may  he  caused  by  the 
transmission  of  particles  of  sand  from  them  to  the  surfaces  of  wounds. 
The  impossibility  of  buying  a new  sponge  that  is  not  loaded  with 

earthy  particles  is  well  known. 


Fig.  2. 


Fig.  3. 


Fig.  4. 


To  remove  these,  time  is  requisite  ; 
washing,  necessary  as  it  is,  cannot 
at  once  cleanse  it.  The  very  best 
method  of  ridding  it  of  grit  is, 
to  employ  the  best  sponge  of  the 
shops  for  common  domestic  pur- 
poses for  several  months,  taking 
care  that  on  frequent  occasions, 
when  dry,  it  is  beaten  for  some 
time. 

Scalpel — An  instrument  in  such  general 
use,  and  so  well  known,  would  have  been 
passed  over  in  silence,  were  it  not  that  the 
kind  here  advocated,  my  ophthalmic  scalpel, 
is  reduced  considerably  below  the  size  of  scal- 
pels in  general.  The  ordinary  ones  are  de- 
cidedly too  large  for  all  dissecting  operations 
on  a small  scale,  especially  on  the  eyelids, 
where  very  much  precision  and  neatness  aie 
imperatively  demanded;  and  also  for  the 
removal  of  tumours  about  the  eye  and  its 
appendages,  and  those  which  encroach  upon 
the  orbit,  or  are  within  it.  The  point  is 
placed  centrally,  and  this  position,  while  it 
allows  of %a  requisite  amount  of  curve,  rendei  s 
it  better  adapted  for  minute  dissection  than 
when  it  is  in  a line  with  the  back  of  the 
blade  ; and  in  a central  point  there  may  be 
the  union  of  the  greatest  fineness  with  the 
greatest  strength.  In  nearly  all  operations 
with  the  scalpel,  it  is  the  point  of  the  blade  j 
that  is  principally  available,  and  to  its  pio- 
perties  the  value  of  the  knife  is  chiefly  due. 

The — of 

th!ttheapart”o  which' the  points  of  the  fingers  are  applied  should 
that  the  p.  be  what  fon0y  suggests,  unless,  as  >s 

“e  with  myselt;  the  instrument  be  held  in  a particular  manner, 
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as  a common  table-knife  is  held,  my  fingers  being  placed  near  the 
blade,  a method  which  demands  shortness  of  handle.  This  mode  of 
holding  it  I adopt  for  almost  all  purposes,  finding  that  it  combines 
the  greatest  freedom  ot  motion  with  the  greatest  power,  and  the 
lightest  touch. 

Forceps,  llie  proper  length  for  ordinary  dissecting  forceps  is 
such  as  allows  them  to  rest  on  the  hand  between  the  thumb  and  the 
finger,  when  held  in  the  ordinary  manner ; any  beyond  this  is  use- 
less, and  increases  weight.  The  blades  should  be  slightly  bowed, 
well-hardened,  and  of  a substance,  in  thickness  rather  than  in  breadth, 
that  will  not  allow  them  to  slip  on  each  other,  or  bend  under  any 
force  of  pressure  that  can  be  required  during  their  use.  Were  their 
extremities  to  gape,  which  they  surely  would  if  the  centres  of  the 
blades  were  weak,  they  must  cease  to  be  effectual.  The  spring  should 
not  be  made  stronger  than  sufficient  to  sustain  their  weight.  Round 
points  are,  1 think  superior  to  any  other  form.  The  holding  or 
interior  surfaces  of  the  extremities  should  be  raised  and  obliquely 
cut  for  at  least  a quarter  of  an  inch,  the  serratures  being  large,  and 
exactly  fitting.  This  roughness  is  quite  compatible  with  an  accuracy 
of  edge  adapted  for  minute  purposes. 

It  is  frequently  required  to  use  tenaculum  forceps  in  operations 
about  the  ocular  appendages,  for  the  ordinary  ones  do  not  lay  hold 
with  sufficient  firmness.  The  lesser  figure,  representing  merely  the 
points  of  such,  shows  the  direction  the  teeth  should  have.  When 
so  placed  they  seize  more  readily  than  when  made  to  meet  at  a 

I f ght  a.ngle’  altIl0llgh  they  cannot  retain  their  grasp  quite  so  securely, 
n order  to  be  effectual,  their  blades  should  be  stout  enough  to 
enable  sufficient  pressure  to  be  made  at  the  points.  When  shut 
without  an  intervening  substance,  the  teeth  necessarily  cross  \ 
catch-spring,  like  that  usually  added  to  tenaculum  forceps  and 
originally  introduced  for  Amussat’s  treatment  of  bleeding  Arteries 

dfment81021’  “ 7 **  *S8ection’  a decided  inipe- 

Delkate  Forceps,  straight  and  curved,  some  with  ordinary  points, 


Fig.  5. 


for'' Zenti  teetl\r  “f??  fOT  minute  0P^tion8)  and  especially 
operations  on  the  eyeball,  and  particularly  for  artificial  pupil. 


(i 


OPHTHALMIC  INSTRUMENTS  IN  GENERAL. 


Annexed  are  those  I generally  employ.  One  of  them  has  a cross 
action,  by  which  it  can  be  opened  when  the  points  are  within  the 
eyeball. 

Fig.  (5. 


Fig.  8. 


Fig.  9. 


A broad  and  deeply  serrated  edge  forceps,  with  lock-catch,  is  useful  on 
some  occasions  for  holding  securely  parts  that  are  to  be  dissected  away. 


Fig.  10. 


| pair  of  catch-spring  forceps,  very  wide  and  smooth,  are  very 
convenient  'for  holding  the  eyelid  and  everting  it  in  poet-palpebral 
operations. 


Eyelid-retractor. — Of  the  many  single  instruments  in  use  for  the 
purpose  of  retracting  the  eyelids,  whether  to  procure  an  examination 
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of  the  eye  or  to  facilitate  the  performance  of  operations,  I give  the 
preference  to  this,  which  is  designed  to  he  passed  within  Em.  12. 
the  eyelid,  and  which  is  of  full  size  for  an  adult.  For  in- 
fants and  children  a smaller  one  is  necessary.  Its  length 
and  lightness  are  such  as  to  enable  it  to  be  applied  with 
delicacy,  and  to  be  maintained  in  the  desired  position 
without  the  exercise  of  force.  The  bent  portion  deserves 
attention.  It  should  not  be  longer  or  more  obtuse  than  is 
sufficient  to  secure  and  confine  the  edge  of  the  eyelid, 
otherwise  its  action  might  be  detrimental ; because  if  the 
sinus  or  sulcus  of  the  eyelid  were  reached,  a resistance 
would  be  immediately  encountered,  which  woidd  not  only 
prevent  the  eyelid  from  being  properly  raised,  but  be  a 
source  of  pain,  owing  to  the  dragging  and  violence  then 
requisite  to  effect  any  degree  of  retraction. 

Double  Wire  Eyelid-retractor. — This  might  be  called  the 
op  w at  or  s assistant,  as  it  .quite  supersedes  the  fingers  of  an 
assistant  in  nearly  all  the  operations  that  need  efficient 
retraction  of  the  eyelids.  It  is  more  generally  useful 
than  any  instrument  in  the  ophthalmic  case.  It  is  rather 
less  effective  when  used  without  chloroform,  because  the 
in'  oluntary  muscular  action  of  the  orbicularis  palpebrarum 
overcomes  much  of  the  spring  force.  It  is  well  to  have 
tvo  sizes:  one  as  in  Fig.  13,  applicable  for  most  purposes, 
and  a smaller  for  children.  The  manner  of  application 
can  hardly  be  mistaken.  The  spiral  or  spring  part,  the 
outer  end,  is  to  be  on  the  temporal  side  of  the  eye,  while 
the  retracting  portions,  at  the  ends  of  the  blades,  are  to  be 
inserted  under  the  eyelids.  It  is  an  improvement  to  have 
the  outer  end  bent,  so  that  it  turns  over  on  the  cheek,  and  — 
is  more  out  of  the  way  of  the  operator.  I use  this  almost  exclusively. 


This  description  of  retractor  is  ah 


so  made  with  a cross-bar  and 
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binding  screw,  so  that  it  can  be  fixed  to  any  degree  of  expansion,  and 
accommodated  to  different  eyes ; so  modified,  it  is  more  applicable  to 
children,  or  to  adults  when  not  made  insensible  by  an  anaesthetic. 
Here  is  a sketch  of  the  instrument. 


Fig.  14. 


Another  is  constructed  for  the  spring  part  to  pass  over  the  nose, 
so  that  the  outside  of  the  eye  shall  be  left  free  for  any  necessary  use  of 
instruments. 


Fig.  15. 


An  American  retractor  has  just  appeared,  as  a new  invention.  It 
is  very  small,  and  acts  with  cogs. 


Fig.  10. 
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painful  part  of  an  operation  is  a fact  early  impressed  upon  the  student 
of  surgery.  Without  doubt,  much  of  the  suffering  is  too  frequently 
to  be  attributed  to  the  imperfection  of  the  needle.  Good  surgical 
needles  are  rarely  to  be  met  with,  merely  because  their  manufacture 
is  in  general  neglected,  and  they  are  not  rendered  hard  enough  to 
bear  proper  sharpening.  The  point,  or  cutting  part,  should  be  large 
enough  to  make  a channel  though  which  the  shaft  can  glide  with  ease,  or 
■ at  least  pass  without  force  sufficient  to  stretch  or  tear  the  skin.  These 
requisites  seem  to  be  fully  united  in  the  well-formed  glover’s  needle, 
which  has  three  edges,  of  which  Fig.  17  is  an  illustration.  The 
stoutness  should  be  proportionate  to  the  thread  which  is  required ; by 


Fig.  17. 


I which  standard,  indeed,  the  size  of  a needle  should  invariably  be  re- 
I giilated.  T he  leng'th  is  a matter  of  convenience.  "Where  * circum- 
I stances  admit  of  choice,  I always  prefer  the  straight  form,  because  a 
I straight  needle  enters  more  readily,  and  is  more  easily  guided  than  a 
1 curved  one. 

A different  body  is  desirable  for  a bent  needle.  The  front,  or 
I concave  part,  should  be  quite  flat  from  side  to  side,  and  the  posterior, 
or  convex  side,  oval  across.  If  both  are  oval,  the  edges  cannot  be 
® macle  thin  enough  consistently  with  smallness  and  strength.  This 
ft  pattern  illustrates  the  description. 


Fig.  18. 


S,  1,16  fi«ures  represent  the  size  of  those  I employ.  Besides  there 

■ being  no  advantage  derivable  from  shorter  ones,  for  ordinary  use 
• there  is  a positive  disadvantage  attached  to  lesser  length,  arising  from 

■ difficulty  m use.  When  stitching  is  required  in  the  corner  of  a 
■sunken  eye,  or  far  hack  m the  sclerotic  coat,  as  in  the  case  of  a wound 
> a smaller  and  more  bent  needle  may  be  better.  With  such,  a needle- 

TOndlrst)  *'W—T!U!  8%ht  bend  in  the  Wades  of  these  scissors 
renders  them  very  useful  on  many  occasions,  and  the  ophthalmic  case 
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Fiu.  19. 


is  scarcely  perfect  without  them.  The  points  should  he  of  a certain 
width,  and  not  too  delicate,  in  order  to  ensure  proper  strength. 

Messrs.  Weiss  have  registered  two  kinds 
of  joints  for  scissors,  and  other  douhle-hladed 
instruments  of  the  same  class.  The  one  is 
called  the  lever  joint,  the  rivet  being 
placed  at  the  side  in  an  angular  projec- 
tion ; by  which  it  is  said  that  greater 
power  is  given,  and  the  mode  of  cutting  is 
rather  improved,  and  a substance  is  less 
likely  to  slip  from  between  the  blades.  The 
other,  which  I highly  approve  of,  is  a sort  of 
lock-joint,  a screw  not  being  used,  and  the 
advantage  of  which  is,  that  the  blades  do 
not  become  loose,  but  ever  keep  their  degree 
of  tightness,  and  the  instrument  can  be  the 
more  readily  used  with  either  hand,  and 
easily  unlocked  for  the  purpose  of  being 
cleaned. 

I have  seen  scalpel  edges  recommended 
for  scissors  that  are  intended,  like  these,  to 
be  used  for  cutting  the  living  tissues.  Such 
are  impracticable.  At  the  same  time,  the 
blades  should  be  made  as  thin  as  is  con- 
sistent with  efficient  use,  for  there  is  a great 
difference  in  the  practical  effect  between 
those  of  ordinary  make  and  those  so  pre- 
pared. 

I would  suggest  that  scissors  are  not 
sharpened  sufficiently  often.  I frequently 
see  them  employed  when  they  are  long  past 
service. 


CHAPTER  II. 

ANAESTHETICS. 

I THE  USE  OF  CHLOROFORM  IN  OPHTHALMIC  SURGERY ALLUSION  TO 

NITROUS  OXIDE  AND  BICHLORIDE  OF  METHYLENE,  AND  FREEZ- 
ING THE  SURFACE  IMPORTANCE  OF  PREPARATORY  MEASURES 

A PROFICIENT  CHLOROFORMIST  OFTEN  NEEDED ADVANTAGES 

OF  CHLOROFORM  IN  EARLY  LIFE OPERATIONS  ON  THE  ADULT 

EYE  IN  WHICH  CHLOROFORM  IS  NECESSARY QUESTION  OF  USING 

CHLOROFORM  IN  THE  OPERATION  FOR  THE  EXTRACTION  OF  CATA- 
RACT— CASES  IN  WHICH  CHLOROFORM  MAY  RE  DISPENSED  WITH 

—DEGREES  OF  ANAESTHESIA  FROM  CHLOROFORM NITROUS  OXIDE 

RICHLORIDE  OF  METHYLENE. 


I Special  application.— In  the  former  editions  of  this  work  I went 
I fully  into  the  subject  of  chloroform,  considering  it  in  all  its  beai-ino-s 
(Now  I shall  merely  give  but  a few  general  hints  about  it,  aXT 
fine  nearly  all  I shall  say  to  its  application  in  Ophthalmic  Surgery 
Necessity  for  preparatory  measures.— Much  detrimental  interruption 
from  the  vomiting  of  a patient  during  an  operation,  and  after- 
discomfort,  frequently  arise  from  neglect  in  preparatory  measures 
i earnestly  advise  the  operator  to  see  that  all  the.  details  connected 
Iwith  the  administration  of  this  valuable  agent  be  thoroughly  attended 

benefit  6r  t0  SUffmUS  and  dau§er>  aml  als0  secure  its  full 

Insensibility  imperative.— Many  an  operation  is  spoiled  on  account 

theaiast' n0tf  g S^fntly  T11^16'  Ll  practice 

tne  last  stage  of  insensibility  is  needed.  1 

(Man  a proficient  Chloroformist.- Whenever  an  operation  is  of  such 
nature  as  to  demand  the  prolonged  attention  of  the  operator  the 

wTat  ifbr  Tnt  °“7i8t  °"*ht  t0  ,le  <™l,  for  I have 
that  if  the  administration  be  undertaken  by  a chance  person 
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or,  as  more  frequently  happens,  by  the  general  medical  attendant  of  the 
patient,  frequently  it  is  so  inefficient,  that  X have  to  be  the  chloroformist 
and  the  operator  too,  so  little  is  the  process  generally  understood, 
although  attention  to  a few  rules,  with  some  opportunities  of  actual 
practice,  will  enable  most  men  to  officiate  with  safety.  I say  most  men, 
because  the  physical  incapabilities  of  some  wholly  unfit  them  to  see 
with  composure  the  convulsions  and  struggles  that  might  arise,  or  to 
exercise  the  necessary  judgment  and  perseverance  not  unfrequently 
required  with  those  persons  who  are  less  easily  affected. 

Period  of  life  at  which  chloroform  is  indispensable. — In  infancy  and 
in  childhood  chloroform  does  afford  very  great  help  in  all  operations 
on  the  eye,  for  without  it  resistance  on  the  part  of  the  little  patient  is 
certain.  Besides,  the  very  diminutiveness  of  the  young  eye,  whereby 
there  is  much  less  room  for  the  use  of  the  fingers  and  for  instruments, 
together  with  the  greater  delicacy  of  the  parts,  demand  that  when  the 
eyeball  is  the  subject  of  operation,  there  should  be  the  utmost 
exposure  of  it  together  with  the  greatest  steadiness.  I declare  it  to 
be  impossible,  except  under  a degree  of  force  or  mechanical  contri- 
vance that  would  not  be  tolerated  in  these  days,  to  operate  in  the 
best  manner  on  such  subjects  without  chloroform.  It  is  curious  to 
read  of  what  was  done  in  former  times  to  procure  stillness,  but  never 

Math  a full  effect.  . tip 

Children  and  young  persons  are  the  best  subjects  for  chloroform 

The  younger  the  individual,  the  quicker  is  the  effect  produced,  and 
the  quicker  is  it  recovered  from  with  the  least  unpleasant  effect  1 
have  great  trouble  in  convincing  parents  of  this,  because  t ey 
suspect  the  very  opposite.  I often  employ  chloroform  merely  to 
examine  the  eye  in  children.  It  repeatedly  happens  when  the  little 
patient  is  brought  to  me,  that  the  true  state  of  the  eye  can  be  ascer- 
tained only  under  insensibility.  . . 7 . 

Conditions  in  adult  life  under  which  the  use  of  chloroform  is  advisable. 
—I  now  pass  to  those  operations  on  the  adult  eye  m which  consu  er- 
able  assistance  may  be  received  from  insensibility.  There  siou  < e 
a distinction  between  such  cases  as  require  chloroform  merely  because 
of  lack  of  moral  coinage,  and  those  in  which  it  is  of  positive  adi  an- 
taffe  under  any  condition  ; as  in  the  one  we  may  leave  the  choice  to 
thf  patient,  or  we  may  object ; in  the  other  it,  is  our  duty  to  recom- 
mend it  The  majority  of  operations  for  artificial  pupil,  especia  y 
where  the  proceeding  is  complicated,  and  requires  the  use  of  more 
than  one  instrument,  or  the  re-mtroduction  of  the  same,  fall  unde 
i i n P'lfpp’ovv  An  eye,  for  the  most  part,  that  requires  this 

M £ much  imaged  in  several  of  its  tissues,  and  has,  perhaps,  been 
recently  the  subject  of  inflammatory  attacks.  Such  an  unfavourable 
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and  delicate  state  is  not  suited  to  long-continued  manual  efforts. 
The  vitreous  humour,  too,  is  frequently  more  or  less  disorganized.  There 
is  needed  the  greatest  steadiness  of  the  eyeball,  with  continuance  of  a 
given  position,  and  an  absence  of  much  pressure.  Now  the  move- 
ments of  the  eyeball  may  be  quite  involuntary,  and  the  eyelids  will 
twitch,  in  spite  of  the  most  resolute  will.  But  not  the  least  disad- 
vantage of  consciousness  is  the  compression  that  the  straight  and 
oblique  muscles  can,  and  do,  exercise  in  such  operations.  When 
acting  violently,  they  exert  considerable  influence ; and  the  effect  of 
such  an  agency,  at  such  a time,  is  always  hazardous,  in  several  ways. 
Again,  the  sooner  the  manipulation  ends,  and  the  instruments  are 
out  of  the  eye,  the  more  certain  is  the  result.  These  remarks  may 
be  said  to  apply,  in  the  main,  when  the  eyeball  is  to  be  opened  for 
the  extraction  of  any  body,  be  it  capsule,  animalcule,  or  any  particle 
driven  into  it  from  without,  and  decided  difficulty  in  operating,  or 
intricacy  is  apprehended.  So  then,  with  the  fullest  consent  of  a 
person,  and  with  the  greatest  determination  to  be  quiet,  indeed,  with 
a resolution  that  could  endure  a limb  to  be  severed  from  the  body 
without  a groan  or  a cry,  and  with  every  desire  to  assist  the  operator, 
anaesthetic  sleep  may  be  advantageous. 

Examination  of  the  question  whether  chloroform  is  necessary  in  the 
extraction  of  cataract.— All  that  is  to  be'  said  on  this  'head  is 
meant  to  apply  to  middle  age  and  after,  when  cataract  ought  only 
to  be  extracted.  There  are  physical  peculiarities  of  the  eye  which 
impede  the  operation  for  extraction,  and  which  may  be  surmounted 
by  the  aid  of  chloroform.  They  are  mainly  those  that  present  im- 
pediments to  exposing  and  steadying  the  eyeball  sufficiently  to 
enable  the  cornea  to  be  divided  in  an  ample  manner,  such  as  a 
sunken  eye,  a narrow  palpebral  aperture,  unusual  prominence  of  the 
orbital  ridge.  During  stupor  the  eyelids  can  be  more  widely  ex- 
tended, and  the  eyeball  fixed  with  a lightness  of  touch  that  would 
on  account  of  the  peculiarities,  be  insufficient  during  sensibility.’ 
Beyond  this  chloroform  does  not  assist  us  here.  Nor  is  it  essential 
when  a patient  has  tolerable  fortitude.  At  all  events,  whatever  be  his 
menta  emotion,  so  long  as  he  remains  master  of  his  will,  and  can 
direct  Ins  eye  to  the  position  desired,  and  there  are  no  impediments 
to  exposing  his  eyeball  to  the  required  extent,  insensibility  does  not 
he  ],  m the  execution  of  the  operation.  If  this  were  all,  it  would  be 
better  to  save  an  aged  person  from  the  formality  and-  distress  of  an 

^ 1 tha°^ful  ti°  "VT  riTld  ^ t0  * bed  0r  co^  national 
ana  tnankluf,  than  to  have  him  removpd  n u* 

and  nnnoDoL  i • • ,,  Nea’  Peihaps  half  conscious, 

an<l  nauseated,  requiring  attention  for  several  hours  both  on 

account  of  the  constitutional  effects  of  the  chloroform  and  the  injury 
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ho  might  inflict  on  his  eye.  Although  lie  might  not  vomit  or  even 
retch  after  the  inhalation,  lie  might  remain  some  hours  in  a squeamish 
state,  with  little  or  no  appetite  for  food ; and  this  might  he  more 
injurious  than  a vomit,  for  it  is  of  the  greatest  importance,  especially 
late  in  life,  that  nutrition  should  be  well  maintained.  Such  unplea- 
sant effects  do  not  make  the  rule,  but  the  exception.  With  a full 
knowledge  and  experience  of  all  this,  I believe  that  the  balance  is 
largely  in  favour  of  the  chloroform. 

During  extraction,  a patient’s  determination  sometimes  fails,  and  a 
worse  thing  cannot  happen  for  him.  Then  certain  unexpected  but 
well-known  drawbacks  may  be  encountered,  and  impediments  may 
arise,  all  of  which  can  be  better  met  and  overcome  under  chloroform. 

I believe,  therefore,  that  if  chloroform  were  always  given,  when 
admissible,  greater  success  would  be  seemed.  Practically,  I have  no 
objection  to  chloroform. 

Damage  to  the  eye  from  vomiting  may  be,  according  to  my  expe- 
rience, always  prevented  by  closing  the  eyelids  with  court  plaster, 
and  where  there  is  much  vomiting  a compress  also  of  cotton-wool. 

I never  have  had  a bad  result  under  such  measures.  01  this  I 
shall  say  more  in  the  chapter  on  “ Cataract.  At  the  same  time, 

I advise  the  greatest  caution  in  giving  chloroform  to  the  aged. 

I should  object  to  it  in  the  very  old  and  enfeebled,  in  whom  the 
heart  is  so  often  diseased  by  being  degenerated.  Fortunately,  such 
persons  usually  stand  the  operation  better  than  others.  Their  sen- 
sibility is  very  much  lessened.  A glass  or  two  of  wine  adds  to  their 

good  behaviour.  . 

When,  chloroform  is  not  necessary  in  adult  life. — In  operations  about 
the  eyelids  in  adults,  in  the  removal  of  tumours  from  the  eye  and 
from  the  orbit,  and  in  extirpation  of  the  eyeball,  it  may  be  left  to  the 
patient  to  decide  whether  he  will  be  chloroformed  or  not. 

When  chloroform  may  he  always  required. — The  anaesthetic  sleep 
may  be  necessary  at  all  periods  of  life,  to  enable  an  irritable  eye  to 
be  examined,  or  an  extraneous  substance  to  be  removed.  It  may  be 
very  requisite,  besides,  for  the  examination  of  the  eyes  in  young 
children  and  in  infants,  merely  to  learn  with  accuracy  the  nature 
of  any  affection,  and  its  extent,  when  from  the  perverseness  of  the 
little  patient,  or  from  blepharospasm,  an  inspection  cannot  be 

°Um  degrees  of  the  anaesthetic  effect  requisite  for  the  several  operations 
requires  adaptation.  This  is  not  sufficiently  recognised,  and  there- 
fore the  chloroform  is  often  improperly  used,  and  some  of  the  un- 
pleasant  effects  of  its  deepest  influence  induced  unnenessanly  c' 
Lhter  inhalation  of  it,  the  rapid  recovery,  and  therefore  the  adapt..- 
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tion  to  even  slight  operations,  is  always  overlooked  when  it  is  com- 
pared with  other  anaesthetics. 

I have  said  nothing  heretofore  about  other  anaesthetics  in  use — the 
nitrous  oxide  and  the  bichloride  of  methylene.  The  first  I find  not 
suited  for  ophthalmic  operations,  because  of  the  shortness  of  its  effects, 
and  the  rapidity  of  execution  which  is  necessary,  a quickness  hardly 
consistent  with  efficiency  and  safety  in  many  operations,  and  which 
renders  it  inapplicable  for  nearly  all  the  operations  on  the  eyeball. 

The  second  admits  of  a wider  application,  and  some  surgeons  say 
that  they  use  nothing  else.  I have  employed  it ; but  for  what  may 
be  called  lengthy  operations,  I prefer  the  chloroform.  Although 
sickness  is  far  less  frequent  than  with  chloroform,  it  does  occur  under 
long  administrations.  Death  has  resulted  from  its  use.  I suspect 
that  all  the  fatal  cases  have  not  been  published. 

h oezing  the  surface,  for  the  purpose  of  rendering  the  part  insen- 
sible to  pain,  is  wholly  inapplicable  to  ophthalmic  surgery. 


CHAPTER  III. 


EYE-DOUCHES. EYrE  SYRINGES. 


In  the  local  application  of  water,  hot  or  cold , in  a continuous  stream , 
as  a remedial  agent , by  the  douche,  there  is  no  novelty;  yet  such  an 
appliance  is  seldom  employed.  Why  so  valuable  a means  of  treating 
disease  is  not  more  commonly  resorted  to  can  he  accounted  for  only, 
I imagine,  on  the  supposition  that  there  is  general  lack  of  knowledge 
on  the  subject.  Among  the  men  of  reputation  who  have  pointed 
out  the  advantages  of  the  douche,  Mr.  J ames,  of  Exeter,  stood  pro- 
minent. Those  who  have  had  the  advantage  of  attending  his  hospital 
practice  could  not  fail  to  he  struck  with  the  benefit  of  it  under  his 

supervision. 

An  eye-douche  is  a valuable  addition  to  our  ophthalmic  therapeutics. 
For  many  year's  I have  been  prescribing  it,  especially  for  those  ot  my 

patients  who  are  old  enough  to  manage  it.  . . 

It  is  most  applicable  where  a slight  effect  of  cold  is  required,  01 

short  temporary  influence.  J 

The  continuous  stream  of  a douche  is  better  than  the  interrupted 

stream  from  a syringe.  _ 7 , 

Although  the  question  of  this  local  bathing  of  the  eye  is  considered 

in  many  parts  of  this  work,  under  the  head  of  treatment,  it  may  be 
mentioned  here  that  in  the  inflammatory  affections  of  the  eye-ball, 
and  particularly  the  chronic,  the  directly  sensitive  effects  of  the  douche 
are  soothing  and  sedative.  Pain  is  frequently  stopped,  and  a return 
of  it  sometimes  prevented.  Inflammatory  affections  of  the  eyelids 

are  lessened  by  it.  , , , ,, 

It  is  not  less  valuable  as  a means  ot  applying  cold  to  the  oier 

worked  and  fatigued  eye.  . „ Q 

It  is  a ready  and  efficient  manner  ot  soothing  the  eye  after  some 

operations. 
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It  may  be  useful  in  washing  away  extraneous  substances,  and  may 
assist  in  reducing  the  effects  of  chemical  agents. 

It  is  a ready  and  efficient  method  of  cleansing  the  eye  in  purulent 
ophthalmia. 

I he  1 ig.  20  shows  the  one  I recommend  ordinarily,  and  the  manner 
of  using  it. 

Fio.  20. 


It  was  made,  at  my  suggestion,  by  Mr.  W.  Cooper,  of  26,  Oxford- 
street,  who  bestowed  pains  on  its  construction.  It  consists  of  a 
metal  box,  capable  of  holding  about  six  pints  of  water,  that  can  be 
suspended,  or  rested  on  a bracket.  To  this  is  attached  an  elastic 
tube,  terminated  by  a pedestal  stop-cock,  with  a rose  or  a jet  which 

; tlr'f  m,u  'rr  2s  ftere  are  n° vaives- oh*®*™ 

IS  so  much  the  less  likely  to  get  out  of  order.  1 1 

The  full  quantity  of  the  water  may  be  taken  at  once.  The 
frequency  of  the  application  must  of  course  depend  on  the  circum- 
stances of  individual  cases  and  the  effect.  One  need  not  be  afraid  of 
repetition,  as  it  can  hardly  be  abused. 

Every  ophthalmic  institution  should  have  several  douches  with  a 

rnTlrt  t,  a',d  80  ‘^t  warm  wi: 

will  T F°r  *he  P°or  » ‘Imche  may  be  extemporised 
with  a pad  or  pan  for  the  reservoir,  a bit  of  small  gas-t„bi,!g  bent 
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as  a syphon,  and  at  the  other  end,  which  should  he  bent,  a simple 
stop-cock  with  one  jet,  all  of  which  can  be  got  for  a shilling  or  two. 

There  are  severe!  eye-douches  before  the  public,  worked  by  the 
hand.  The  most  perfect  is  a continuous-action  one  made  by 
S.  Maw,  Son,  and  Thompson,  of  11,  Aldersgate-street.  The  water 
is  applied  to  the  eye  by  a cup  of  glass  or  china,  which  just  fits  the 
eye,  and  there  is  a waste-pipe,  so  as  to  allow  a stream  to  be  passed 


Fig.  21. 


through  the  cup.  The  accompanying  figure  shows  the  instrument, 
and ‘renders  further  description  unnecessary. 

Although  there  is  not  the  same  amount  of  refrigeration  as  with 
the  open  stream,  and  the  parts  around  the  eye — the  orbital  region, 
the  cheek,  the  temple,  and  the  forehead — are  not  acted  on,  and 
therefore  there  is  not  as  much  therapeutic  effect  as  with  the  free  and 
open  shower,  this  one  has  merits.  It  is  very  portable,  is  always 
ready  for  use,  and  can  be  employed  anywhere,  and  at  any  time.  It 
affords  an  easy  and  effectual  way  of  applying  astringent  lotions  to 
the  eye.  I suspect  that  it  would  be  valuable  in  purulent  ophthalmia 

in  cleansing  the  eye  and  in  using  drugs. 

There  are  also  spray-producing  douches — ingenious  and  neat  little 
toys ; happy  resources  for  fashionable  and  idle  people.  They  are 
absurdly  named  water  pulverizers.  Scented  tinctures  are  added  to 
them.  Possibly  they  may  be  of  use  for  applying  anodynes. 

Syringes  of  an  ordinary  kind , are  required  in  ophthalmic  surgery. 
A well-made  one,  capable  of  holding  six  ounces,  with  a blunted 
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extremity,  should  always  be  at  hand,  for  cleansing  the  eye  in  disease 
and  in  accident. 

T\  hen  it  is  required  for  a person  to  syringe  his  own  eye,  the  most 
com  enient  instrument  is  that  here  figured. 


Fig.  22. 


1 I61  0nly, ' lmt  necessary  to  be  given  about  its  use  is,  that  the  same 

i J * !,  ®“pl°yed  a^in-  Tlle  face  sl»ould  be  held  over  a second 

I Me  ’ V T ^ which  haS  touclled  the  eye  is  carried  away. 
I Messrs.  Maw  make  this  also. 


CHAPTER  IV. 

EYE  SHADES. 

These  consist  of  three  kinds— those  which  are  needed  to  save  the  eye 
from  wind  and  dust  and  sun  ; those  required  by  workmen  to  protect 
the  eye  from  the  intrusion  of  substances  ; and  those  which  are  wanted 

to  subdue  light.  . _.  „ . , . , . ,, 

As  a screen  from  atmosphere  and  intense  light , Calkin  s shade  is  the 

best  of  all  that  I have  seen,  being  the  most  simple  and  the  most 
effectual.  It  consists  of  a very  light  wire  framework,  nicely  adapte 
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to  the  orbits,  to  the  nose,  and  to  the  temples,  which  it  embraces  M 
elasticity,  covered  in  front  by  an  extremely  fine  fabric  ol  gauze,  fi  | 
enono-h  to  protect  the  eye.  There  is  a little  contrivance  above  tori 
ventilation!  it  is  the  coolest  of  all  shades.  it  is  made  ii,  t oe 
colours— brown,  blue,  and  green,  also  m black.  The  black  is  to  f 
n I pi  p,  OTev  is  better  than  the  colours  named.  I here  arei 

1" i. i- "i a K»  M 

The  preceding  figure  gives  a good  idea  ol  i . 
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Veils  used  for  the  same  purposes  should  he  black  or  grey. 

The  art iza n’s  shade  should  he  of  blue  gauze  wire,  when  it  is  neces- 
sary to  protect  the  eye  from  the  blows  of  large  bodies.  The  eye 
should  be  sufficiently  covered  on  all  sides,  for  which  a cup-like  form 
is  necessary.  W liile  sometimes  this  shade  may  be  worn  in  a strong 
spectacle  frame,  at  others  it  is  more  convenient  and  secure  for  it  to 
be  more  firmly  fixed  by  a band  around  the  head.  When  a shade  is 
required  to  keep  off  from  the  front  of  the  eye  particles  that  are  not 
hard,  or  are  not  driven  with  force,  and  also  when  accurate  light  is 
needed,  as  for  instance  in  lathe  work,  thick  glass  sufficiently  wide, 
set  as  spectacles,  will  suffice.  Mica  has  been  recommended  instead  of 
glass  because  of  lightness,  but  it  is  not  sufficiently  clear. 

Ihese  forms  of  protectors  are  not  often  used,  and  many  eyes  are 
annually  destroyed  in  England  alone. 

The  patient’s  shade. — The  general  aim  of  this  is  to  lessen  bright 
light,  in  fact,  to  shade  the  eye ; and  such  end  cannot  be  accomplished 
without  the  eye  is  covered  on  all  sides,  and  the  entire  field  of  vision 
daikened.  It  is  not  required  to  shut  out  all  the  light — a patient 
needing  such  exclusion  had  better  be  in  a dark  room — but  to 
reduce  it  according  to  circumstances.  This  is  to  be  accomplished 
by  coloured  glass,  by  which  light  is  absorbed.  The  requisite  tint  is 
to  be  determined  Dy  the  nature  of  the  case.  Too  dark  a hue  may  be 
neailv  as  prejudicial  as  too  light.  The  patient’s  sensation  is  a good 
guide,  lliat  which  prevents  any  discomfort  when  the  light  is  faced 
is  enough.  The  visual  field  may  be  too  much  darkened,  and  the 
retina  rendered  too  sensitive  to  light.  Again,  with  an  unduly  dark 
field,  there  is  over-straining  of  the  eye  to  see  small  things. 

It  is  only  in  a bright  light  that  the  glasses  should  be  used.  To 

wear  them  in  a room  already  darkened,  or  on  a cloudy  day,  would  be 
prejudicial. 

When  artificial  light  is  used,  and  shading  the  candle  or  the  lamp 
produces  sufficient  darkness  for  the  patient,  the  glasses  should  he  left 
off;  the  eye  is  better  without  them.  As  to  the  colour,  grey,  or 
neutral  tint  glass,  as  a mere  darkener,  is  preferable  to  any  for  wear 
by  daylight.  After  operations  on  the  eyeball,  and  those  for  cataract 
may  lie  particularly  named,  such  a shade  is  indispensable. 

When  in  association  with  any  chronic  inflammatory  affection  of 
the  interior  of  the  eyeball,  a patient  might  be  allowed  to  use  his  eye 
to  some  extent,  but  for  the  discomfort  produced  by  the  light  blue 
glass  is  preferable.  This  is  because  the  orange  rays  offend. " Blue  of 
a light  shade  interferes  but  little  with  the  function  of  seeing 

there  is  a popular  error  about  green  glasses  being  the  best  for 
weak  eyes  ; tins  is  due,  no  doubt,  to  the  idea  now  exploded  that  the 
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red  rays  offend.  They  are  decidedly  prejudicial,  because  in  a bright 
light  there  is  transmitted  a very  dark  green,  approaching  a yellow, 
which  increases  rather  than  diminishes  any  existing  irritation  of  the 
eye.  Blue  glasses  are  preferable,  because  a less  intense  impression  is 
made  in  the  retina,  but  in  very  bright  light  even  these  produce  some 
pain.  When  there  is  scarcely  any  depth  of  colour,  little  or  no  protec- 
tion is  afforded.  Theoretically  speaking,  blue  glasses  ought  to  be  what 
is  desirable,  because  they  neutralize  or  exclude  the  orange  rays,  those 
which  are  supposed  most  to  irritate  the  retina,  and  because  blue  makes 
the  less  impression  on  the  eye,  from  its  position  in  the  solar  spectrum. 
However,  practically,  although  the  reason  why  may  not  be  explainable, 
for  a very  irritable  eye,  the  grey  or  neutral  tint  moderately  darkened, 

Fig.  24. 


often  called  smoke  grey,  is  to  be  preferred.  It  throws  objects,  as  it 
were,  in  a twilight,  and  while  it  subdues  their  intensity,  enables  them 
to  be  seen  in  their  natural  colours,  tolerably  uniformly  reduced,  so 
that  the  retina  receives  the  natural  stimulus.  When  the  eye  wants 
still  more  protection,  a deeper  tint  must  be  used. 

Even  light  green  is  not  a mild  colour,  and  the  light  refracted  on 
the  eye  through  a light  tinted  green  glass  irritates.  Reflected  dark 
green,  such  as  that  which  occurs  from  grass  and  from  foliage,  is 
pleasant  to  the  eye.  In  selecting  coloured  glasses  their  shades  will 
be  best  appreciated  by  placing  them  on  white  paper. 

When  patients  have  no  defect  of  refraction,  the  glasses  should  be 
plain  on  both  surfaces. 

However  large  a flat  glass  may  be,  it  will  not  shade  the  eye 
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enough.  A semi-spherioal  form  is  needed,  so  as  to  arch  over  the  eye, 
and  to  touch  the  circumference  of  the  orbit.  Another  plan  is  to  use 
flat  glasses  in  front  and  flat  side  glasses.  This  is  the  old-fashioned 
shade,  hut  it  is  not  at  all  effectual.  The  best  protection  is  the 
modern  goggle  with  flat  glass  in  front,  and  crape  at  the  sides.  It  is 
not  heavy,  and  when  well  fitted  to  the  eye  and  to  the  nose,  it  is  'com- 
fortable, and  excludes  all  white  light.  As  it  contains  a minimum  of 
coloured  glass  it  absorbs  the  least  heat  when  worn  in  the  sun.  It  is 
generally  applicable  as  a shade  for  light,  wind,  and  dust.  It  is  what 
I employ  for  most  cases  of  intolerance  of  light,  and  almost  always 
after  operations  on  the  eyeball,  when  my  patients  begin  to  move 
about. 

When  it  is  necessary  to  have  the  eye  as  cool  as  it  can  be  kept,  and 
to  screen  it  from  the  full  flow  of  light,  and  at  the  same  time  to 
allow  it  to  be  used  for  most  purposes,  the  pent-house  shade,  or  slope, 
does  best.  Subjoined  Fig.  24  is  an  excellent  one  of  the  kind.  It  is 
a very  good  shade  for  reading  or  writing  by  artificial  light,  since 
the  ej  e is  shaded  from  the  luminous  body,  and  perceives  the  light 
only  reflected  from  the  thing  looked  at.  It  can  be  adjusted  to  any 

angle  by  the  small  screw  on  each  side.  It  is  known  as  Muller’s 
patent  eye  shade. 


CHAPTER  V. 
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ENTOZOA  ABOUT  THE  OCULAR  APPENDAGES  AND  WITHIN  THE  EYEBALL 

CYSTICERCUS  CELLULOSE HYDATID FILARIA  MEDINENSIS — 

FILARIA  OCULI  HUMANI DISTOMA STEATOZOON  FOLLICULORUM. 
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The  cysticercus  (telce)  eellulosce,  the  young  or  larval  state  of  the  tsenia 
solium,  or  pork  tape-worm,  gains  access  to  the  human  body  hy  being 
swallowed  in  an  earlier  larval  condition.  To  understand  how  this  j 
occurred  was  formerly  one  of  the  most  difficult  problems  in  natural  j 
history ; hut  now,  owing  to  the  labours  of  experimental  helmintlio-  j 
logists,  among  whom  Dr.  Cohhold,  F.R.S.,  is  pre-eminent,  the! 
question  of  the  mode  of  ingress  is  entirely  set  at  rest.  There  can  j 
he  no  doubt  that  the  cysticercus  begins  its  development  by  escaping  j 
from  the  egg  of  the  tape-worm  in  the  form  of  a six-hooked 
embryo.  This  embryo  bores  its  way  through  the  intestinal 
walls,  and  gaining  access  to  the  circulation,  is  carried  , 
along  until  it  reaches  the  eye,  brain,  or  some  othei  oigan 
where  it  undergoes  its  final  metamorphosis. 

Many  of  the  patients  with  the  disease  have  had  tape-  • 
worm,  from  which  circumstance  it  has  been  inferred  that® 
the  eggs  of  the  full-grown  worm  must  have  gained  access 
to  the  stomach,  and  thus  have  become  cysticerci  in  thef 

body  generally.  . i . II 

It  is  the  form  well  known  as  the  measles  in  pigs.  It  may  de\e  opn 
itself  in  almost  any  situation  in  the  human  body,  hut  is  most  fre-'r 
quently  found  in  the  subcutaneous  areolar,  and  intermuscular  con- 
nective tissue  ; next  most  commonly  in  the  brain  and  eye ; and,  las  ;v,« 
in  the  substance  of  the  heart  and  other  viscera  of  the  trunk.  But  its  - 


KNTOZOA. 


25 


presence  in  the  eye  is  a rare  event.  The  many  cases  on  record  are 
apt  to  induce  a different  conclusion.  This  is  reconciled  when  it 

is  told  that  in  all  probability  every  case  recognised,  has  been 
published. 

It  may  not  be  uninteresting  to  delineate  the  parasite. 

lhe  Fig.  25  shows  a lull-sized  entozoon  in  its  cyst : a indicates 
the  head,  b the  neck  or  body,  and  c the  dilated  vesicular  tail. 

Its  size  varies  from  the  bulk  of  a pea  to  that  of  a small  marble. 
The  head  and  neck  may  be  so  retracted  as  to  give  a globular  form. 
Among  muscles,  or  in  a solid  viscus,  it  has  an  external  cyst,  but  in 
close  cavities,  as  in  the  ventricles  of  the  brain,  or  in  the.  eye  it  floats 
free. 

While  it  is  confined  to  the  eyelids,  or  to  the  external  part  of  the 
eye,  danger  does  not  impend,  but  should  it  exist  in  the  interior  of  the 
eyeball,  the  organ  is  in  jeopardy,  and,  as  far  as  records  allow  me  to 
speak,  would  be  sacrificed,  unless  it  were  removed. 

The  cyst  ice  i cus  about  the  ocular  appendages. — The  cysticercus  has 
been  found  in  the  subcutaneous  cellular  tissue  of  the  upper  eyelid,  as 
recoided  by  bichel,  in  the  “ llevue  Wedico-Chirurgicale,’’  April, 
1847;  as  well  as  in  the  neighbourhood  of  the  palpebrse.  Also,  in 
the  same  tissue  of  the  temple. 

It  has  pei haps  been  most  commonly  met  with  between  the  con- 
junctiva and  the  eyeball,  in  the  connective  tissue.  When  in  this 
ocular  region,  it  is  generally  at  one  of  the  angles  close  to  the  trans- 
verse diameter  of  the  eye.  It  is  round,  of  a pale  rose  colour,  or 
yellowish,  somewhat  semi-transparent  in  the  centre,  where  a circum- 
scribed whitish  or  yellowish  disc  has  been  noticed.  It  does  not 
adhere  to  the  conjunctiva,  and  is  slightly  attached  posteriorly  to  the 
sclerotica.  It  is  painless,  and  affects  neither  the  pupil  nor  the  vision. 
The  movements  of  the  eyeball  are  uninfluenced.  When  the  spot  in 
the  centre  of  the  tumour  is  clearly  made  out,  in  contrast  to  the  sur- 
rounding vascular  or  red  margin,  it  is  diagnostic  of  the  parasite.  It 
does  not  produce  any  inflammation  of  the  eye. 

The  following  case  was  nicely  reported  and  illustrated : A child 

two  years  and  seven  months  old,  whose  vision  was  perfect  was 
brought  to  Mr.  Canton  at  the  Westminster  Ophthalmic  Hospital 
with  a small  yellowish  tumour  of  the  consistence  of  soft  jelly  near 
the  inner  cauthus  of  the  eye,  lying  between  the  conjunctiva  and  the 
sclerotica.  A snip  of  the  conjunctiva  gave  exit  to  serum  and  a 
cysticercus.  At  the  end  of  two  or  three  days  the  edges  of  the  wound 
were  united.  The  entozoon  was  about  the  size  of  a garden-pea, 
and  presented  at  one  part  of  its  circumference  a circular  opaque 
body,  projecting  into  the  interior  of  the  vesicle ; the  retracted  head 
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and  neck.  I copy  these  illustrations  of  the  animalcule  deprived  of 
its  cyst,  from  Mr.  Canton’s  publication  in  the  Lancet  for  July, 
1848. 

The  natural  size  is  observed.  In  the  first  sketch,  a shows  the  head, 
b the  neck  or  body  transversely  lined,  c the  tail  vesicle  glistening 
white,  and  it  should  be  rather  conical,  and  containing  fiuid.  In  the 
second,  the  head  and  body  are  retracted  within  the  tail  vesicle. 

Parallel  instances  have  been  given  by  Arlt  and  Graefe. 

Fig.  2G.  Fig-  ‘27- 


The  cysticercus  has  also  been  met  with  between  the  palpebral  con- 
junctiva and  the  eyelid.  It  causes  irritation  and  inflammation  of  the 
adjacent  tissue,  with  inflammatory  depositions. 

The  cysticercus  may  implicate  the  proper  tunics  of  the  eyeball,  and  yet 
be  extra-ocular.  Mr.  James,  of  Exeter,  sent  me  a patient  with  a small 
growth  on  the  inside  of  the  eyeball,  between  it  and  the  caruncle 
under  the  conjunctiva.  It  only  disfigured.  I could  not  tell  what 
it  was,  but  I proceeded  to  dissect  it  out.  Only  after  the  remo\  al 
did  I detect  a cysticercus.  A small  depression  was  left  in  the 


sclerotica.  . . 

An  analogous  case  occurred  in  the  practice  of  M.  Baum,  of  Dantzig, 

and  is  reported  in  the  “ Annales  d’Oculistique,”  t.  11,  p.  09.  The 
patient,  a female,  was  twenty-three  years  old  ; the  tumour,  which 
had  been  noticed  for  six  months,  was  at  the  internal  angle  of  the  eye, 
in  the  sclerotica;  the  conjunctiva  covering  it  was  thickened.  A 
depression  remained  in  the  sclerotica  after  its  removal.  \ ision  was 
unimpaired. 

In  the  same  journal  is  the  record  of  another  case  by  lioenng,  m a 
girl  seven  years  old ; the  cyst  adhered  to  the  sclerotica,  towards  the 

external  angle  of  the  eye.  Sight  was  saved. 

Mr.  Estlin,  of  Bristol,  published  in  vol.  xxn.  of  the  London  Medical 
Gazette  a similar  instance  that  happened  in  a girl  six  years  old. 

Cysticercus  in  the  cornea. — A case  of  this  nature  is  reported  and 
figured  in  the  “ Archives  d’Ophthalmologie,”  t.  1,  p.  98. 

Reports  of  many  other  cases  of  the  cysticercus  occurring  about  the 
front  of  the  eye,  are  scattered  in  British  and  foreign  periodicals  lo 
quote  them  would  be  merely  to  repeat  what  lias  been  said,  without 

adding  an  idea. 
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The  treatment  is  strictly  operative ; it  is  to  remove  the  parasite 

I wherever  it  may  he  found.  Although  I have  spoken  of  a certain 
diagnostic  mark,  that  distinction  does  not  always  exist,  and  I much 
question  whether  it  would  be  recognised  by  most  surgeons.  The 
little  tumour  is  like  other  cysts,  and  even  like  some  solid  growths.  A 
happy  guess  may  be  made  as  to  its  presence,  but  nothing  more.  All 
that  need  be  said  is  to  enjoin  care  during  the  removal  of  such  small 
tumours  from  the  eyeball,  and  not  to  wound  the  sclerotica. 

The  diagnosis  can  only  be  perfectly  sure  after  operating.  The 
hooks  and  the  suckers  of  the  little  animalcule,  seen  under  a lens,  will 
be  sufficiently  characteristic. 

It  is  probable  that  many  cysticerci  have  been  removed  but  not 
detected,  being  supposed  to  be  small  tumours  of  a cystic  nature. 

The  cysticercus  icipiin  the  anterior  part  of  the  eyeball. — Irritation  is 
■always  excited  by  a cysticercus  within  the  eyeball. 

Great  interest  attaches  to  the  internal  implication  of  the  eye,  from 
the  opportunities  of  examining  the  parasite  and  the  attendant  risk  to 


;he  eye.  A man,  forty-five  years  old,  applied  to  me  at  the  Ophthal- 
mo  Hospital  in  consequence  of  frequent  pain  that  had  existed  in  his 
right  eye  for  six  weeks.  The  sight  had  been  quite  lost  a year  pre- 
viously, from  a sudden  attack  of  inflammation.  The  conjunctiva  was 
nucli  inflamed,  the  cornea  vascular  and  semi-opaque.  At  his  next 
attendance  I saw  in  the  anterior  chamber  what  I took  for  an  opaque 
apsule,  which  slipped  into  the  posterior  chamber  when  I comment 


Fig.  28. 
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To  relieve  the  pain  the  body  was  extracted,  and  it  proved  to  he  a 
cysticerous.  The  cornea  healed  readily,  and  cleared  very  consider- 
ably ; the  pain  was  removed,  hut  vision  was  not  restored.  The  ] 
crystalline  lens  must  have  been  absorbed,  or  the  cysticercus  could  not  j 
have  passed  so  readily  through  the  pupil. 

The  opacity  of  the  cornea  obscured  the  only  means  of  diagnosis — j 
.the  alteration  in  the  form  of  the  vesicle,  by  the  descent  and  retraction 
of  the  tail. 

Mr.  Logan’s  remarkable  case,  originally  published  by  him  in  a 
pamphlet,  and  afterwards  recorded  by  Dr.  Mackenzie,  possesses  many 
points  of  value.  A girl  seven  years  old  was  the  subject  of  it.  Erom 
August  to  January  there  had  been  several  inflammatory  attacks  in 
the  left  'eye,  producing  slight  opacity  of  the  lower  part  of  the  cornea. 
Then  a semi-transparent  body,  from  which  hung  a slender  process, 
with  a slightly  bulbous  extremity  like  the  proboscis  of  the  common 
house-fly,  sometimes  retracted,  sometimes  protruded,  was  seen  loose  j 
in  the  anterior  chamber.  A cysticercus  was  diagnosed.  M hen  float- 
ing, the  vesicle  is  uppermost.  Objects  placed  above  the  level  of  the 
eye  could  be  distinctly  seen,  but  not  when  placed  below,  or  directly 
in  front,  showing  that  in  the  latter  positions,  the  rays  of  light  were  • 
merely  obstructed,  and  that  the  eye  was  not  damaged.  Increase  of  , 
size  was  not  observed  by  Mr.  Logan,  and  he  trusted  that  its  natural  ' 
period  of  existence  coming  to  a close  would  free  the  eye  from  the  1 
danger  of  disorganization.  Y arious  means  were  suggested  for  killing  j 
the  parasite  in  its  situation,  that  it  might  be  afterwards  removed  or  left 
according  to  circumstances  ; such  as  electric  or  galvanic  shocks  passed  j 
through  the  eye,  oil  of  turpentine  rubbed  round  the  orbital  region, 
and  given  internally,  or  the  administration  of  some  vegetable  bitter 
known  to  be  inimical  to  the  life  of  parasitical  animals.  The  sequel  is 
niven  in  Dr.  Mackenzie’s  work.  Several  weeks  afterwards,  extraction 
was  attempted  by  Dr.  Robertson,  of  Edinburgh.  The  child  struggled 
so  much  that  the  cornea  was  opened,  the  lens  was  forced  out,  and  lei 
hydatid  ruptured.  After  a long  interval  she  was  induced  to  openl 
the  eye,  and  the  cysticercus  was  brought  away  in  shreds.  A portionl 
of  the  iris  remained  in  the  wound,  but  nothing  would  induce  her  oj 
allow  Dr.  Robertson  to  attempt  to  return  it.  The  eye  healed,  andl 
the  cornea  remained  clear,  except  at  the  cicatrix  . there  it  vas  on  yl 
semi-transparent.  The  pupil  was  elliptical  in  consequence  of  adhe- 
sion  of  the  iris  to  the  cicatrix,  and  was  occupied  by  opaque  capsule. 
The  power  of  recognising  the  presence  of  light  remained. 

L entozoon  within  the  eye  that  can  he  readily  got  at  should  be  e* 
traded  on  the  earliest  recognition  of  its  existence  The  smaller ut  is, 
the  easier  can  it  be  removed.  The  cornea  should  be  opened  to  an 
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| extent  equal  to  the  size  of  the  mass  which  is  to  he  removed.  Directly 
i the  knife  is  withdrawn,  the  blunt  oanula  forceps,  the  cross-spring,  or 
» any  other  appropriate  ones,  should  he  used.  In  other  respects  the 
( proceeding  is  to  he  conducted  as  for  the  extraction  of  a cataract.  In 

* Mi-.  Logan’s  operation,  the  unfortunate  issue  arose  from  the  perversity 

1 of  the  patient.  Chloroform  should  always  he  given. 

In  Dr.  W.  Scemmerring’s  case,  which  has  been  often  quoted  by 

2 writers,  from  having  been  one  of  the  earliest,  if  not  the  first  ever 

* recorded,  the  parasite  was  extracted  alive ; it  moved  about  in  luke- 
I warm  water  for  half  an  hour,  and  then  gradually  turned  opaque,  and 
i white.  In  the  original,  given  in  the  “ Isis  Yon  Oken”  for  1830,  the 
I result  of  the  operation  is  not  mentioned.  The  record  seems  more 
i with  a view  of  illustrating  a point  in  natural  history  than  for  the  ad- 
i vancement  of  medicine.  As  in  Mr.  Logan’s  case,  the  cysticercus  was 
I observed  after  active  inflammation,  which  subsequently  subsided,  and 
i it  scarcely  produced  inconvenience,  except  when  moving  about.  In 
si  seven  months  it  had  doubled  its  volume,  and  when  extracted  was  as 
1 big  as  a pea.  The  subject  was  a girl  aged  eighteen. 

In  a case  which  Rosas  quotes  of  a lad  fourteen  years  old,  Avho  was 
j under  Neumann,  the  eye  was  otherwise  healthy,  and  dilatation  of  the 
] pupil  caused  the  cysticercus  to  quit  the  anterior  chamber  and  lie  across 
| that  aperture,  from  which  the  further  use  of  belladonna  could  not  free 
it.  The  new  position  caused  much  pain.  The  animalcule  Avas  de- 
ft pressed  and  the  pain  was  comparatively  removed,  but  suppuration  of 

* the  eyeball  ensued. 

The  most  satisfactory  case  of  extraction  of  a cysticercus  from  within 
i the  eye  on  record,  is  to  be  found  in  a communication  to  the  Medico- 
I Chirurgical  Society  by  Dr.  Mackenzie,  and  is  published  in  vol.  xxxii. 
} of  the  “ Transactions.”  The  girl,  sixteen  years  old,  applied  at  the 
1 Glasgow  Eye  Infirmary.  Inflammation  of  the  eye  was  the  first 
i symptom.  Vision  would  have  been  perfect  but  for  the  partial  ob- 
| straction  to  the  rays  of  light  by  the  cysticercus.  Eighteen  days  after 
I recognition  of  the  animalcule,  the  cornea  was  opened  to  the  extent  of 
i three-twentieths  of  an  inch,  and  it  was  removed,  and  received  into  a 
I teaspoonful  of  warm  blood-serum;  but  its  movements  were  not  so 

* lively  as  when  transferred  to  tepid  water.  Next  day  the  patient  felt 
I quite  well,  the  eye  appeared  natural,  and  she  said  she  saw  as  well 
I with  it  as  with  the  other.  No  reaction  followed.  The  author 
■thinks  that  the  attack  of  ophthalmia  immediately  preceding  the  ap- 
I pearance  of  the  hydatid,  was  owing  to  the  development  of  its  ovum  in 
I one  of  the  blood-vessels  of  the  iris  or  choroid;  and  that  the  inflamma- 
f tx°n  cease(1  suddenly  as  soon  as  it  dropped  into  the  anterior  chamber 

* where  it  lived  at  its  ease,  amply  furnished  with  sustenance  from  the 
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aqueous  humour,  and  unrestrained  by  any  external  cyst.  The  truth 
of  this  theory  would  seem  to  he  confirmed  hy  the  presence  of  inflam- 
mation in  the  majority  of  the  other  cases  prior  to  the  full  development 
of  the  insect ; and  it  might  have  existed  in  each  instance  for  any  proof 
that  we  have  to  the  contrary. 

After  a cysticercus  cellulosce  has  spoiled  the  eye , the  mischief  arising 
from  it  is  not  certainly  over , not  even  though  its  extraction  has  been 
accomplished,  as  the  morbid  action  excited  hy  its  presence  may  con- 
tinue. Mr.  Canton  watched  one  for  several  months  previous  to  its 
removal ; the  symptoms  were  gradual  diminution  of  vision,  conse- 
quent upon  an  increasing  nebulous  state  of  the  cornea,  with  slight 
inflammation  of  the  conjunctiva  and  the  sclerotica.  By  degrees  the 
central  part  of  the  cornea  became  more  opaque  than  the  circumfer- 
ence. Almost  constant  darting  pain  in  and  around  the  eye  was  un- 
relieved by  the  various  modes  of  treatment  that  were  resorted  to.  An 
opening  was  made  by  Mr.  Guthrie,  through  the  most  prominent  part 
of  the  cornea,  and  a cysticercus  in  a perfect  state  escaped.  Belief 
ensued.  The  circumstances  of  the  case,  six  or  seven  months  after, 
appearing  to  require  a similar  procedure,  the  cornea  was  again  opened 
and  what  was  supposed  to  be  a cysticercus  removed,  but  this  most 
likely  was  the  crystalline  lens,  a close  examination  of  the  boy  not 
having  been  made.  Three  years  afterwards  there  was  constant  pain 
about  the  eye,  and  such  symptoms  as  induced  Mr.  Guthrie  to  suspect 
the  presence  of  another  cysticercus.  The  cornea  was  again  divided, 
and  vitreons  humour  alone  escaped.  The  operation  removed  the 


pain. 

The  following  case,  narrated  by  Dr.  Mende,  is  copied  into  the 
Medical  Times  and  Gazette  for  March  23rd,  1861,  from  Graefe’s 
“ Archiv  fur  Ophthalmologie,”  vol.  vii.  p.  122.  It  is  here  given  in 

abstract. 

The  wife  of  a shoemaker,  twenty-five  years  of  age,  of  healthy  ap- 
pearance, and  far  gone  with  her  first  child,  applied  to  the  author  on 
account  of  an  obscurity  of  vision.  A cysticercus  w as  peicefved  with 
the  utmost  distinctness  in  the  anterior  chamber  of  the  right  eye. 
The  vescicle  was  so  transparent  that  the  brownish  iris  could  be  seen 
through  it.  It  was  motionless,  and  movements  were  not  induced 
when  "the  patient  moved  her  head,  or  when  a strong  light  was 
directed  upon  the  eye.  It  was  very  interesting  to  observe  through  a 
lens  how  it  thrust  its  head  here  and  there,  just  as  a leech,  before  it 
fixed  on  a spot  to  commence  sucking  from.  When  it  attached  to  the 
anterior  surface  of  the  iris,  a quivering  movement,  like  that  seen  m a 
sucking  leech,  was  imparted  to  the  tube-like  process  of  the  body 
while  the  bladder  remained  motionless.  The  woman  was  confined  on 
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the  third  day  after  being  seen,  and  continued  under  observation  for 
about  three  weeks  before  an  operation  was  performed.  The  parasite 
frequently  changed  its  position,  attaching  itself  to  the  various  sm1- 
rounding  parts,  without  seeming  to  inflict  any  injury  on  them  by  its 
sucking  process.  It  was  removed,  and  the  eye  regained  its  perfect 
powers. 

There  can  be  little  doubt  that  in  this  part  of  the  eye,  the  iris 
. furnishes  the  entozoon,  and  a case  has  been  published  by  Mr.  Teale, 
in  the  “Royal  London  Ophthalmic  Hospital  Reports,”  in  which  the 
animalcule  adhered  to  this  tissue.  Inflammatory  symptoms  preceded 
the  recognition  and  accompanied  the  development. 

The  cysticercus  has  been  found  within  the  crystalline  lens. — It  is  said 
in  Deutsche  Ivlinik,  I860,  p.  115,  that  when  Von  Graefe  was 
performing  an  operation  for  cataract,  a cysticercus  slipped  out  of  the 

■ opaque  lens. 

The  cysticercus  within  the  posterior  part  of  the  eyeball. — The  cysti- 
' cercus  is  fomid  in  all  parts  of  the  vitreous  humour,  in  the  retina,  and 

■ behind  the  retina.  I11  these  situations  it  appears  to  occur  more 
| frequently  on  the  Continent  than  m England.  I11  V ortheni  Germany 
it  is  common,  in  Southern  uncommon. 

There  is  every  probability  that  here  the  original  seat  is  the 
retina. 


_ Tlle  subjective  symptom  is  at  first  a loss  of  a part  of  the  field  of 
vision,  with  irritation,  there  being  a round  spot  in  which  nothing  is 
seen,  and  ultimately  total  impairment  of  retinal  function. 

I have  never  been  fortimate  enough  to  meet  with  a case.  Accord- 
ing to  the  published  descriptions,  the  parasite  has  been  discovered  in 
its  earliest  states  behind  the  retina,  and  in  its  texture.  Its  tendency 
iis  to  perforate  the  retina  and  come  forward.  When  it  has  made  such 
- an  advance,  it  appears  as  a roundish  tumour  of  a blue  or  green  hue, 
or  greyish-white,  the  colour  being  due  to  the  reflected  light  from  the 
fundus,  passing  through  its  semi-opaque  structure.  It  is  enveloped 
by  a turbid  membrane  traversed  by  vessels,  and  which  appears  to  be 
a portion  of  the  retina  split  off  into  a pouch-like  cavity.  Sometimes 
the  membrane  has  a more  prolonged  form,  the  posterior  end  of  which 
is  connected  with  the  retina  on  the  optic  nerve,  and  the  anterior 
extends  forwards  and  is  free,  or  seems  attached  to  the  crystalline 
Dapsuie.  When  this  sheath  is  much  attached  the  parasite  moves  but 
httle  The  head  is  recognised  as  a small  appendix,  more  opaque 
chan  the  rest,  varying  its  position.  If  the  sheath  ruptures,  the  head 
m.d  ueck  P^ude,  and  are  clearly  seen  ; the  expansion  and  retraction 
.emg  very  evident  The  vessels  that  were  apparent  now  disappear, 
* 8eem  as  dellcate  lines.  The  breach  in  the  sheath  enlarges,  the 
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parasite  becomes  more  exposed,  and  all  that  may  remain  in  the 
sheath  are  opacpie  shreds.  The  several  parts  of  the  little  intruder, 
including  the  booklets,  have  been  at  times  clearly  made  out. 

The  membranous  envelope  is  seldom  absent.  It  is  said  to  h<i\e 
been  wanting  when  the  cysticercus  was  moving  about  in  the  vitreous 
humour. 

The  characteristic  mark  of  a cysticercus  behind  the  retina  is  the 
sharp  outline  of  the  vesicle,  many  times  larger  than  the  optic  disc. 
The  contiguous  choroid  is  greyish  or  yellowish. 

Liebreich,  in  his  “ Atlas  der  Ophthalmoscopie,”  figures  two  cysti- 
cerci.  The  first  was  primarily  developed  behind  the  retina,  which  it 
perforated,  and  entered  the  vitreous  humour,  where  its  movements, 
including  the  undulations  of  the  vesicle,  could  be  seen.  A minute 
account  is  given  of  its  head  and  hooks.  Its  transparency  allowed  a 
distinct  view  of  the  parts  in  the  eye  before  and  behind  it.  The  neck 
and  its  attachment  to  the  vesicle  were  more  opaque  and  dotted  with 
white  points,  “ calcareous  deposits.”  He  says,  in  alluding  to  this 
illustration  : “ The  small  grey  and  circular  spots  which  surround  in 
part  the  vesicle  are  partial  opacities  of  the  vitreous  body  ; they  are 
pathognomonic  of  the  presence  of  the  cysticercus,  and  are  produced 
by  the  suction  which  constitutes  the  mode  of  nutrition  of  the 

animals.”  . i • i • 

The  second  figure  shows  a eysticercus  behind  the  retina,  which  is 

raised  in  a kind  of  pouch  in  front,  containing  retinal  vessels  ramifying  • 

on  it.  The  head  and  the  neck  are  embedded  in  the  vesicle,  ho 

long  as  a cysticercus  is  behind  the  retina  it  cannot  be  accurate  y 

diagnosed,  but  merely  guessed  at,  as  no  pail  could  be  clear)  j 

16  lie"  besides  alludes  to  a cysticercus  which  he  removed  from  the 
vitreous  humour  with  success,  and  describes  the  operation  by  saying 
that  he  thrust  through  the  sclerotica  a pair  of  capsule  forceps,  ant 
watched  the  movements  of  the  parasite  by  means  of  an  ophthalmo- 
scope fixed  to  his  head,  and  which  illuminated  the  eye.  Ao  mention  j 
is  made  of  the  kind  of  vision  the  patient  retained.  I suppose  it  must  j 
be  assumed  that  the  sclerotica  was  incised  before  the  forceps  were 
introduced.  Wecker,  in  commenting  on  the  cases  which  are  de-  j 
lineated,  remarks,  that  it  is  very  rare  to  see  the  cysticercus  so  j 
distinctly;  that  generally  the  vitreous  humour  is  full  of  opacities, 
which  become  thicker  and  thicker,  and  in  the  course  of  one  or  twj 
years  irido -choroiditis  sets  in  and  spoils  the  eye,  which  ultimately! 
shrinks  In  some  cases,  then,  it  remained  behind  the  retina  but 
attached  to  it,  the  choroid  being  little  affected ; m others  while  in- 
to position,  it  became  encysted.  In  some,  again,  the  head  pene-j 
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trated  the  retina,  and  was  ultimately  withdrawn,  a scar  remaining. 
When  it  did  enter  the  vitreous  humour  it  generally  retained  a retinal 
attachment. 

The  treatment  of  a cysticercus,  when  in  this  region  of  the  eye, 
has  been  generally  expressed  in  the  cases  which  have  been  nar- 
rated. To  extract  a living  parasite  from  the  vitreous  humour  is 
a great  achievement  in  ophthalmic  surgery,  and  such  practice 
must  now  be  considered  established,  and  is  therefore  a rule  to  be 
followed. 

As  the  cysticercus  invariably  spoils  the  eye,  and  produces  subse- 
quent damage,  the  operation  should  be  done  as  early  as  the  animal- 
cule can  be  fairly  seized.  It  may  be  prudent,  therefore,  to  wait  for  a 
time  and  watch  its  progress.  Whether  it  should  be  removed  through 
the  sclerotica,  or  through  the  cornea,  after  the  lens  has  been  ex- 
tracted, must  depend  on  certain  matters  of  detail  respecting  its 
position,  but  more  especially  perhaps  on  the  state  of  the  eye.  If 
sight  have  been  destroyed,  there  can  be  no  objection  to  adopting  the 
easier  method,  and  incising  the  sclerotica.  As  the  neck  is  the  toughest 
and  strongest  part,  the  forceps  should  be  applied  to  it.  The  sclerotic 
wound  should  be  united  by  suture,  directions  for  which  are  given 
in  the  section  on  “ Wounds  of  the  Sclerotica,”  in  the  chapter  on 
“ Injuries  from  Mechanical  Agents.” 

I can  give  an  example  of  extraction  through  the  cornea.  In  the 
“ Arcliiv  fur  Ophthalmologie,”  band  iv.  abt.  2,  are  the  details  of  a 
case  in  which  Professor  Grraefe  removed  a cysticercus  from  the 
vitreous  humour.  He  first  performed  iridectomy.  At  a subsequent 
period  he  extracted  the  lens,  which  was  clear  and  transparent ; and, 
finally,  he  succeeded  in  removing  the  cysticercus;  the  patient 
recovering  from  the  three  operations  with  a fair  amount  of  vision. 
It  is  impossible  to  conjecture  what  really  was  the  state  of  sight. 

: The  expression  is  too  vague  to  be  worth  much. 

When  the  vitreous  humour  is  too  hazy  to  forbid  the  extraction,  the 
i eyeball  should  be  extirpated.  Several  cases  are  published  of  sub- 
j retinal  cysticerci,  causing  destruction  of  the  eyeball.  In  one,  a dis- 
organized eye  had  been  removed,  cancer  being  suspected,  and  a 
I cysticercus  was  found. 

It  is  likely  that  cysticerci  make  their  way  to  this  region  of  the  eye, 

! cause  destruction  to  sight,  afterwards  produce  disorganization  of  the 
eyeball,  and  yet  escape  detection.  Such  an  oversight  is  not  supposed 
to  occur  to  anyone  who  is  conversant  with  eye  diseases. 

| The  cysticercus  within  the  orbit.— A cysticercus  has  been  removed 
* from  the  orbit,  between  the  inferior  rectus  muscle  and  the  floor.  In 
I this  situation,  it  would  always  have  a dense  cellular  envelope.  There 
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are  no  physical  characters  by  which  it  can  he  diagnosed  from  any 
other  cystic  tumour. 

The  preventive  treatment  of  the  cysticercus  is  to  avoid  drinking 
water  which  contains  the  eggs  of  the  pork  tapeworm. 

Hydatid a. — Some  confusion  prevails  among  surgical  writers,  both 
at  home  and  abroad,  as  to  the  nature  of  these  larval  forms  of  cystic 
entozoa.  Hydatids,  acephalocysts,  and  echinococci  are  described  as 
distinct  species  of  entozoa,  and  the  separate  accounts  given  of  them 
are  inaccurate.  It  is  necessary  to  be  correct,  for  the  better  under- 
standing of  the  subject. 

Acephalocyst  and  echinococci  are  hydatids,  and  therefore  animal 
parasites  in  the  form  of  cysts.  Both  are  of  the  same  species ; 
both  come  from  one  of  the  tapeworms  that  infect  the  dog.  The 
latter  constitute  a more  advanced  state  of  the  parasite,  arising  from 
the  development  of  echinococcus  heads,  in  daughter  cysts,  and  grand- 
daughter vesicles. 

The  medical  student  need  not  trouble  himself,  so  far  as  the  mere 


surgery  of  the  matter  is  concerned,  beyond  knowing  that  acephalo- 
cysts and  echinococci  inhabit  the  same  situations,  give  rise  to  the 
same  symptoms,  and  require  the  same  treatment. 

Sir  William  Lawrence  was  the  first  to  discover  and  describe  an 
orbital  hydatid.  He  met  with  an  instance  in  a man  forty-two  years 
old.  The  eyeball  was  protruded,  and  the  discovery  of  a small,  firm 
protuberance  under  the  superciliary  ridge,  which  seemed  to  be  part  of 
a deeply- situated  swelling,  induced  him  to  recommend  ocular  extir- 
pation as  the  only  chance  of  relief.  This  was  refused  ; the  disease 
increased,  the  eyeball  was  turned  completely  out  of  the  orbit,  and 
sight  was  destroyed.  A puncture  was  made  in  the  protuberance,  clear 
fluid  escaped;  two  days  after,  a soft  opaque  white  substance,  which 
protruded,  was  extracted,  and  proved  to  be  an  hydatid  ; others  ay  ere 
discharged,  and  ultimately,  by  enlarging  the  aperture  and  injecting 
water  into  the  sac,  half  a teacupful  was  removed.  The  cyst  sup- 
purated. The  opening  closed  in  a month,  the  eye  returned  to  its 
natural  position,  and  all  uneasiness  ceased.  A little  motion  of  the 
iris,  and  slight  perception  of  light,  returned.  The  particulars  of  the 
case  are  in  the  “ Medico-Chirurgical  Transactions,’  vol.  xvii. 

Another  example  was  met  with  by  Mr.  Bowman.  A man  was 
admitted  under  Mr.  Bowman’s  care  at  the  Royal  London  Ophthalmic 
Hospital  with  a tumour  in  the  left  orbit,  which  had  produced  con- 
siderable protrusion  of  the  eyeball,  and  disorganization.  At  one  spot 
there  was  an  obscure  sense  of  fluctuation.  It  was  supposed  that  soft 
cancer  was  present.  The  disease  began  three  years  before.  It  had 
caused  for  a long  time  frontal  headaches.  The  tumour  was 
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punctured  and  a quantity  of  perfectly  pellucid  water  escaped  ; the 
incision  was  enlarged,  and  Mr.  Bowman  introduced  his  finger  into 
a cavity  which  extended  to  the  apex  of  the  orbit.  The  optic  nerve 
and  some  of  the  recti  muscles  could  he  felt,  as  it  were,  dissected  by 
the  encroachment  of  tlie  cyst  in  their  interspaces.  Search  wTas  ex- 
pressly made  for  hydatids  with  the  finger,  and  a scoop  was  pressed 
down,  hut  without  bringing  any  into  view ; it  was  then  concluded 
that  the  cyst  was  a simple  aqueous  one,  surrounded  by  tissues  altered 
from  its  pressure.  With  the  view  of  producing  obliteration  a piece  of 
lint  was  inserted,  the  end  of  which  projected  from  the  orifice,  and  the 
patient  was  sent  to  bed  with  a poultice  over  the  whole.  Considerable 
swelling  followed,  and  at  the  end  of  about  a week,  suppuration  being 
established,  three  hydatids  appeared  in  the  discharges,  two  of  them 
being  as  big  as  large  marbles,  and  the  third  half  that  size.  They 
Avere  nearly  globular,  and  their  Avails  composed  of  a thin  semi- 
pellucid  membrane. 

The  SAvelling  of  the  orbital  tissues  hoav  gradually  subsided,  and 
they  resumed  nearly  their  natural  dimensions,  the  remains  of  the 
eyeball  having  sunk  down  to  a level  Avitli  the  margin  of  the  orbit. 

Within  a few  nights  after  the  emptying  of  the  cyst,  the  man  began 
to  sleep  Avell,  the  intense  headache  from  Avhich  he  previously  suffered 
so  much  having  been  quite  removed. 

Here  is  a third  example  in  Avhich  the  echinococci  were  found. 
A man,  about  thirty  years  of  age,  Avas  brought  to  Mr.  Jones  at 
I niversity  College  Hospital  Avitli  an  eye  protruded  and  disorganized. 
Mr.  Jones  at  once  removed  it  from  the  ocular  tunic,  and  Avliile 
examining  the  orbit,  he  detected  a fluctuating  tumour  adhering  to 
the  upper  and  outer  part  of  that  cavity  and  extending  towards  the 
apex.  He  proceeded  to  remove  the  tumour,  but  finding  the  dissec- 
tion difficult  to  accomplish,  he  incised  a portion  ; serum  escaped, 
and  a smaller  cyst  was  discovered  lying  free,  Avhich  proved  to  be 
an  echinococcus  vesicle  with  its  contained  fluid  and  colony  of 
echinococci. 

The  Avail  of  the  orbit  Avhere  the  cyst  had  been  attached  Avas  beset 


| with  exostotic  spiculse. 

The  walls  of  the  echinococcus  cyst  Avere  composed  of  an  external 
I coat,  laminated,  extremely  tough,  and  of  a yelloAvish  colour,  and  an 
I internal  coat,  rough  and  easily  lacerated.  In  the  clear  fluid  filling 
! the  cyst  were  suspended  an  immense  number  of  echinococci,  round 
I cells,  and  detached  hooklets.  The  echinococci,  which  were  just  visible 
I to  the  naked  eye,  varied  a good  deal  in  length  and  outline,  some 
| from  having  the  head  retracted,  some  from  having  it  protruded,  some 
I from  being  in  different  stages  of  development. 
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Other  cases  could  be  quoted  were  it  necessary. 

The  ill  effect s of  these  parasites  arise  mostly  in  consequence  of  the 
pressure  that  they  exert  on  the  eyeball  and  its  appendages.  When  they 
are  situated  in  the  subcutaueous  cellular  tissue  of  other  parts  of  the 
body,  they  scarcely  produce  serious  consequences,  and  they  are  for 
the  most  part  discharged  after  a slow  and  painless  suppurative  stage. 
In  the  bony  box  of  the  orbit,  their  very  growth  is  injurious,  and 
natural  expulsion  by  suppuration  would  perhaps  always  be  destruc- 
tive to  the  eye.  In  the  records  of  the  cases  that  I have  examined, 
there  are  but  few  instances  in  which  the  hydatid  has  interfered  with 
the  movements  of  the  eyeball. 

Treatment. — The  presence  of  an  hydatid  in  the  orbit  has  never 
been  diagnosed  in  an  early  period  of  its  existence,  nor  in  any  case 
has  its  nature  been  suspected.  Some  other  kind  of  tumour  was 
always  supposed  to  be  present.  Besides,  as  this  parasite  has  never 
been  recognised,  except  when  there  have  been  daughter-cysts  or 
echinococci,  what  can  be  more  probable  than  that,  in  the  first  stage 
of  development,  it  has  frequently  passed  unnoticed  as  such,  and 
supposed  to  be  an  ordinary  sero-cyst? 

In  every  case,  therefore,  in  which  serous  fluid  escapes,  or  limpid 
fluid,  when  a cystic  tumour  is  punctured,  the  presence  of  an  hydatid 
should  be  suspected,  and  exploration  made  tor  daughter-cysts,  by 
freely  opening  the  outer  or  cellular  sheath.  W hen  these  are  not 
found,  the  cysts  should  be  treated  according  to  the  principles  laid 
down  in  the  chapter  on  tumours,  for  dealing  with  simple  cysts. 
When  they  are  discovered,  warm  water  should  be  freely  injected,  so 
as  to  wash  them  out.  If  then  escape  cannot  be  accomplished  in  this 
way,  nor  readily  by  dissection,  suppuration  should  be  induced  by  the 
introduction  of  a piece  of  lint ; but  this  should  be  done  with  circum- 
spection and  care. 

The  advantage  of  such  practice  has  been  confirmed  in  treating 
hydatids  in  the  liver.  In  one  case,  recorded  in  Dr.  TI.  Bennet  s 
« Principles  and  Practice  of  Medicine,”  after  the  parent  cyst  had 
been  opened  with  some  difficulty,  and  using  the  scoop  at  the  end  of 
a director,  about  one  ounce  of  a viscid  substance  was  drawn  out, 
consisting  of  broken  hydatid  sacs  and  serum.  The  sacs  varied  in 
size  from  a large  grape  to  a pea ; some  of  the  smaller  were  un- 
ruptured. There  was  no  retraction  of  the  tumour  from  the  parietes, 
no  bleeding,  no  purulent  discharge.  The  opening  was  dilated,  and 
kept  open  by  means  of  lint.  From  four  to  eight  ounces  of  bloody 
viscous  matter,  crowded  with  hydatid  cysts,  were  discharged  daily. 

Recovery  ensued.  . , ,,  a 

Attempts  have  been  made  to  destroy  hydatids  m other  parts  of  the 
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body,  by  injecting  into  the  cyst  substances  supposed  to  be  inimical 
to  them,  but  success  has  not  ensued,  and  such  a plan  of  treatment  is 
I not  trustworthy. 

An  hydatid  has  been  removed  from  the  wall  of  the  orbit.  Such  a case  is 
narrated  by  Mr.  Keate  in  the  “ Medico-cl lirurgical  Transactions.”  The 
: tumour  occupied  the  frontal  base,  but  was  mostly  over  the  left  orbit. 

It  is  said  to  have  been  of  the  size  and  shape  of  three-fourths  of  a 
* large  orange.  An  operation  was  performed,  and  from  first  to  last 
[ twenty-eight  daughter-hydatids  came  away.  The  patient  continued 
: well. 

An  instance  of  hydatids  lying  in  the  brain , between  the  orbital  cavity 
[ and  the  brain,  and  in  the  orbit,  is  given  in  the  chapter  on  “ Protrusion 
of  the  Eyeball.” 

An  echinococcus  has  been  discovered  between  the  choroid  and  the  retina. 
“ Notes  sur  les  Helminthes  des  Yeux,  dans  les  Archives  de  Medecine 
comparee,”  par  P.  Payer  : Paris,  1843,  p.  67-154. 

The  Filaria  medinensis,  Dracunculus,  or  Guinea  worm,  infests  the  eye. 
This  worm  was  known  at  a very  early  period.  It  was  spoken  of  by 
I Agatharehides,  four  or  five  hundred  years  before  Christ.  But  there 
is  still  greater  antiquity  for  it,  if  it  be  true  that  Moses  was  its  first 
historian ; for  it  is  more  than  probable,  according  to  Dr.  Cobbold  and 
others,  that  the  fiery  serpents  which  afflicted  the  children  of  Israel 
during  their  stay  in  the  neighbourhood  of  the  Red  Sea,  were  neither 
more  nor  less  than  specimens  of  our  Dracunculus  medinensis.  It  is 
found  in  tropical  regions  of  the  globe,  but  especially  in  districts  in 
l Asia  and  Africa.  Unlike  many  of  the  other  entozoa,  it  does  not 
enter  the  human  body  by  the  mouth  or  the  stomach,  but  the  larvae 
are  conveyed  by  water  to  the  surface  of  the  body,  and  gain  access  by 
I penetrating  the  ducts  of  the  skin.  There  is  no  evidence  of  any  other 
x source  of  infection. 

In  man  it  usually  resides  in  the  cellular  tissue,  and  is  only  known 
J in  the  mature  female  condition.  In  this  state  it  always  contains 
j an  enormous  quantity  of  young  filariae,  each  of  them  measuring  the 
; l-25th  of  an  inch  long.  The  adult  resembles  a piece  of  uniformly 
I thick  white  whip-cord,  and  attains  an  average  length  of  about  twenty- 
I five  inches. 

As  a rule,  a person  is  unconscious  of  its  presence  till  it  is  fully 
[ matured.  In  the  majority  of  cases  only  one  is  present.  It  wanders 
from  the  one  part  of  the  body  to  another,  and  generally  gets  under 
I the.  skin  and  moves  in  a downward  direction.  During  the  first 
I period  of  its  existence  in  the  human  body  it  is  latent,  residing  at  a 
I considerable  depth  from  the  surface.  The  second  period  is  marked 
by  characteristic  symptoms,  and  comprehends  its  maturation.  Tt 
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produces  pricking,  itching  heat,  and  tlien  a vesicle,  after  which  the 
anterior  end  protrudes ; but  a week  or  two  may  pass  before  it 
appears. 

All  records  agree  in  assigning  to  this  parasite  an  annual  recm- 
rence,  annual  periods  of  increase  and  subsidence,  and  a fixed  latent 
period.  It  never  makes  itself  manifest  before  the  second  season  of 
residence  in  the  place  'where  it  is  endemic.  It  is  only  when  it  dies 
that  great  mischief  happens  to  the  part  which  it  occupies.  Then 
and  there  it  acts  as  a foreign  body. 

The  filar ia  about  the  ocular  appendages. — It  has  been  detected  in  the 
caruncle.  • 

Many  examples  of  this  worm  about  the  eye  have  been  collected  by 
M.  Gruyon,  and  given  in  “ Les  Annales  d’Oculistique,”  tome  52, 
p.  241.  They  occurred  in  South  America,  and  in  Africa.  It  is 
stated  that  there  the  filaria  has  always  been  found  between  the 
sclerotica^  and  the  conjunctiva,  through  the  latter  of  which  its  move- 
ments can  be  seen.  It  may  disappear,  and  re-appear  again  and  again. 
The  author  brought  before  the  Academy  a very  marvellous  case  of  two 
filarke  existing  in  the  same  subject,  one  in  the  right  eye,  and  the  other 
in  the  left,  both  of  which  were  occasionally  found  in  the  same  eye. 
The  transit  was  made  with  the  greatest  rapidity  under  the  skin  at  the 
root  of  the  nose.  They  were  separate  when  the  extraction  of  one 
was  effected ; and  when  the  second  was  looked  for  in  the  other  eye, 
it  was  found  to  have  slipped  into  the  eye  from  which  the  first  had 
just  been  taken,  whence  it  was  removed  by  a new  incision. 

The  rapid  movement  of  the  worm  has  been  verified  by  another 
observer,  who  records  two  cases,  in  each  of  which  it  travelled 
round  and  round  the  cornea  beneath  the  conjunctiva,  and  caused  no 
inconvenience  beyond  the  sensation  of  something  movie g about  the 
eye,  and  a little  itching.  Both  were  extracted  through  the  con- 
junctiva, which  was  snipped.  Neither  worm  was  more  than  two 
inches  long. 

In  one  of  the  cases  the  worm  Avas  lodged  in  the  orbit ; it  was  seen 
only  occasionally  betAveen  the  conjunctiva  and  the  sclerotica. 

One  worm,  the  largest,  it  is  said,  ever  extracted,  measured  fifteen 
centimetres.  It  would  be  useless  to  quote  more  cases. 

It  would  seem  that  the  best  method  of  removing  the  worm , when  it  can 
be  got  at,  as  under  the  conjunctiva,  is  to  attack  it  by  incision.  The 
Avorm  is  very  apt  to  jump  away  Avhen  it  is  touched,  therefore  the  plan 
of  proceeding  is  to  raise  the  conjunctiva  Avith  a pair  of  forceps  and  to 
snip  it  through,  or  to  snip  out  a piece,  then  Avith  the  same  forceps  to 
keep  the  aperture  open,  and  with  another  pair  to  make  the  extraction. 

Should  the  filaria  protrude  its  head  Avhile  the  body  is  hidden  in 
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the  orbit,  this  should  be  secured  by  a strong  thread,  and  the  process 
of  extraction  commenced  by  coiling'  the  thread  round  some  small 
substance,  such  as  a piece  of  bougie,  and  by  gentle  turns  daily,  to 
wind  until  the  whole  worm  is  removed.  \\  lien  each  turn  is  made, 
the  bougie  should  be  lixed  with  a piece  ot  plaster. 

Through  the  kindness  of  Sir  Wm.  Fergusson,  I saw  a case  of  filaria 
at  King’s  Oolleg'e  Hospital,  in  the  leg  ot  a lad  who  had  just  returned 
from  the  Coast  of  Africa.  It  was  in  the  course  ot  being  extracted  by 
the  winding  process. 

The  Filaria  leaf  is,  called  also  Filaria  oculi-humani,  and  Filaria  oculi. — 
The  best  account  of  this  is  by  Cobbold,  in  his  work  on  “ Entozoa.” 
It  is  suggested  that  this  worm  may  possibly  prove  to  be  identical  with 
the  Filaria  lacrymalis,  a viviparous  species  infecting  the  eye  of  the 
horse.  It  was  first  discovered  by  Nordmann,  in  1831,  in  a case  of 
lenticular  cataract  under  the  care  of  Grraefe,  and  subsequently  by 
J ungken,  under  similar  circumstances.  The  filaria  has  been  met  with 
in  the  anterior  chamber  of  the  eye.  A case  was  shown  in  situ  at  a 
meeting  of  the  Oplithalmological  Congress,  held  at  Brussels,  by 
Quadri. 

Another  case  was  observed  by  Gescheidt,  in  which  Yon  Ammon 
operated  for  cataract.  In  this  instance  there  were  three  filarise,  two 
of  which  measured  about  one-sixtli  of  an  inch  each,  while  the  third 
was  only  one-fifteenth  of  an  inch.  Dr.  Cobbold  says  that  the  two 
former  were  regarded  as  females,  but  it  is  very  doubtful  if  any 
of  them  were  sexually  mature,  and  the  same  might  be  said  of  all 
the  others  hitherto  mentioned ; and  if  so,  it  becomes  impossible  to  tell 
how  many  distinct  species  of  entozoa  these  several  examples  of  so- 
called  filarise  may  represent.  To  his  mind,  all  of  them  are  embryonic 
nematodes,  which  have,  accidentally  or  otherwise,  entered  the  body  as 
their  intermediary  ‘ host,’  or  bearer. 

A living  filaria  in  the  vitreous  humour  is  recorded  by  M.  Fano, 
in  the  “ Ann.  d’ Oculist — F.  C.,  set.  12  years,  discovered  impaired 
vision  of  the  right  eye.  He  could  only  read  type  such  as  Jaeger,  No.  17. 
After  the  pupil  was  dilated  with  atropine,  the  eye  was  examined 
with  the  ophthalmoscope  singly.  A black  filament  was  seen  at  first 
lying  perpendicularly  across  the  pupil,  it  then  moved  posteriorly 
and  disappeared.  In  a few  moments  it  again  re-appeared,  and  as 
quickly  disappeared.  J he  refractive  media  were  perfectly  transparent, 
and  nothing  was  seen  in  the  vitreous  humour  save  this  filament. 

The  eye  was  then  examined  with  the  ophthalmoscope  and  the  lens. 
The  optic  disk  was  pale.  The  vessels  of  the  retina  seemed  very 
numerous,  and  the  choroidal  pigment  was  scanty.  The  supposed  worm 
appeared  as  a greyish-black  filament  close  to  the  optic  disk,  and  a part 
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of  it  was  in  motion.  Its  length  was  estimated  at  seven  millimetres ; 
its  thickness  less  than  that  of  a fine  hair.  Nothing  is  said  about 
any  treatment. 

Dracuneulus  Loa  is  a distinct  worm  from  the  Filaria  oculi,  according 
to  Dr.  Cobbold  and  Diesing.  It  is  identical  with  that  described 
by  Guyot,  as  dwelling  beneath  the  conjunctiva  of  negroes  at  Congo, 
and  in  the  Gaboon  district  generally. 

It  is,  according  to  Dr.  Cobbold,  rather  more  than  an  inch  in  length. 
It  is  said  by  the  natives  that,  after  a period  of  several  years,  the  worm 
quits  the  eye,  and  thus  the  disease  becomes  natm-ally  cured.  It 
enjoys  a wide  geographical  distribution,  as  it  has  been  observed  by 
Clot-Bey  in  a negress  who  had  come  from  the  town  of  Moupox, 
situated  on  the  banks  of  the  river  Magdalena ; by  Figand,  who  saw 
one  in  the  eye  of  a negress  in  Brazil ; by  Blot,  at  Martinique,  who 
saw  two  in  a negress  originally  from  Guinea ; by  Beyon,  who  met 
with  one  in  a little  negro  girl  who  had  come  from  Guadaloupe ; by 
Mougin,  who  found  one  in  a negress  who  had  been  living  on  the 
island  of  San  Domingo ; and  by  Lestrille,  who  removed  one  from 
beneath  the  conjunctiva  of  a negro  who  came  from  Gaboon. 

Duraine’s  treatise  contains  all  the  above-mentioned  cases  more  or 
less  fully  reported,  together  with  several  important  extracts  from  the 
writings  of  the  eminent  surgeon,  Guyot,  who  made  several  voyages  to 
the  coast  of  Angola,  and  paid  special  attention  to  the  eye-diseases 
produced  by  the  parasite. 

Distoma , or  fluke. — This  has  been  discovered  in  the  opaque  lens. 
In  speaking  of  the  animalcule,  I prefer  following  Dr.  Cobbold,  who, 
under  the  title  of  “ Distoma  Ophthalmobium,”  combines  the  two 
so-called  species  of  human-eye  trematodes.  He  says,  without, 
however,  for  a moment  supposing  that  we  have  either  in  the  Dis- 
toma ophthalmobium  of  Diesing,  or  in  the  Monostoma  lentis  of 
Nordmann,  a genuine  sexual  immature  fluke,  he  thinks  it  highly 
probable  that  both  forms  may  be  the  young  of  one  distoma,  and  quite 
possible  that  they  may  both  of  them  be  referable  to  the  species 
“ Distoma  lanceolatmn.” 

He  adds  that,  in  the  case  of  the  so-called  Distoma  ophthalmobium, 
Gescheidt  found  four  specimens  in  the  eye  of  a child  five  months  old, 
born  with  lenticular  cataract.  No  one  of  the  examples  exceeded  half 
a line  in  length.  They  were  between  the  lens  and  capsule.  He 
believes  that  Yon  Nordmann’s  Monostoma  lentis  is  identical  with  this 
worm.  A great  deal  of  difficulty  surrounds  the  investigation  of  these 
internal  parasites  of  man.  My  object  is  merely  to  draw  attention  to 
the  fact  that,  as  in  this  case,  a particular  paid  of  the  eye  may  be 
invaded  by  them.  "Whether  there  is  always  cataract  w hen  they  are 
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i present,  I cannot  learn,  but  I suspect  that  there  is  degeneration  ol 
• the  lens. 

Trichina  spiralis,  the  spiral  threadworm.  The  Trichina  epidemics, 
lately  in  Germany,  have  attracted  much  attention  to  this  worm.  It  is 
a minute  microscopic  parasite,  which,  for  a term  of  its  existence,  lives 
in  muscular  tissue.  As  yet,  no  cases  of  it  in  the  living  human  sub- 
ject have  been  observed  in  England,  although  it  has  been  detected  in 
post-mortem  examinations  about  thirty  times.  It  is  mentioned  here, 
merely  because  the  ocular  muscles,  along  with  most  of  the  other 
muscles  of  the  body,  have  been  infected  by  it. 

The  Stcatozoon  fotticulorum  of  Mr.  Erasmus  Wilson  is  sometimes 
found  about  the  eyelids.  It  is  an  animalcule  that  forms  in  the  oil- 
tubes  in  any  part  of  the  body  whenever  there  exists  any  disposition 
to  the  unnatural  accumulation  of  their  contents.  It  is  very  minute, 
being  the  forty-fifth  of  an  inch  in  length.  In  form  and  shape,  in  the 
perfect  state,  it  is  like  a caterpillar,  having  a distinct  head  with  feelers, 
a chest  with  four  pairs  of  legs,  and  a long  tail.  In  Mr.  Wilson’s  work 
on  “ Healthy  Skin,”  all  relating  to  the  history  of  this  little  insect 
i is  narrated.  It  appears  that  Dr.  Simon  discovered  it ; but  his 
i descriptions  and  figures  were  imperfect ; several  points  of  entomolo- 


gical importance  were  overlooked,  and  Mr.  Wilson  has  completed  our 
knowledge  of  the  subject,  and  changed  the  name  of  the  insect  to  that 
it  now  bears. 


Entozoa  would  seem  to  be  more  common  in  the  eyes  of  the  lower 
animals  than  of  man.  The  filaria  is  often  met  with  in  the  horse  in 
| India.  They  have  been  found  in  horned  cattle,  pigs,  sheep,  birds, 
} frogs,  lizards,  and  fishes.  In  the  last,  they  have  been  discovered  in 
| the  vitreous  humour,  in  the  crystalline  lens,  between  the  lens  and  its 
I capsule,  between  the  laminae  of  the  cornea,  in  the  iris,  in  the  retina, 
| and  in  the  aqueous  humour.  In  the  crystalline  lenses  of  some  fishes, 
they  are  so  numerous  as  to  produce  opacity,  and  to  impair  sight. 
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EMPHYSEMA  ABOUT  THE  ORBIT. 


ORBITAL  CELLULITIS. 

The  anatomical  relations  of  the  orbit  should  be  remembered,  for  the 
better  understanding  of  the  effects  of  inflammation  on  the  parts  it 
encircles,  as  well  as  the  general  symptoms  of  the  disease.  Every 
portion  of  the  orbit  is  invested  by  periosteum,  which  passes  through 
the  numerous  foramina  of  the  cranium,  and  becomes  continuous 
with  the  dura  mater.  The  layer  of  dura  mater  which  surrounds  the 
optic  nerve  divides  into  two  laminae  on  entering  the  orbit,  the  outer 
of  which  is  continuous  with  the  orbital  periosteum;  the  inner  forms  a 
dense  whitish  sheath  for  the  nerve  fibres,  and  accompanies  them  to 
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the  sclerotica,  witli  which  it  becomes  continuous.  It  is  between  these 
that  the  ophthalmic  artery  is  transmitted.  At  the  base  of  the  orbit 
the  periosteum  joins  that  of  the  bones  of  the  face;  here  it  is  connected 
| with  the  palpebral  fascia,  or  fibrous  layer  of  the  eyelids. 

While  the  internal  surface  of  the  orbital  bones  thus  gets  its 
nourishment  from  the  periosteum,  the  roof  above  is  supplied  by 
the  dura  mater,  the  floor  below  by  the  mucous  membrane  of  the 
antrum,  the  inner  wall  on  its  mesial  surface  by  the  mucous  mem- 
brane of  the  nose,  and  the  outer  wall  or  its  outer  surface,  by  the 
periosteum  of  the  temporal  fossa.  The  structural  connection  with  the 
surrounding  parts  is  still  more  intimate  and  extended  through  the 
medium  of  the  blood-vessels  which  unite  throughout  the  whole  region, 
i and  communicate  also  with  the  soft  parts  of  the  orbit. 

All  the  interspaces  of  the  orbit,  between  the  vessels,  nerves,  muscles, 
eyeball,  &c.,  are  filled  up  with  cellidar  tissue  and  fatty  tissue.  The 
,cellular  is  thickest  immediately  around  the  several  constituent  parts, 
and,  as  it  were,  it  forms  sheaths  of  support  for  them,  and  septa,  which 
retain  them  in  position,  and  become  continuous  with  the  periosteum. 

All  this  shows  that  when  there  is  infi animation  in  the  orbit,  its 
'influence  must  pass  far  beyond  the  mere  limit  of  the  bony  cavity.  It 
also  shows  the  impossibility  of  isolating  the  inflammation  to  the  bone, 
to  the  periosteum,  or  to  the  orbital  contents;  so  that  there  can  scarcely 
ibe  any  such  isolated  affections  as  ostitis,  periostitis,  or  orbital  cellulitis. 
The  latter  term  is  allowable  only  when  the  morbid  action  is  intensified 
in  the  soft  parts  of  the  orbit.  Inflammation  beginning  in  any  part 
.may  easily  extend  to  the  rest.  These  anatomical  considerations  must 
convince  us  that  all  descriptions  of  inflammatory  disease  about  the 
orbit,  characterized  by  divisions  and  subdivisions,  are  arbitrary  and 
artificial,  although  practical  convenience  and  the  use  of  language 
oblige  such  arrangements. 

Orbital  cellulitis  is  one  of  the  three  varieties  of  erysipelas , the  others 
being  the  cutaneous  and  the  cellulo-cutaneous.  It  is  often  called  by 
modern  pathologists,  diffuse  inflammation  of  the  cellular  tissue.  It 
is  especially  an  acute  disease  of  rapid  development.  In  a typical 
case,  the  cellular  tissue  or  areolar  is  primarily  affected,  the  skin 
secondarily,  the  disease  travelling  from  within  outwards.  There  is 
an  unpleasant  sensation  in  the  orbit,  a feeling  of  heaviness,  then 
pain,  deep-seated,  with  a sense  of  tension,  sometimes  intermittent. 
The.  pain  may  extend  over  the  head,  the  temple,  and  cheek.  The 
eyelids  become  cedematous  and  red,  the  cheek  is  also  cedematous.  The 
conjunctiva  is 'swollen,  with  a vascular  chemosis  that  surrounds  the 
cornea,  and  overlaps  it  to  a greater  or  less  degree.  The  eyeball  is 
a little  prominent.  I he  ocular  movements  are  restrained  or  lost. 
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The  slightest  touch  on  the  eyeball  is  attended  with  sharp  pain.  In 
conjunction  with  the  local  symptoms,  there  is  inflammatory  fever  of 
an  asthenic  form ; the  pulse  is  quick,  and  the  tongue  is  furred.  Vomit- 
ing may  ensue,  and,  perhaps,  delirium  at  night. 

As  the  disease  proceeds,  all  the  symptoms  are  aggravated  to  a pitch 
which  is  almost  intolerable.  The  eyeball  is  thrust  further  out,  often 
beyond  the  palpebrse,  and  appears  large.  The  pain  intermits  a little  ; 
throbbing  and  rigors  are  felt,  suppuration  takes  place,  and  ail  abscess 
is  formed,  without,  however,  any  material  relief  to  the  patient,  since 
the  bony  parietes  of  the  orbit  cannot  yield.  Ultimately,  the  matter 
makes  its  way  to  the  surface,  presenting  either  at  some  part  of  the 
orbital  margin  or  under  the  eyelid,  usually  the  lower,  pushing  for- 
wards the  fold  of  conjunctiva  passing  from  the  eyelid  to  the  eyeball. 

The  eyeball  may  get  involved  by  implication  in  the  surrounding  orbital 
disease , its  tissues  spoiled,  and  vision  destroyed ; the  symptoms  being 
those  of  inflammation  of  the  interior  chiefly,  by  which  the  greatest 
changes  are  shown  in  the  iris,  and  by  closure  of  the  pupil.  As  a rare 
event,  suppuration  may  ensue  in  some  part,  generally  the  cornea,  and 
perforation  follows.  But  the  commoner  effect  is  destruction  of  sight 
from  lesion  of  the  optic  nerve,  not  from  pressure,  but  because  the 
nerve  fibres  participate  in  the  inflammation  and  become  engorged, 
the  ultimate  effect  of  which  is  atrophy,  as  revealed  by  the  ophthalmo- 
scope, in  which  case  the  eyeball  may  not  show  externally  any  impli- 
cation of  disease.  The  ciliary  nerves  suffer  likewise,  reflex  action 
between  the  retina  and  the  iris  is  lost,  and  the  pupil  is  immovable. 
More  is  said  on  this,  in  the  chapter  on  “ Injuries  from  Mechanical 
Agents.” 

Cerebral  inflammatory  symptoms  may  ensue , and  death  be  induced 
by  primary  acute  symptoms  of  the  brain,  or  by  the  internal  planes 
of  the  cellular  tissue  being  involved — erysipelatous  arachnitis  ; or, 
secondarily,  from  the  extension  backwards  of  the  disease ; or  from 
the  effects  or  products  of  inflammation,  as  pyaemia. 

In  a child,  two  years  old,  who  died  quickly  from  the  affection,  I 
made  the  post-mortem  examination.  The  orbit  was  quite  a pus  sop. 
The  ophthalmic  vein  and  the  cavernous  sinus  were  filled  with  pus. 
The  anterior  lobe  of  the  brain  on  the  same  side  had  suppurated,  and 
there  was  a great  deal  of  pus  in  the  membranes  at  the  base  of  the 
brain.  Parallel  cases  are  recorded. 

It  is  uncertain  when  the  suppuration  occurs.  As  the  pus  is  deposited  m 
a diffuse  form , rather  than  in  a circumscribed  abscess,  it  is  apt  to  he 
overlooked,  especially  when  by  the  side  of  the  eyeball  within  the 
eyelids.  This  is  a process  which  always  escapes  the  notice  of  those 
who  are  unacquainted  with  the  nature  ol  the  disease. 


It  is  common 
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i for  the  conjunctiva  to  slough  at  a small  spot,  and  to  form  an  aperture 
I for  the  escape  of  the  ill-formed  pus  and  the  decomposed  shreddy 
1 tissue.  If  the  pus  be  deposited  more  towards  the-  margin  of  the 
I orbit,  it  is  not  discharged  so  readily  by  a natural  process  through  the 
I skin  ; greater  suffering  is  occasioned,  and  secondary  implication  of 
| the  brain  is  more  likely. 

Variations  and  departures  from  the  typical  symptoms  selected  for 
I description  will  be  met  with,  and  differences  seen  in  tlie  degree  of 
I vascular  action,  the  pain,  the  nature  of  the  suppuration,  and  the 
I extent,  the  duration  of  the  affection,  especially  of  its  several  stages, 
I and  the  spoiling  effects  on  the  eye.  Pus  may  not  be  formed, 
I for  an  attack  may  be  so  slight  as  to  pass  off  without  any  disadvan- 
tage, ending  in  “resolution.”  It  would  be  tiresome  and  useless  to 
i go  into  detail. 

About  the  chemosis  a special  remark  may  be  made,  as  there  is 

4 much  variation  in  the  extent  of  it.  It  may  only  just  bulge  around 
6 the  cornea,  or  it  may  cover  it,  or  protrude  so  as  to  conceal  the  eye- 
I ball,  and  be  more  marked  at  one  portion  of  the  circumference  of  the 

5 eyeball  than  another.  The  following  sketch  of  this  state  is  taken 
I from  a child  of  two  years  old. 

n Fig.  29. 


It  gives,  at  a first  glance,  the  idea  of  chemosis  of  both  eyelids,  a 
I state  that  I thought  existed,  till  a careful  examination  proved  that 
i the  projection  was  from  the  upper  part  of  the  orbit.  The  groove  in 
i the  swelling  answers  to  the  spot  of  reflection  of  the  conjunctiva  from 
J the  eyeball  to  the  upper  tarsal  cartilage.  The  poor  child  being  most 
f rebellious,  chloroform  was  administered  in  order  to  examine  the 
I disease  carefully,  and  to  adopt  any  surgical  measure  that  might  be 
• deemed  requisite.  The  eyeball  was  slightly  prominent,  and  the 
1 lower  eyelid  only  a little  inflamed. 

Cellular  inflammation  here  is  just  the  same  as  cellular  inflammation 
» in  other  parts  of  the  body.  It  is  best  seen  and  observed  in  the  limbs. 
I There  is  no  modification  in  the  disease  as  such,  on  account  of  the 
I anatomy  of  the  part  in  which  it  occurs.  The  greater  pain,  the 
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protrusion  of  the  swelling  in  one  direction,  the  course  of  the 
abscess,  are  all  physical  symptoms  arising  out  of  the  construction  of 
the  orbit. 


The  secretions  from  the  surface  of  the  eye  vary.  When  the  disease 
arises  from  a wound  implicating  the  conjunctiva,  there  is  generally  a 
free  purulent  discharge.  When  it  comes  from  a blow  on  the  orbit, 
there  may  be  scarcely  any  flow. 

Causes. — I scarcely  know  of  any  except  those  of  a traumatic  origin. 
I have  seen  it  produced  by  the  following  operations : — That  for  the 
extraction  of  cataract,  and  that  for  the  solution  with  the  needle  ; that 
for  squint,  in  one  case  the  eyeball  suppurated;  that  for  exploring  the 
lacrymal  duct,  the  eyeball  suppurating  ; those  for  the  removal  of 
orbital  tumours.  In  one  instance,  a small  exostosis  was  violently 
removed  by  chisel  and  mallet.  I saw  the  patient  ten  days  after, 
when  the  brown  and  blackened  tunics  of  the  collapsed  eyeball  rested 
on  a peduncle  of  thickened  protruded  orbital  tissues,  an  inch  and  a 
half  forwards.  There  was  scarcely  any  secretion  from  the  surface  of 
this  strange-looking  mass,  the  sides  of  which  were  covered  apparently 
by  granular  conjunctiva,  riddled  with  small  sloughed-formed  apertures. 
I suspected  that  there  was  malignant  disease,  and  so  did  several 
surgeons  who  were  present.  It  was  only  when  I had  watched  the 
gradual  decrease  of  the  tumour,  and  verified  the  lad’s  statement  about 
the  operation,  that  I was  satisfied  as  to  the  nature  of  the  disease.  It 
was  two  months  before  the  mass  receded  within  the  orbit.  Pene- 
trating orbital  wounds  also  cause  it. 

Cellulitis  is  besides  induced  by  blows  about  the  orbital  circumfer- 
ence, without  and  within,  and  wounds  of  all  kinds. 

If  orbital  cellulitis  should  ever  come  on  from  causes  other  than 
traumatic,  the  occurrence  must  be  rare.  Its  existence  as  an  idiopathic 
disease  must  not,  however,  be  denied,  as  cellulitis  does  occur  in  a 
limb,  without  its  being  possible  to  trace  a local  cause.  Such  a case  is 
now  in  one  of  my  wards  at  St.  Mary’s  Hospital,  and  a more  definite 
one  was  never  seen.  All  the  stages,  to  the  last  of  tegumentary 
slouching,  were  passed  through  m ninety-six  horns. 

It*  is  certain  that  cellular  erysipelas  is  often  confounded  with 
abscesses  occurring  in  scrofulous  subjects,  and  in  those  who  are 
debilitated  from  disease;  also  with  cutaneous  erysipelas.  Of  course 
whenever  there  is  suppuration  in  the  orbit,  some  inflammation  of 
the  cellular  tissue  must  have  preceded;  but  the  acute  form,  with 
its  peculiar  symptoms  that  I have  been  describing,  is  a distinct 


aff< Treatment  of  a mil-marked  case.— This  must  be  undertaken  always 
with  the  conviction  that  the  disease  is  of  a depressing  nature,  and 
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that  whatever  tends  in  a general  sense  to  reduce  vital  force  is  hurt- 
ful. The  excitement  of  the  circulation,  the  restlessness,  and  the 
feverishness  of  the  early  stage  must  not  mislead.  Depression  is  sure 
to  come.  Suppuration  and  gangrene  are  likely.  The  asthenic  type 
of  fever  generally  follows,  and  is  most  marked  in  this  variety  of 
erysipelas.  Recovery  is,  therefore,  always  slow. 

I11  all  cases,  the  patient  should  he  put  to  bed  with  his  head  and 
shoulders  raised. 

The  room  should  he  well  ventilated,  and  not  made  artificially  hot 
above  sixty  degrees  of  Fahrenheit. 

In  the  advantage  of  giving  a mild  laxative  at  first,  and  once  only, 
if  there  be  no  contra-indication,  I fully  believe. 

Local  blood-letting  is  serviceable.  It  should  be  done  effectually, 
once  for  all.  It  will  prevent  depression  if  it  stops  the  disease,  and 
blood  lost  in  this  way  can  never  have  the  lowering  effects  that  might 
follow  general  bleeding.  When  leeches  are  used,  their  number 
should  be  according  to  the  age  of  the  patient,  one  or  two  for  a child  ; 
six,  eight,  or  more  for  an  adult.  After  the  leeches  fall  off,  a hot  lin- 
seed poultice  should  be  applied  for  an  hour,  to  encourage  the  bleeding, 
when  such  further  effect  seems  desirable.  Cupping  is  more  mechani- 
cal!) applicable  for  an  adult;  but  even  in  them,  I think  that  leeching 
produces  the  better  effect.  The  natural  leech  is  better  than  the 
artificial.  It  inflicts  less  violence. 


Scarification  oi  the  chemosed  conjunctiva  may  be  requisite.  The 
palpebral  skin  also  may  need  incisions. 


Cold  is  another  valuable  agent,  without  the  bleeding,  or  after  it, 
according  to  circumstances.  It  influences  local  nutrition  by  lessen- 
ing  the  temperature  of  the  inflamed  tissue,  causes  contractions  of  the 
vessels,  decreases  the  amount  of  blood  supplied  to  the  inflamed 
part,  and  very  materially  lessens  its  sensibility  as  well  as  its  ex- 
alted functional  power.  Its  continuance  should  very  much  depend 
on  the  sensations  of  the  patient.  If  it  give  pain  and  uneasiness 
rather  than  comfort,  it  can  no  longer  be  beneficial.  Short  of  this,  it 
will  never  be  injurious  while  the  surface  of  the  affected  part  is  hotter 
than  the  physiological  temperature,  no  matter  what  may  be  the 
duration  of  its  application. 


W hen  I desire  to  get  only  the  least  degree  of  cold,  I use  thin  rag 
laid  over  the  part  and  wetted  sufficiently  often  to  prevent  it  from 
getting  dry;  or  I irrigate.  When  more  cold  is  wanted,  I employ  iced 
water  with  the  rag,  or  water  with  sp.  etheris,  and  sp.  yin  ' reot 
or  ice  111  a bag.  Circumstances  sometimes  determine  the  choice  of 
the  one  over  the  other.  It  is  only  when  the  skin  is  actually  frozen, 
or  nearly  so,  that  injurious  reaction  is  likely  to  beset  up;  and  such  a 
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degree  of  cold  is  never  accidentally  developed,  and  would  recpiire  for 
its  creation  other  means. 

Opium  in  its  various  preparations  is  a valuable  resource  later  in 
the  attack,  not  only  in  subduing  pain,  but  through  such  influence, 
removing  one  of  the  causes  of  impairment  of  circulation  and  nutrition. 
As  regards  its  internal  administration,  it  is  only  necessary  to  warn  the 
student  not  to  give  it  so  as  to  cause  depression,  hut  merely  to  calm 
and  soothe,  to  avoid  its  worst  ill  effects,  and  to  remember  that  some 
persons  hear  it  badly,  and  are  apt  to  vomit.  Many  of  its  disadvan- 
tages, especially  those  arising  from  disturbance  to  digestion,  may  be 
overcome  by  giving  it  in  the  rectum,  where  a larger  dose  is  neces- 
sary. This  local  application  of  it  I employ  more  and  more.  For 
quick  action,  the  hypodermic  method  is  the  best.  The  skin  on  the 
temple,  or  elsewhere,  is  pinched  up,  the  point  of  the  screw  syringe 
introduced,  the  skin  released,  and  the  piston  turned  till  the  desired 
quantity  is  thrown  into  the  areolar  tissue.  The  process  is  almost 
painless,  when  it  is  done  neatly.  From  the  quarter  of  a grain  of 
morphia  to  the  half  may  be  so  used.  The  action  may  be  manifest 
in  half  a minute.  There  is  generally  more  primary  excitement  if 
the  dose  be  large  than  when  the  drug  is  given  internally.  If  nausea 
and  vomiting  occur,  they  soon  pass  away.  Ao  ill  comes  fiom  the 
extravasation  of  the  fluid  into  the  areolar  tissue.  In  a very  few  cases 
burning  sensation  over  the  skin,  acrid  taste,  redness  of  the  face, 
tinnitus  aurium,  rapid  action  of  the  heart,  and  even  convulsions  ha^  e 
rapidly  come  on.  These  symptoms  are  attributed  to  the  injection 
having  entered  a vein,  and  passed  quickly  to  the  heart.  I know  of 
an  instance  in  which  death  ensued.  The  safeguard  is,  at  first,  to  use 
a small  dose,  not  more  than  the  sixth  of  a grain,  to  inject  leiy 
slowly,  and  to  watch  the  effects  while  injecting.  A patient  vho  is 
very  intolerant  to  opium  should  not  be  treated  by  this  method. 

Surface  applications  of  the  opium,  although  not  very  potent,  aie 
worth  something  ; a strong  solution  of  the  watery  extract  is  the  best. 

Opium  may  also  be  used  in  ointment.  _ 

Chloroform  and  belladonna  in  liniments,  according  to  the  British 
Pharmacopoeial  preparations,  are  useful  as  adjuvants  in  remo\ing 


* Counter-irritation,  as  blisters  and  setons  in  the  vicinity  of  the  ey  e, 
are  worse  than  useless.  I am  sure  that  they  do  harm  by  increasing 
the  excitement  of  the  part.  I cannot  understand  how  a surgeon  can 
ever  apply  such  measures  to  a part  which  is  acutely  inflamed,  in 

their  effect  at  a distance  I have  no  faith. 

The  diet  should  be  light  and  easy  of  digestion.  If  the  appetite  >e 

bad  milk  should  be  the  chief  aliment,. 
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Many  cases  of  orbital  cellulitis  I have  stamped  out  by  such 
remedies  as  I recommend.  When  a cure  lias  not  been  effected  by 
resolution,  no  doubt  the  after-stages  have  been  less  severe,  and  the 
convalescence  sooner  obtained.  If  the  disease  should  progress,  and 
pass  to  the  secondary  phenomena  of  inflammation,  or  the  tertiary,  more 
or  less  destruction  of  parts  ensues ; and  the  system  is  much  affected. 
The  areolar  tissue  suffers  most.  Every  texture  in  the  orbit,  according 
to  its  physical  and  vital  properties,  may  show  the  spoiling  effects  of  the 
inflammation.  The  eyeball  itself  may  have  its  several  parts  dis- 
organized, and  even  suppurate  and  collapse.  More  will  be  said  of 
this  in  connection  with  cellulitis  following  certain  injuries.  Here  the 
surgeon’s  duty  in  assisting  the  process  of  repair  is  more  marked.  He 
is  to  soothe  and  give  comfort,  and  help  to  remove  the  products  of 
the  disease  that  nature  cannot  sufficiently  throw  off1,  and  assist  to  heal 
the  breaches  that  have  been  made,  wdiile  he  supports  the  general 
strength.  Warm  applications  are  now  wanted.  All  growth  needs 
wrarmth  and  moisture.  The  opiate  fomentations,  the  hot  flannels,  the 
bran  poultices,  are  requisitions,  and  must  be  used  where  there  has  been 
suppuration,  ulceration,  or  mortification,  till  cicatrization  has  set  in. 

Constitutional  measures  must  be  adopted  according  to  the  state  of 
the  vascular  system,  and  the  digestion.  Should  the  heart’s  action 
become  feeble,  I prefer  to  give,  during  the  activity  of  the  disease, 
diffusible  stimulants,  rather  than  alcohol.  The  fever  is  apt  to  be 
increased,  and  the  little  appetite  spoiled  by  the  bad  alcohol  with 
which  patients  are  often  dosed.  Such  would  make  a soimd  man  ill. 
This  remark  applies  to  the  usual  description  of  port  wine  and  sherry, 
less,  however,  to  French  wines  and  Rhenish.  If  a surgeon  should 
make  a mistake,  and  err  in  giving  a stimulant,  he  does  the  greater 
harm  with  the  alcohol;  and  the  worse  the  spirit,  the  greater  the  evil. 

The  occurrence  of  suppuration  should  be  always  expected,  and  the 
presence  of  pus  sought  for  by  touch,  within  the  eyelids  and  without, 
near  to  the  orbital  margin.  With  the  least  suspicion  of  the  purulent 
fluid  as  indicated  by  rigors,  and  even  when  it  cannot  be  yet  detected 
by  touch,  suitable  exploring  incisions  should  be  made.  Although  the 
pus  does  not  point,  as  in  an  ordinary  abscess,  fluctuation  in  some 
degree  can  generally  be  felt.  The  position  of  the  eyeball  may  help 
m the  search.  When  the  centre  of  the  intensity  of  the  disease  is 
lateral,  there  will  be  ocular  displacement  to  the  opposite  side  of  the 
orbit. 

►Should  it  appear  that  pus  is  deposited  in  the  eyeball,  the  sooner 
it  is  evacuated  the  better  for  the  patient,  as  regards  relief  from 
pam,  and  the  shortening  of  his  illness.  The  suppuration,  as  far 
as  I have  seen,  is  always  partial,  and  never  but  a small  amount  of 
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pus  has  flowed  when  I have  used  the  knife ; but  with  the  pus  dis- 
organized vitreous  humour  and  serum  have  escaped. 

Chemosed  and  exposed  conjunctiva,  must  be  protected  from  the  air 
by  greasy  applications. 

Eelapses  are  apt  to  occur,  and  must  be  guarded  against,  chiefly  by 
not  allowing  the  patient  to  move  about  too  soon. 

Fistulas  of  the  orbit,  unconnected  with  diseased  bone,  are  not  un- 
common, when  there  has  been  much  suppuration  with  sloughing. 
They  heal  quickly  if  they  be  not  irritated  by  drugs.  Cleanliness 
alone  is  wanted. 

Secondary  abscesses  are  to  be  feared.  They  may  be  attended  with 
as  bad  results  as  the  primary  suppuration,  and  be  accompanied  by 
pyaemia.  They  should  be  opened  as  early  as  possible. 

Effects  of  this  cellulitis. — Even  when  the  eyeball  escapes  injury,  and 
the  sight  is  not  damaged,  changes  may  arise  among  the  soft  tissues, 
such  as  infiltrations,  whereby  the  eyeball  may  be,  in  some  degree, 
permanently  protruded,  or  its  movements  interfered  with,  by  adhe- 
sions, or  by  the  loss  of  muscular  power  from  damage  to  the  mus- 
cular tissue.  The  nature  and  effects  of  such  changes  are  best  seen 
and  studied  in  a limb.  Caries  and  necrosis  have  resulted  from  it,  in 
consequence  of  acute  inflammation  of.  the  bone.  These  effects  are 
generally  preceded  by  the  stripping  of  the  periosteum. 

PERIORBITIS. 

This  is  meant  to  include  inflammation  of  the  orbital  bones,  and  of 
their  investing  periosteum. 

It  is  more  correct,  clinically  and  pathologically,  to  consider  the  two 
structures,  the  bone  and  its  investing  membrane,  as  involved  at  the 
same  time,  when  there  is  any  marked  degree  of  inflammation  of 
the  orbital  walls,  than  to  speak  of  periostitis  or  ostitis.  The  perios- 
teum, highly  organized,  envelopes  the  bone  in  all  parts,  and  the  same 
system  of  vessels  intimately  pervade  the  two  in  a closely-set  net- 
work. Greater  changes  may  occur  in  the  one  tissue  than  in  the 
other,  according  to  which  of  the  two  is  primarily  affected,  or  in  which 
there  is  greatest  intensity  of  action,  but  there  is  no  peculiarity  in  this. 
It  would  be  impossible,  then,  to  describe  well-marked  periostitis,  with- 
out speaking  of  changes  participated  in  by  the  bone  ; or  to  tell  of 
ostitis,  without  saying  that  the  periosteum  participated  in  the  morbid 
action,  and  became  highly  vascular,  swollen,  and  tender,  and  that 
the  medullary  membrane  also  was  involved.  This  generalization  of 
disease  applies  with  particular  force  here,  where  there  was  no  great 
difference,  in  most  pails  of  the  orbit,  between  the  thickness  of  the  two 

tissues. 
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It  must  be  pointed  out  that  the  periosteum  may  be  separated  with- 
out the  bones  being  necrosed ; bare  bone  is  not  necessarily  dead  bone. 
The  bone  may  ulcerate,  and  undergo  other  changes  for  a long  time, 
without  the  periosteum  being  detached. 

The  affection,  in  its  essence  as  a disease,  is  best  studied  in  a more 
exposed  part  of  the  body,  especially  on  the  surface  of  one  of  the  long 
bones,  where  it  is  generally  called  periostitis.  About  the  orbit  symp- 
toms are  added  to  it,  mostly  ocular,  solely  on  account  of  the  anatomi- 
cal relations  of  the  region.  From  the  same  cause  certain  modifications 
may  exist.  Thus  it  may  partake  somewhat  of  the  symptoms  of 
orbital  cellulitis.  I have  sought  in  vain,  in  the  early  stages  of  the 
two  diseases,  for  physical  signs  of  distinction  between  them,  that 
could  always  be  depended  on.  A careful  analysis  of  cases  shows 
that  no  reliance  can  be  placed  on  the  line  of  direction  of  the  pro- 
truded eyeball.  In  either  it  may  be  directly  forward,  or  oblique. 
More  is  to  be  gathered  from  the  history  of  the  disease,  the  first  being 
nearly  always  constitutional,  the  second  traumatic.  It  may  be  fol- 
lowed by  the  cellulitis,  or  supervene  on  it.  It  is  not,  therefore, 
possible  always  in  a given  case  to  say  what  was  the  starting-point 
of  the  disease,  what  the  consequence. 

In  a typical  case  these  outward  symptoms  may  be  expected, An 

oedematous  swelling  of  the  eyelids,  occasionally  with  ptosis.  Slight 
protrusions  of  the  eyeball,  directly  forwards,  or  with  displacement. 
If  it  be  thrown  out  of  axis,  there  will  be  double  vision.  At  first  there 
is  much  lacrymation.  At  a later  period  usually  none.  This  must 
be  due  to  the  suspension  of  the  secreting  power  of  the  lacrymal  gland, 
and  not,  as  is  generally  supposed,  to  mere  pressure  on  its  ducts! 
There  is  serous  chemosis.  Constitutional  symptoms  are  always 
present ; depression,  and  even  prostration,  prevail. 

The  subjective  signs  are  also  plain.  Deep-seated  pain  in  the  orbit, 
and  sometimes  also  over  the  head,  aggravated  at  night,  are  rarely 
absent.  . Tenderness  under  touch,  or  actual  pain  when  the  orbital 
margin  is  pressed  on,  or  the  interior  of  the  orbit,  is  very  characteristic. 
Has  tenderness  exists  so  long  as  the  severity  lasts,  and  distinguishes 
the  affection  from  supra-orbital  neuralgia,  in  which  there  is  some- 
times pain  under  pressure,  and  sometimes  not.  The  intolerance  to 
touch  may  be  participated  in  by  the  cheek,  forehead,  and  root  of  the 

ll°T  n T ™vements  of  the  e^H  are  painful.  I have  known  the 

devebped86^  ‘°  ^ t6n<Ier'  ^ SeV“'al  eymPtomfl  are  rapidly 

Thm  « generally  a focus  ofdmmed  action,  or  intensity,  at  a .pat, 
most  commonly  at  the  inner  part  of  the  orbital  roof;  and  sometimes 
a circumscribed  swelling  may  be  felt. 
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Some  of  the  orbital  muscles,  or  all,  may  he  paralyzed,  and  even  the 
ophthalmic  division  of  the  fifth  nerve  may  lose  its  sensation.  This, 
of  course,  arises  from  pressure  on  the  nerves  at  their  entrance  to  the 
orhit. 


There  is  more  or  less  acuteness  in  these  symptoms,  and  the  variations 
are  occasionally  so  great,  that  cases  may  he  classed  as  acute,  sub- 
acute, and  chronic.  In  the  first  two  the  effects  are  more  immediate. 
Some  of  the  orbital  tissues  may  slough.  An  abscess  may  form,  cere- 
bral symptoms  may  ensue,  and  death  occur.  In  the  latter  the  effects 
follow  much  later ; hence  nodes,  chronic  abscesses,  exostosis,  caries, 
death  at  a remote  period  from  secondary  implication  of  the  brain. 

The  destructive  terminations  of  the  disease  are,  damage  to  the  orbital 


soft  tissues,  thickening  of  the  periosteum  and  the  bone,  slight  per- 
manent protrusions  of  the  eyeball,  permanent  partial  paralysis  of 
some  of  the  ocular  muscles,  exostosis,  caries,  death.  Some  of  the 
chronic  effects  may  linger  for  years. 

The  disease  may  recur,  and  attack  the  same  eye,  or  its  fellow. 

Exceptions  are  to  be  met  icith,  in  the  nature  of  the  symptoms.  At 
this  moment  I have  under  my  care  a male  adult,  in  whom  all  the 
features  of  an  acute  attack,  such  as  I have  recounted,  including  the 
paralysis,  were  present,  except  those  of  pain  in  the  orbit,  pain  when 
the  eyeball  was  moved,  and  pain  when  it  was  pressed  backwards. 
The  only  pain  that  ever  existed,  was  that  of  headache.  The  case 
was  a puzzle  to  all  who  saw  it. 

Causes. — A rheumatic  derivation  is  well  understood.  The  affection 
may  occur  with  general  rheumatism,  or  after  it ; or  may  be  developed 
in  a person  of  a slightly  rheumatic  habit.  It  may  appear  as  the  first 
attack  of  that  disease ; but,  I suspect,  never  in  this  way,  except  in 
persons  who  have  been  recently  depressed  or  debilitated,  and  then 
exposed  to  trying  atmospheric  influence.  I never  saw  a more  se\  ere 
example  than  occurred  in  a noble  lord,  naturally  robust,  and  "very 
strong,  but  who,  after  excessive  fatigue  in  the  hunting-field,  and  with 
yeomanry,  and  the  exhausting  influence  of  card-playing  till  a ery  late 
hours  for  many  nights,  was  exposed  for  some  hours  to  a se\  ere  east 
wind  He  was  so  low  and  excitable  on  the  night  on  which  I was  called 
to  him  that  a cinder  which  fell  from  the  grate  to  the  fender  caused 
an  hysterical  fit.  Syphilis  is  an  undoubted  cause.  Struma  likewise 
has  its  influence.  A traumatic  origin  might  be  claimed ; but  I am  • 
inclined  to  reject  the  latter,  except  as  an  exciting  cause  in  those  vho 
have  the  constitutional  conditions  that  have  been  named. 

It  may  creep  to  the  orbit  from  like  disease  in  the  frontal  sinus,  the 

maxillary  antrum,  or  from  the  interior  of  the  cranium. 

Treatment.— In  acute  cases,  with  much  pam,  and  marked  vascular 
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excitement,  leeches  to  the  temple,  followed  by  a large  linseed  poultice 
to  encoiuage  the  bleeding  are  useful.  Cupping  is  of  great  service. 
Cold  should  be  applied  after  the  manner  directed  in  the  foregoing 
directions  for  orbital  cellulitis.  It  is  indicated  when  there  is  a 
marked  increase  in  the  local  temperature,  and  so  long  as  it  gives  com- 
fort to  the  patient,  no  matter  what  may  be  the  origin  of  the  disease. 
This  is  my  conclusion  after  much  clinical  experience. 

A\  hen  there  is  a marked  rheumatic  diathesis,  such  constitutional 
disturbance  and  indications  should  be  well  looked  after,  and  treated 
according  to  the  prominent  symptoms.  The  same  must  be  said  of 
syphilitic  taint. 

As  there  may  be  an  absence  of  any  palpable  co-existing  rheumatic 
or  syphilitic  origin,  it  is  essential  always  to  go  into  the  history  of  the 
case,  to  ascertain  if  there  have  been  any  primary  indications  of  these 
disorders ; and  this  is  particularly  necessary  with  reference  to  the 
latter,  because  the  syphilitic  poison,  in  a secondary  form,  may  crop 
out  for  years,  at  long  intervals,  sometimes  in  one  organ  and  some- 
times in  another,  as  it  were,  in  an  isolated  form.  "With  the  possi- 
bility, therefore,  of  the  presence  of  this  subtle  virus,  the  suitable 
treatment  should  be  adopted. 

I have  belief  in  the  advantage  of  mercury  both  in  the  rheumatic 
and  syphilitic  cases.  I give  it  in  the  form  of  Hydr.  cum  creta,  with 
the  Ext.  hyoscyami ; care  being  taken  to  prevent  purging,  or  any 
degree  of  salivation. 

I combine  opium,  if  there  be  much  pain,  or  want  of  rest.  Such  a 
remedy  should  be  proportioned  to  the  patient’s  strength.  When  there 
is  any  general  depression  of  the  vital  powers,  I give  some  form  of 
cinchona,  or  of  iron  as  well.  I stop  the  mercury  where  syphilis  does 
not  exist,  as  soon  as  the  acute  symptoms  are  subdued.  Where  there 
is  any  strong  contra-indication  to  mercury,  and  in  the  less  acute 
cases,  the  Potassii  iodidum  should  be  given. 

The  eye  should  be  kept  at  rest,  and  the  patient  made  to  lie  down 
and  keep  quiet. 

A periosteal  swelling  that  causes  pain  and  interrupts  rest  may  be 
incised  with  advantage. 

An  abscess  should  be  evacuated  without  delay.  But  periosteal 
abscesses  are  not  always  apparent,  that  is,  within  reach ; nor  is  the 
sense  of  fluctuation  always  definite,  even  in  those  that  can  be  touched; 
so  that  exploration  may  be  necessary  at  any  time.  When  the  symp- 
toms warrant  deep  exploration,  a narrow-bladed  knife,  sharp  at  the 
point  only,  should  be  pushed  along  the  wall  of  the  orbit  to  the 
suspected  position.  The  pus  is  tolerably  sure  to  be  on  the  side  from 
winch  the  eyeball  is  turned ; therefore,  such  deviation  should  always 
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be  looked  for.  If  the  pus  should  escape  while  the  knife  is  yet  in  the 
orbit,  the  incision  in  the  walls  of  the  abscess  should  be  enlarged.  When 
pus  does  not  escape  after  the  use  of  the  knife,  a sharp-pointed  silver 
probe  should  be  introduced  into  the  wound,  and  pushed  still  further, 
for  a more  extended  exploration.  It  can  be  employed  with  less  danger. 
Oftentimes  I have  seen  the  abscess  missed  with  the  knife,  but  opened 
with  the  probe.  Secondary  explorations  at  intervals  of  a few  days 
may  be  necessary.  Before  exploring,  the  anatomical  bearing  of  the 
important  parts  within  the  orbit  should  be  called  to  mind. 

In  subacute  cases,  less  active  measures  are  needed,  and  with  shorter 
application  of  them. 

In  chronic  cases,  there  is  less  to  be  done  locally  in  arresting  the 
disease.  Here  the  treatment  must  be  chiefly  directed  to  the  removal 
of  the  effects  of  the  inflammation,  the  well-known  secondary  and 
tertiary  results,  which  have  been  already  spoken  of. 

Relapse  in  all  stages  is  likely,  and  should  be  guarded  against. 

The  result  of  treatment  is  very  satisfactory  in  the  acute  cases ; so 
much  so,  indeed,  that  I always  approach  them  with  confidence.  In 
the  chronic,  when  abscesses  occur,  recovery  is  tedious,  and  the  result 
uncertain. 

CONTUSIONS  AND  CONTUSED  WOUNDS  ON  THE  ORBITAL  EDGE. 

These  should  be  regarded  as  more  serious  than  a similar  amount  of 
injury  to  any  other  part  of  the  surface  of  the  body,  because,  in 
addition  to  the  ordinary  risk,  the  proximity  of  the  eyeball  and  its 
appendages,  and  of  the  brain,  and  the  effects  that  may  be  produced 
on  these,  heighten  the  danger.  Damage  here  from  falls,  blows,  or 
injuries  of  any  kind  should  never,  therefore,  be  regarded  as  trivial 
accidents,  because  they  may  be  productive  of  much  local  disease, 
damage  to  the  eye,  or  destruction  of  it,  and  even  death  from  cerebral 
implication.  Such  results  may  follow  quickly,  or  appear  late,  so  late 
as  to  induce  a doubt  as  to  the  causes. 

Periorbitis  is  a common  sequence  when  the  blow  is  inflicted  on 
unhealthy  children,  and  suppuration  generally  follows.  It  is  then  a 
fortunate  occurrence  if  the  bone  does  not  become  involved,  and  the 
patient  escapes  without  caries. 

Orbital  cellulitis  is  always  imminent. 

Occasionally  a severe  injury  is  quite  unattended  with  any  bad 

effects.  ...  . 

Head  affections  may  supervene  from  orbital  blows,  especially  when 

the  upper  edge  of  the  orbit  has  been  struck,  that  is,  the  frontal  bone. 
Concussion  of  the  brain  is  the  most  common  of  these.  I have  seen 
this  complication  many  times. 
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In  all  probability  there  is  always  some  brain  lesion  in  concussion, 
however  slight.  Some  abnormal  state  is,  I believe,  always  found 
when  death  follows  such  a symptom. 

A worse  effect  of  the  injury,  and  usually  when  there  is  in  associa- 
tion much  damage  to  the  soft  parts  and  to  the  cranial  bone,  is 
inflammation  of  the  internal  table  of  the  bone,  involving  the  mem- 
branes of  the  brain.  The  patient  may  be  progressing  well  to  all 
appearance,  when  the  wound  may  get  unhealthy  ; fever  ensues  ; the 
periosteum  is  separated.  A similar  change  takes  place  in  the  dura 
mater : it  separates,  and  pus  is  deposited  between  it  and  the  bone, 
and,  perhaps,  too,  internal  to  the  dura  mater.  It  is  soon  apparent 
that  the  brain  is  suffering.  If  the  patient  live  over  this  complication, 
the  arachnoid  membrane,  the  pia  mater,  and  the  brain  substance  may 
get  involved,  and  if  this  be  so,  rigors,  drowsiness,  and  coma  close 
the  scene. 

Of  this  secondary  complication  I have  lately  had  two  cases.  The 
last  occurred  at  St.  Mary’s  Hospital,  dining  the  year  1867.  The 
wound  sloughed,  and  the  bone  was  exposed.  Suppuration  spread 
around,  between  the  occipito-frontalis  muscle  and  the  skull.  The 
symptoms  of  general  depression  and  vomiting  showed  that  the 
cerebral  mass  was  implicated.  I told  my  class  the  danger  there  was 
at  hand.  The  man  died,  and  my  diagnosis  of  internal  inflammation 
of  the  brain  and  suppuration  was  verified. 

In  another  case  admitted  into  St.  Mary’s  Hospital,  with  a contused 
wound  on  the  outer  orbital  edge,  the  patient  died  from  a large  abscess 
in  the  cerebellum. 

Traumatic  inflammation  of  the  brain  is  likely  to  end  in  deposit 
of  pus  in  the  meninges,  or  in  the  brain  substance,  and  such  inflam- 
mation is  liable  to  occur  after  any  injury  of  the  head. 

Ihe  liability  to  internal  inflammation  of  the  head  depends  much 
on  the  nature  of  the  action  in  the  external  wound.  When  a healthy 
process  of  repair  is  established  at  the  seat  of  injury,  and  continues, 
nothing  is  to  be  feared  ; but  in  proportion  to  the  absence  of  this,  and 
particularly  when  sloughing  sets  in,  dire  consequences  are  at  hand. 

A very  insignificant  external  injury  as  to  extent , may  be  associated  with 
the  severe  condition  of  separation  of  some  of  the  facial  bones  at  the  trans- 
verse suture.  Some,  or  all  of  these  bones,  may  be  disconnected  by  a 
blow  on  the  face,  or  a fall  on  the  same.  I have  seen  instances  of  the 

ormer ; and  South,  in  Ids  translation  of  Chelius,  gives  one  of  the 
latter. 


An  example,  attended  with  inter-arachnoid 
death,  is  recorded  by  Mr.  St.  John  Edwards,  in 
and  Gazette  for  June  10th,  1854. 


luemorrhage,  and 
the  Medical  Times 
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The  particulars  are  given  here  in  abstract : — 

A girl,  set.  25,  a street  prostitute,  was  in  perfect  health  up  to  the 
night  of  the  8th  of  October,  when  she  went  out  to  pursue  her  usual 
degraded  avocation.  She  received  a blow  on  the  left  eye,  which  was 
blackened  in  consequence  ; and  she  returned  home  drunk.  She  com- 
plained repeatedly  of  her  head.  On  the  night  of  the  18th,  she  became 
uproarious  and  unmanageable  ; so  much  so  that  her  friends  locked  her' 
up  towards  evening  in  her  own  room,  in  order  to  get  rid  of  her  for  a 
time.  She  had  the  full  use  of  all  her  limbs,  and  undressed  herself. 
She  was  seen  in  bed  at  half-past  7 p.m.,  and  again  at  11  p.m.,  and 
on  the  latter  occasion  was  spoken  to.  She  appeared  sensible,  but 
returned  no  answer.  At  noon  next  day,  the  19th,  she  was  alive, 
breathing  heavily,  and  asleep ; at  1 p.m.  she  was  dead. 

Post-mortem  appearances. — Body  well  formed,  and  in  excellent  con- 
dition. No  remains  of  bruise  on  the  left  eye.  The  dura  mater 
covering  the  left  hemisphere  was  observed  to  be  much  darker  than 
that  of  the  right  side.  The  cause  of  this  was  obvious.  All  that  por- 
tion of  the  left  arachnoid  cavity,  which  lay  above  a horizontal  line, 
drawn  level  with  the  top  of  the  ear,  was  filled  with  blood,  partly 
fluid,  partly  coagulated ; the  coagulated  portion  being  of  the  colour 
and  consistence  of  black  currant  jelly,  and  containing  in  the  middle 
a fibrinous  clot.  Fluid  blood  was  found  to  extend  downwards  to  the 
base  of  the  brain,  where  it  occupied  the  anterior  portion  of  the  middle 
fossa,  the  sella  turcica,  and  the  parts  around.  The  optic  nerves  were 
bathed  in  it.  There  must  have  been  between  four  and  five  ounces 
in  all.  On  the  convex  surface  of  the  hemisphere,  midway  from  front 
to  back,  the  clot  had  formed  an  oval  depression  in  the  convolutions,  the 
longest  diameter  being  fully  an  inch  and  a half.  The  membranes 
were  all  deeply  stained,  so  also  was  the  substance  of  the  convolutions, 
in  some  places  to  the  depth  of  a quarter  of  an  inch.  The  brain  itself 
was  throughout  quite  healthy.  Searching  the  base  of  the  skull  for 
the  cause  of  the  haemorrhage,  it  was  discovered  that  the  small  wing 
of  the  sphenoid  bone  on  the  left  side  was  disarticulated  from  the  ad- 
joining portion  of  the  frontal  bone,  and  displaced  backwards  and 
upwards.  The  dura  mater  was  not  pierced,  or  otherwise  injured. 
The  displaced  portion  of  bone  was  exactly  in  a position  to  woimd  the 
middle  cerebral  artery  in  the  fissure  of  Sylvius.  Unfortunately,  there 
was  not  time  enough  to  make  an  examination,  to  ascertain  whether 
such  had  been  effected.  There  were  no  evidences  of  inflammation  of 
the  dura  mater,  around  the  seat  of  the  injury. 

Treatment. — In  every  recent  accident,  a careful  search  should  be 
made  for  extraneous  substances.  If  the  surface  be  broken,  and  the 
wound  too  narrow  for  the  finger  to  be  used,  the  probe  must  be 
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employed.  When  the  injury  is  slight,  producing  no  shock,  and  only 
swelling  and  ecchymosis  of  the  integuments,  the  case  is  not  likely  to 
be  serious.  Little  is  required  externally,  and  all  that  is  necessary  is 
given  in  the  chapter  on  “ Injuries  from  Mechanical  Agents.”  But 
no  matter  how  small  the  outer  damage’  if  periorbitis  set  in,  or  cellu- 
litis, there  is  an  important  affair  that  calls  for  most  judicious  treat- 
ment. If  there  be  stunning,  that  is,  true  concussion,  or  any  mental 
aberration,  there  is  still  greater  danger.  The  treatment  of  such 
affections  of  the  head,  however,  does  not  come  within  the  scope  of  this 
work. 

Whenever  the  integument  is  cut  through,  and  there  is  the  possi- 
bility of  the  woimd  uniting  by  adhesion,  sutures  should  be  used,  and 
the  edges  most  carefully  adjusted.  Plaster  will  assist  the  process. 

Sometimes  the  wounds  are  as  clean  and  straight  as  if  inflicted  by 
a surgical  instrument,  and  it  is  these  that  give  the  quickest  and  best 
result  of  repair. 

Wounds  with  irregular  or  jagged  edges  may  quickly  unite  if 
properly  brought  together  by  sutures.  So  long  as  healthy  integument 
can  be  readily  adapted,  it  should  be  treated  with  the  object  of  getting 
primary  union,  no  matter  what  may  be  the  form  of  the  tear,  or  even 
the  extent.  If  the  edges  do  not  unite,  other  parts  may.  More  is  said 
in  detail  on  tliis  point  in  the  chapter  on  “ Wounds  of  the  Eyelids, 
and  of  the  Surrounding  Integuments.” 

There  is  no  danger  in  the  use  of  sutures.  The  supposed  disadvan- 
tage of  them  about  the  head  is  one  of  the  popular  errors  in  surgery  ; 
and  it  is  on  this  account,  that  I take  so  much  pains  to  insist  on  their 
use  by  my  house-surgeons,  as  well  as  to  point  out  their  utility  to 
those  who  attend  my  hospital  practice.  So  long  as  there  is  no  better 
means  of  accurately  adapting  wounds,  they  are  indispensable.  They 
should  not  be  allowed  to  remain  long  enough  to  act  as  setons,  but  be 
removed  sufficiently  early,  when,  in  fact,  it  is  ascertained  that  union 
is  effected,  and  at  once,  when  the  existence  of  suppuration  proves 
their  failure. 

When  sutures  are  inapplicable  from  loss  of  parts,  judicious  dressing 
can  effect  a great  deal.  By  carefully  adapting  surfaces,  and  maim 
taining  apposition  by  a thin  layer  of  cotton  wool  and  a bandage, 
some  adhesion  may  generally  be  got.  I have  seen  the  advantage  of 
this  in  wounds  about  the  eye,  even  of  an  irregular  or  ragged  form. 

It  should  ever  be  remembered  that  all  parts  of  a wound  which  do 

not  unite  by  adhesion,  can  heal  only  by  the  slow  and  disadvantageous 
suppurative  stage. 

A strip  of  integument  which  could  scarcely  unite  at  any  part  may 
be  saved,  and  made  ultimately  available,  through  supporting  its 
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vitality,  by  maintaining  it  in  the  natural  position  by  plaster  and  by 
bandage.  In  this  way  I obtained  success  in  the  case  of  a lad,  from 
whose  upper  orbital  edge  a wedge-shaped  piece  of  integiiment, 
together  with  periosteum,  containing  nearly  all  the  hairy  eyebrow, 
was  stripped  by  a blow  from  a cart  wheel.  A narrow  bandage  was 
applied,  and  the  separated  parts  were  kept  in  situation  during  the 
many  weeks  while  the  bone  was  granulating,  and  the  under  part  of 
the  strip  was  adhering.  In  the  end,  the  two  granulating  surfaces  so 
united  that  the  integument  nearly  recovered  its  wonted  place,  and  all 
the  time  the  patient  escaped  even  discomfort . 

When  the  wound  must  necessarily  be  closed  by  cicatrization,  those 
measures  must  be  adopted  that  favour  growth  in  all  living  organisms. 
Heat,  and  moisture,  and  room  for  expansion  effect  this.  At  first  a 
poultice,  and  afterwards,  when  the  desired  action  is  well  in  force, 
water-dressing,  with  wet  lint  and  oil-silk.  When  the  gramdations 
are  fully  formed,  I think  that  the  cotton  wool  and  bandage  dressing 
facilitate  the  cure.  Of  the  advantage  of  the  cotton,  and  the  mode  of 
applying  it,  an  account  is  given  in  the  treatment  of  burns  and  scalds 
of  the  eyelids. 

The  oedema  and  ecchymosis  that  usually  follow  these  injuries  are 
always  alarming  to  patients. 

Erysipelatous  inflammation,  both  of  the  skin  and  of  the  subjacent 
tissue,  is  apt  to  ensue  in  these  accidents.  It  is  unnecessary  to  speak 
of  the  treatment  of  this  disease.  All  that  I shall  say  is  to  advise  the 
evacuation  of  pus  as  soon  as  it  is  detected,  in  order  to  prevent 
sloughing  and  deformity. 

FRACTURES  OF  THE  ORBIT. 

Fractures  of  the  orbital  edge , or  extending  into  and  involving  the  walls 
of  the  orbit , whether  simple  or  compound,  are  always  dangerous  to  the 
integrity  of  the  eye,  from  direct  injury  to  the  optic  nerve,  or  to  the 
eyeball ; or  indirect  injury  to  the  nerve  and  to  the  eye,  through 
inflammation  of  the  orbital  contents  ; or  to  the  optic  nerve,  through 
lesion  of  the  brain ; or  to  the  muscles  of  the  eye,  from  direct  injury 
to  them,  or  indirect  by  paralysis.  They  are  likely  also  to  affect  the 
brain  secondarily.  Besides  partaking  of  the  general  nature  of  like 
osseous  injuries,  there  are,  moreover,  some  peculiarities  in  these  cases  i 
that  arise  out  of  the  region,  that  should  be  mentioned. 

Fractures  about  the  circumference  of  the  orbit  are  generally  the 
result  of  great  violence,  and  are,  for  the  most  part,  associated  with  an 
external  wound.  When  the  fracture  runs  across  the  frontal  sinus,  | 
the  maxillary  sinus,  or  the  ethmoidal  cells,  air  from  the  nostrils  may  I 
pass  into  the  areolar  tissue  of  the  eyelids  and  the  surrounding 
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parts.  The  appearance  of  emphysema  is  the  same  as  that  of  ordi- 
nary oedema.  To  the  touch,  it  imparts  the  feeling*  of  crepitation. 
Mention  is  made  of  an  accident  of  this  nature  in  the  Ophthalmic 
Review.  A man  was  struck  with  the  fist  on  the  temporal  side  of  the 
orbit.  Three  days  afterwards,  while  blowing*  his  nose,  his  eye  was 
qiute  driven  out  of  his  head  from  emphysema,  lie  partially  replaced 
the  eyeball,  and  the  prominence  lessened  after  that.  On  the  fifth  day 
the  upper  eyelid  was  much  swollen,  and  crepitated  distinctly  under 
the  finger.  The  vision  was  natural,  and  the  mobility  of  the  eye  was 
but  slightly  interfered  with.  There  was  evidently  fracture  by  counter- 
stroke of  the  inner  wall  of  the  orbit,  by  which  there  was  a communi- 
cation between  the  frontal  sinus,  or  the  nares  and  the  orbit. 

The  anterior  wall  of  the  frontal  sinus  is  sometimes  alone  broken, 
causing  effusion  of  blood.  It  is  only  when  the  posterior  is  fractured 
that  there  is  much  severity,  and  that  damage  is  likely  to  accrue  to 
the  brain.  In  a case  in  which  inspissated  secretion  escaped  from 
a fractured  frontal  sinus,  it  was  for  a time  supposed  that  cerebral 
matter  was  oozing  out. 

The  orbit  is  involved  in  fractiire,  running  across  the  base  of  the  skull , 
token  the  crack  extends  through  the  anterior  fossa.  With  such  an 
occurrence,  there  will  most  probably  be  extravasation  of  blood  into 
the  orbit,  or  into  the  cellular  tissue  of  the  eyelids.  It  is  by  such 
fracture  that  intercranial  aneurism  of  the  carotid  may  be  produced. 

Fractures  of  the  upper  wall  of  the  orbit , running  far  back,  or  in 
association  with  other  cranial  fracture,  may  be  complicated  with  injury  to 
the  dura  mater,  and  to  the  anterior  lobe  of  the  brain.  The  symptoms  of 
effusion  of  blood,  and,  probably,  disturbance  of  brain  function,  would 
point  to  the  nature  of  the  injury. 

Fractures  by  counter-stroke  have  been  seen  in  the  orbital  walls,  from 
blows  on  the  forehead  and  on  the  head. 


Mr.  P.  Ilewett  states  that,  in  the  year  1869,  a patient  was  admitted 
into  St.  George’s  Hospital,  whose  orbital  plate  of  the  frontal  bone  was 
fractured  from  a blow  on  the  perpendicular  portion,  without  any 
injury  whatsoever  being  perceptible  in  the  intervening  osseous  tissue. 
He  speaks  of  a similar  case,  as  recorded  by  Bover. 

The  upper  wall  of  the  orbit  may  be  fractured  by  a blow  on  the  orbital 
margin,  apparently  of  an  insignificant  nature.  I am  aware  of  three 
deaths  from  such  accidents.  This  is  the  most  recent : — A carman  was 
kicked  on  the  upper  edge  of  the  left  orbit  by  a horse,  November  9th, 
1868,  and  was  brought  to  St.  Mary’s  Hospital,  lie  walked  into  the 
ward.  My  house-surgeon  stitched  up  the  cut  in  the  integuments 
over  the  centre  of  the  upper  orbital  edge.  I saw  the  patienUhe  next 
day.  1 le  was  sensible,  and  not  in  pain.  There  seemed  to  be  a mere 
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tegumentary  wound.  I remarked  casually  to  the  students  that  such 
a case  was  never  devoid  of  danger,  and  alluded  to  the  occasional 
occurrence  of  fracture,  never  suspecting  that  it  was  present.  Twenty- 
four  hours  later,  cerebral  symptoms  set  in,  and  death  ensued  in 
two  days.  At  the  post-mortem  examination,  the  following  condi- 
tions were  found : — Clots  of  blood  beneath  the  integuments  around 
the  wound.  A fracture,  commencing  at  the  upper  and  inner 
angle  of  the  orbit,  passed  through  the  orbital  plate  of  the  frontal 
bone,  the  cribriform  plate,  and  the  lesser  wing  of  the  sphenoid.  A 
second  fracture  across  the  roof  of  the  orbit  met  this  at  a right  angle. 
The  portion  of  the  orbital  wall  thus  partially  isolated  was  driven  up, 
and  lacerated  the  anterior  lobe  of  the  left  hemisphere  of  the  brain, 
and  the  front  paid  of  the  middle  lobe. 

When  the  frontal  sinuses  are  fairly  developed,  a blow  over  one  of 
them  may  fracture  the  bone,  and  drive  it  inwards ; and  although 
there  may  be  considerable  depression  at  the  spot,  cerebral  symptoms 
may  not  occur  directly  from  the  fracture,  because  it  is  the  outer  table 
of  the  frontal  bone  that  is  damaged  and  driven  in,  the  inner  table,  the 
true  skull  cap  in  this  instance,  remaining  intact.  The  case  is  alto- 
gether different  when  fracture  occurs  before  the  sinuses  are  developed. 

Treatment. — Adaptation  of  parts,  soft  and  hard,  and  the  main- 
tenance of  adjustment,  is  practicable  in  some  cases,  particularly  when 
the  margin  only  of  the  orbit  is  involved.  The  effects  of  nice  manipu- 
lation, with  sutures,  plaster,  compresses,  and  bandages,  were  well 
shown  in  a private  patient  of  mine,  with  comminuted  compound 
fracture  of  the  nasal  bones,  the  ethmoid,  and  the  centre  of  the  frontal, 
produced  by  a violent  blow,  maliciously  given,  with  a large  and 
heavy  stick. 

After  I had  pressed  up  the  nasal  bones,  and  adjusted  the  portion 
of  frontal,  by  lint  pushed  up  within  the  nostrils,  I attended  to  the 
external  dressing,  with  sutures,  plaster,  compresses,  and  bandages. 
There  is,  of  course,  disfigurement,  but  to  the  least  degree ; and  the 
eyes  preserve  their  perfect  integrity.  Although  life  was  nearly  lost 
from  brain  symptoms,  and  depositions  were  taken  as  from  a man 
supposed  likely  to  die,  death  did  not  ensue;  and  all,  I believe, 
through  judicious  surgery  at  first. 

In  instances  of  compound  comminuted  fracture,  an  isolated 
piece  of  bone  should  not  be  removed  so  long  as  it  retains  perios- 
teal attachment.  If  it  be  ascertained  that  any  fragments  of  bone 
are  impacted,  or  any  driven  into  the  brain,  they  should,  if  possible, 

be  removed. 

If  it  were  tolerably  certain  from  symptoi 
compressed  by  any  part  of  the  upper  orbital 


is  that  the  brain  were 
wall,  and  the  displaced 
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bone  could  not  be  got  at  except  by  exploring  the  orbit,  I would 
explore,  and,  with  sufficient  encouragement,  I would  remove  the  eye, 
to  enable  the  bone  to  be  replaced. 

The  emphysema,  with  the  accompanying  protrusion  of  the  eyeball, 
which  may  ensue  when  the  inner  wall  of  the  orbit  is  fractured,  and 
which  always  causes  so  much  alarm,  is  a most  harmless  thing.  No 
active  treatment  is  needed,  and  for  the  most  part  it  may  be  left  alone, 
for  it  will  soon  subside.  Should  it  increase,  the  eyelids  must  be 
closed  with  court-plaster,  and  slight  pressure  made  with  cotton  wool 
and  a bandage  for  a few  days.  The  patient  should  abstain  from 
blowing  his  nose,  or  breathing  violently.  As  soon  as  rejiair  sets  in, 
the  aperture  by  which  the  air  can  escape  is  closed. 

All  extraneous  substances  should  be  removed.  If  their  presence  be 
even  suspected,  they  should  be  sought  after. 

Abscesses  should  be  opened  directly  that  they  are  detected,  and 
exploration  made,  if  it  be  probable  that  one  has  formed.  The  advan- 
tage of  this  judicious  seeking  is  told  by  Mr.  J.  Hilton,  in  his  book  on 
“The  Influence  of  Mechanical  and  Physiological  Rest.”  This  sur- 
geon had  under  his  care,  in  Guy’s  Hospital,  a patient,  with  fracture 
at  the  base  of  the  skull,  extending  across  the  posterior  part  of  the 
orbit.  After  a little  time,  the  soft  parts  of  the  orbit  swelled,  and 
the  eyeball  protruded.  Vision  became  extinct,  and  there  was  much 
pain  in  the  orbit,  and  constitutional  disturbance.  In  the  expectation 
of  finding  blood  or  pus  deep  in  the  orbit,  he  divided  the  upper  eyelid 
with  a lancet,  and  then  passed  a grooved  probe  towards  the  apex  of 
the  orbit.  As  a little  pus  was  visible  in  the  groove,  he  introduced,  by 
the  guide  of  the  probe,  the  blades  of  a small  pair  of  dressing  forceps, 
and  opened  an  abscess  by  expanding  the  forceps.  There  was  a free 
discharge  of  pus;  the  patient  was  relieved  of  his  distress;  the 
amaurosis  disappeared  ; and  recovery  ensued  without  further  aid. 

Acute  necrosis  may  occur  in  any  case  of  fracture.  The  appearances 
of  the  part  are  unmistakeable  by  those  who  are  accustomed  to  treat 
compound  fractures  of  the  limbs.  Much  swelling,  with  diffused  red- 
ness, great  pain,  constitutional  disturbance,  and,  if  the  fracture  be 
compound,  unhealthy  edges  and  dark-coloured  and  unhealthy  pus, 
more  like  yeast  than  pus,  will  declare  its  existence.  The  sooner  the 
dead  bone  is  removed  the  better.  Incisions  may  be  necessary. 

Remarkable  recoveries  have  followed  orbital  fractures.  Sometimes 
cerebral  matter  has  escaped ; sometimes  large  portions  of  the  orbit 
have  exfoliated,  including  the  greater  part  of  the  orbital  wall. 

Paralysis  of  some  of  the  orbital  muscles  may  ensue,  according  as 
there  is  damage  directly  to  the  muscle,  or  to  its  motor  nerve. 

A piece  of  bone  may  be  severed,  and  hang  in  the  partially  detached 
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integument.  Even  then,  the  approximation  of  parts  is  to  he  carried 
out.  This  principle  lias  been  fully  established  by  many  of  the 
modern  operations  in  general  surgery,  of  which  that  of  Pirogoff  is 
the  best  illustration.  But  the  propriety  of  so  doing  dates  much 
further  back,  in  a valuable  exemplification  of  the  practice,  as  quoted 
by  Dr.  Mackenzie,  from  the  memoirs  of  a French  Society.  A wound 
was  received  from  a cutting  instrument,  and  extended  obliquely,  from 
the  upper  part  of  the  left  temporal  fossa  across  the  root  of  the  nose, 
to  the  right  canine  fossa.  The  divided  skin,  muscles,  nerves,  and 
arteries  hung  over  the  cheek,  in  which  were  also  present  a portion  of 
the  orbital  arch  of  the  frontal  bone,  together  with  the  external  angular 
process,  so  that  the  cavity  of  the  cranium  was  laid  open,  as  well  as 
that  of  the  orbit,  whereby  the  brain  and  the  globe  of  the  eye  were 
exposed  to  view.  The  brain  was  unhurt  and  so  was  the  eye,  and  all 
of  its  parts,  except  the  levator  palpebrse.  An  injudicious  surgeon 
put  linen  with  cerate  between  the  wound  ; M.  Bibes,  who  soon  after- 
wards saw  the  patient,  removed  the  linen,  and  brought  the  edges  of 
the  wound  accurately  together.  In  six  weeks  the  patient  was  cured, 
without  fever  or  suppuration.  Yision  was  destroyed,  and  the  eye 
subsequently  shrank. 

Injuries  to  the  nerves  connected  with  the  eye,  from  orbital  and  cranial 
fractures. — Damage  to  the  orbital  nerves  from  fracture  of  the  bone, 
has  been  alluded  to,  yet  something  special  remains  to  be  said. 

The  optic  nerve  may  be  completely  tom  across  in  an  orbital  frac- 
ture, when  blindness  would  be  instantaneous.  It  may  also  be  pressed 
on  by  a fragment  of  bone  at  some  distance  from  the  optic  foramen. 
A patient  admitted  into  St.  Greorge’s  Hospital,  with  fracture  and 
depression  of  the  parietal  bone,  was  blinded  by  the  accident.  At  a 
post-mortem  examination,  it  was  discovered  that  the  optic  nerves  were 
pressed  upon  by  a fractured  portion  of  the  sphenoid  bone. 

Mr.  Prescott  ITewett  says  that  he  has  several  times  seen  in  sei  ere 
injuries  of  the  head,  and  especially  about  the  orbits,  the  neurilemma 
of  the  optic  nerve  distended  with  blood,  the  nerve  fibrils  being 
neither  torn  nor  injured. 

Although  the  third  pair  of  nerves  is  less  liable  to  injury  from 
fractures,  it  may  suffer  from  the  pressure  of  clots  of  blood  produced  b\ 
such  accidents.  Paralysis  has  been  induced  by  a clot  lying  m the 
space  between  the  crura  cerebri. 

A case  of  ptosis  of  the  left  upper  eyelid,  connected  with  pressure  j 
the  inferior  surface  of  the  left  hemisphere  of  the  cerebrum,  has 


on 


been  recorded  by  Sir  B.  Brodie,  the  pressure  being,  as  he  says,  so 
situated  as  to  affect  the  nerve  of  the  third  pair,  immediately  behind 
the  cavernus  sinus.  The  partial  paralysis,  as  exemplified  in  a case 
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I such  as  the  above,  is  particularly  alluded  to  in  the  chapter  on  “ The 
I Paralytic  Affections  of  the  Eye.” 

Paralysis  of  the  ophthalmic  division  of  the  fifth  nerve,  has  been 
I noticed  several  times  in  orbital  injuries,  and  in  injuries  of  the  head 
1 alone,  and  also  in  connection  with  injury  to  other  cerebral  nerves. 
I It  would  seem  as  if  the  nerve  suffers  sometimes  from  pressure  of  a clot, 
I sometimes  from  pressure  of  the  fractured  bone,  and  sometimes  from 
injury  to  the  nerve  substance.  So  it  is  that  the  paralysis  manifested 
I in  loss  of  sensation  may  disappear  in  a few  weeks,  or  may  never  be 
I recovered  from.  The  influence  that  the  paralysis  may  have  on  the 
I cornea  is  spoken  of  in  the  chapter  above  alluded  to. 

The  sixth  nerve,  from  its  filament-like  form,  and  its  position,  in  a 
I groove  on  the  superior  border  of  the  petrous  portion  of  the  frontal 
) bone,  is  very  liable  to  be  torn  across  in  a fracture  of  the  bone.  The 
I symptom  would  be  internal  squint. 

INCISED  WOUNDS  OF  THE  ORBIT. 

These  are  very  rare.  I have  seen  only  one  example.  A gentle- 
| man  was  cut  obliquely  across  the  upper  edge  of  the  orbit  with  a 
I sword,  the  bone  being  cleft.  The  eyeball  was  uninjured.  This  was 
• one  of  many  cuts  about  his  face  in  a murderous  attack  on  him. 
I The  orbit  has  been  completely  laid  open  by  a sabre  cut,  so  that  its 
■ contents  were  exposed  to  view.  The  frontal  bone  and  the  brain  have 
I been  divided  down  to  the  eyes. 

Treatment. — The  correct  practice  is  to  bring  all  the  divided  parts 
| together,  and  to  maintain  them  in  apposition  by  suture  and  by 
bandage,  mid  thereby  to  endeavour  to  secure  union.  So  far  as  the 
f bone  is  concerned,  it  is  in  no  worse  a condition  than  in  an  ordinary 
I compound  fracture. 


GUNSHOT  INJURIES  OF  THE  ORBIT. 

These  comprise  injuries  from  shot  and  shell,  from  splinters,  and 
I damage  from  any  kind  of  firearms. 

I Wounds  received  in  this  tea//,  and/or  the  most  part  in  tear,  are  remark- 

\ahle  f°r  their  greater  irregularity,  extent,  and  depth,  and  still  more  for 
■ their  injurious  effects. 

Almost  every  conceivable  bind  of  accident  has  been  produced  and 
bronicled.  A portion  of  the  eyeball  has  been  shot  away  without 
any  damage  to  the  eyelids,  or  to  the  surounding  parts.  The  eyeball 
has  been  tom  from  its  socket,  with  more  or  less  injury  to  the  orbital 
appendages.  It  has  been  drilled  by  a bullet.  It  has  been  reduced 
o mere  shreds.  One,  and  both  optic  nerves  have  been  cut  across  by 
outlets  traversing  both  orbits  at  the  same  time. 
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The  bullet  may  strike  the  eyeball  directly  and  lodge  in  the  brain. 

The  whole  of  the  contents  of  the  orbit,  with  the  outer  wall,  may  be  : 
swept  away. 

In  a patient  of  mine  at  St.  Mary’s  Hospital,  the  eyeball,  the  outer 
wall  of  the  orbit,  and  the  lower,  were  removed  in  as  clean  a manner 
as  if  by  a surgical  operation.  In  another,  at  the  same  institution, 
both  orbits,  with  the  nose,  and  the  entire  upper  jaw,  were  completely 
shot  away  by  a fowling  piece. 

It  is  the  circumference  of  the  orbit  that  is  most  frequently  damaged, 
and  the  upper  and  outer  angle  more  than  any  other  part. 

The  position  in  which  a person  shot  is  standing  determines  the 
direction  that  the  projectile  takes  ; a knowledge  of  this  is,  therefore, 
important. 

The  bullet  that  enters  the  orbit  obliquely,  although  it  generally 
destroys  the  eye,  is  not  likely  to  enter  the  brain. 

The  bullet  that  passes  in  a transverse  direction  through  one  or  both 
of  the  orbits,  and  damages  the  cribriform  plate  of  the  ethmoid, 
generally  causes  death  from  the  shock,  or  subsequently  ii  om  mflam 
mation  of  the  brain. 

Bullets  have  often  been  lodged  in  the  frontal  simis,  when  the  inner 
table  of  the  skull  has  generally  been  fractured. 

The  course  that  bullets  take  is  generally  irregular,  devious,  as 
Henner,  the  greatest  of  all  our  writers  on  military  surgery,  calls  it, 
to  such  an  extent,  indeed,  as  to  cause  astonishment.  A surgeon 
should  ever  bear  this  in  mind.  It  is  mentioned  in  the  Edinburgh 
Medical  Journal,  that  during  the  late  Indian  war,  a private  was 
struck  in  the  right  eye  by  a bullet,  which  was  subsequently  iemo\  ed  j 
from  the  back,  between  the  edge  of  the  right  scapula  and  the  vertebral 
column.  This  man  lived  some  weeks  after.  Dissection  of  his  body 
showed  that  the  ball  had  traversed  the  inferior  paid  of  the  orbit  and 
the  base  of  the  skull,  then  passed  out  of  the  skull  in  front  of  the 
foramem  magnum,  entered  the  neck,  and  rested  in  the  back. 

The  bullet  has  entered  the  eye,  and  come  out  in  front  of  the  corre- 
sponding ear.  In  another  case,  it  entered  the  right  eye,  and  passed  out 
of  the  left  ear.  Pages  might  be  filled  with  these  astonishing  effects.  I 
The  bullet  may  enter  the  face,  and  lodge  in  the  eye,  or  in  the  orbit. 

The  course  of  a bullet  that  has  entered  the  eye  cannot  always  be 
determined.  This  is  in  accordance  with  the  ride  of  irregular  transit, 

which  has  been  spoken  of.  J 

Hemorrhage  is  not  common  in  these  gunshot  wounds , unless  produced 

by  grape-shot  or  fragments  of  shells.  Dr.  Browne,  of  Belfast,  met 
with  an  example  to  the  contrary  during  the  Belfast  riots.  A girl  was 
shot  in  the  eye,  and  brought  to  the  hospital  in  a state  of  great  prostra- 
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tion  from  loss  of  blood.  Besides  this,  she  vomited  an  astonishing 
amount  of  coagulated  blood.  The  ball  could  not  be  found.  As  the 
bleeding  seemed  to  come  chiefly  from  the  posterior  nares,  it  was  sup- 
posed that  the  ball  might  have  lodged  in  that  direction. 

There  is  seldom  immediate  pain  from  gunshot  wounds. — This  is  a well- 
known  fact.  I have  noticed  it  in  many  cases  in  general  surgery  that 
I have  had  both  in  public  and  private  practice.  I arrived  in  Belfast 
just  after  one  of  the  violent  religious  riots,  and  saw  many  men  with 
bullet  wounds  in  various  parts  of  their  body,  and  they  all  declared 
they  scarcely  knew  that  they  had  been  struck.  A man  who  had  a 
bullet  lodged  in  the  lower  part  of  his  tibia,  said  that  he  felt  only 
a little  stinging  sensation  when  the  injury  was  received,  and  did  not 
know  that  he  was  shot  until  he  saw  the  blood  running. 

Those  who  desire  more  information  on  this  subject  should  consult 
the  works  on  military  surgery  which  have  appeared  in  this  country 
and  abroad.  An  amazing  amount  of  information  has  been  gathered 
and  published. 

It  would  be  a waste  of  time  to  give  in  detail  the  symptoms  that 
ensue  on  these  injuries.  The  nature  of  the  accident  is  clear,  and  the 
local  and  the  general  effects  are  just  what  would  follow  a like 
mechanical  injury  elsewhere,  with  the  addition  of  high  inflammatory 
symptoms,  great  swelling,  and  much  pain.  The  liability  to  cerebral 
complication  is  the  special  point  worthy  of  notice,  for  after  all,  the 
great  danger  arises  either  from  lesion  of  the  brain,  or  disturbance 
of  it  and  its  membranes.  This  may  be  primary,  or ? secondary  ; 
if  primary,  from  extravasation  of  blood,  or  from  a part  of  the  orbit, 
or  a splinter  of  the  bone,  having  been  driven  inwards,  and  compress- 
ing the  brain,  or  from  the  missile  entering  the  brain;  if  secondary, 
from  cerebral  inflammation.  The  mere  fracture  of  bone  seems  of 
trifling  consecpience.  Wounds  about  the  region  of  the  face  not 
implicating  the  brain,  are  not  often  fatal,  nor  can  they  even  be 
considered  to  be  highly  dangerous.  Among  the  privates  in  the 
Crimean  war  there  were  751  examples  of  this  injury,  only  eighteen  of 
which  terminated  fatally.  One  was  from  tetanus,  two  from  inflam- 
mation of  membranes  of  the  brain  where  the  eye  had  been  destroyed 
and  two  from  the  same  cause  where  the  eye  had  not  been  touched 

. The  tendency  to  necrosis  when  any  of  the  orbital  bones  have  been 
injured  is  imminent. 

It  could  answer  no  useful  purpose  to  quote  any  of  the  curious 
■eirciimstances  not  directly  of  a practical  surgical  nature,  attaching 
Ito  this  class  of  accident,  such  as  the  tooth  of  a soldier  being  found 

ln  hls  c°mrade  s eye,  and  so  forth.  These  are  more  fitted  for  the 
imusement  of  the  general  reader  in  popular  writing. 
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Treatment. — To  go  into  this  comprehensively,  and  to  give  consti- 
tutional measures  is  out  of  the  question,  on  account  of  the  extent  of 
the  subject.  Besides,  it  does  not  fall  within  the  domain  of  this  book. 
It  is  sufficient  to  speak  of  topical  treatment. 

Extraneous  substances  should  be  sought  for  and  removed.  An 
earnest  endeavour  should  be  made  to  discover  the  bullet  or  the 
fragment  of  shell,  or  any  body  which  may  be  present,  by  careful 
exploration. 

The  presence  of  something  from  without  may  be  suspected  if  the 
eyeball  should  protrude,  and  inflammation  and  suppuration  of  the 
wound  supervene.  If  the  eye  be  not  destroyed  for  visual  purposes, 
a most  unlikely  occurrence,  an  attempt  should  be  made  to  remove 
whatever  may  be  there,  and  to  preserve  vision.  But  if  it  be  spoiled, 
extirpation  should  at  once  be  performed,  to  facilitate  the  search. 

Fortunate  extraction  does  not  always  rid  the  patient  from  bad 
symptoms,  because  there  may  ensue  all  the  troubles  of  acute  inflam- 
mation in  which  the  eyeball  participates.  Inflammation  of  the  brain 
may  supervene.  Sudden  death  even  has  followed  these  acts  of 
surgery. 

Any  lacerated  and  hanging  portion  of  the  eyeball  should  be  at  once 
excised.  If  in  consequence  of  the  extent  to  which  the  tunics  have 
been  torn,  there  be  no  chance  of  saving  a stump,  on  which  an  arti- 
ficial eye  can  rest,  the  operation  of  extirpation  should  be  performed. 

Bullets  that  have  been  left  in  the  orbit  from  oversight,  or  because 
their  exact  positions  were  not  known,  or  because  their  removal  would 
be  attended  with  immediate  risk  to  life,  generally  set  up  irritation, 
produce  necrosis  of  the  bones,  and  escape  in  different  situations. 
Some  pass  through  the  maxillary  antrum  into  the  fauces,  and  others 
through  the  spheno-maxillary  fissure.  Troublesome  sinuses  almost 
invariably  follow  this  natural  expulsion.. 

If  the  presence  of  a ball  be  suspected  in  the  frontal  sinus,  the 
trephine  should  be  applied.  It  may  be  necessary  also  to  trephine 
the  inner  table  of  the  sinus,  an  operation  which  may  be  performed 
with  most  safety  by  using  the  smallest  trephining  instrument.  It 
would  seem  that  fistula  does  not  ensue  from  the  application  of  the 
trephine  in  this  region. 

What  has  been  said  in  the  last  section  against  the  hasty  removal 
of  comminuted  bone,  applies  equally  here.  Shattered  bones  of  the 
face  frequently  unite  by  virtue  of  their  great  vascularity.  I 

There  are  peculiar  secondary  dangers  attaching  to  gunshot  wounds, 
dangers  arising  from  secondary  haemorrhage  and  constitutional 
disease,  when  sloughs  begin  to  separate.  It  is  at  this  time  that  the 
wound  should  be  carefully’  and  daily  inspected,  to  ascertain  if  there 
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be  any  exfoliated  bone  or  extraneous  material  which  cannot  escape 
and  is  keeping  up  irritation.  There  should  be  no  hesitation  in 
making  free  incisions  for  removing  anything  that  offends. 

In  the  case  of  Moss,  the  baker,  who  was  shot  by  Cooper,  the  last 
highwayman  who  was  hanged  at  Newgate,  there  was  very  little 
suffering  of  any  kind  till  about  the  eighth  day,  when  the  violent  local 
disturbance  and  general  fever  seemed  certain  to  destroy  life.  While 
syringing  out  the  wound,  I detected  a blade  of  grass.  I imme- 
diately made  an  incision  in  the  direction  from  which  it  was  drawn, 
and  removed  a bunch  of  grass  blades,  which  proved  to  be  the  wad- 
ding that  the  murderer  had  rammed  over  the  bullet.  Recovery 
commenced  from  that  moment  and  proceeded  uninterruptedly. 

Pus  will  in  all  probability  form  as  an  abscess  in  the  tissues  around 
the  wound,  and  should  be  evacuated  as  soon  as  detected.  This  is, 
in  practice,  an  essential  point  which  is  too  commonly  neglected. 

It  is  now,  too,  that  a secondary  search  should  be  made  for  bone  that 
ft  may  be  depressed,  and  for  pieces  that  may  be  quite  detached.  That 
i which  is  driven  in  should  be  raised,  that  which  is  completely  sepa- 
I rated  should  be  removed. 

The  most  careful  surgical  dressing  is  required  when  the  process 
I of  repair  sets  in,  consisting  chiefly  of  cleanliness  and  approximation 
of  paits,  by  plaster  and  by  bandage,  so  as  to  facilitate  healing,  and 
. to  lessen  deformity.  The  after-condition  of  a part  is  favourably 
f influenced  in  a high  degree  by  such  judicious  manipulation. 

< Recovery  often  takes  place  under  apparently  most  discouraging 
f circumstances.  It  has  ensued  after  a considerable  portion  of  the  face 
f has  been  lost  along  with  the  floor  of  the  orbit.  Even  when  it  has 
- been  necessary  to  remove  the  roof  of  the  orbit,  death  has  not  fol- 
v lowed.  The  loss  of  a portion  of  the  bones  of  the  orbit,  or  even 
i the  whole  of  them,  does  not  necessarily  destroy  life.  There  is  an 
I instance  reported,  in  the  treatment  of  malignant  affections  of  the  eye, 
j of  complete  exfoliation  of  the  orbit,  without  any  bad  results.  I 
I believe  that  not  to  be  the  only  case  of  the  kind  on  record. 

When  the  hall  is  lodged  in  the  brain,  immediate  death  generally 
• ensues,  yet  occasionally  a-long  time  may  elapse  before  there  is  any  head 
(symptom.  It  is  supposed  that  in  one  or  two  oases  no  ill  effects  arose 
I ltecovery  has  many  times  followed,  even  when  the  orbital  wound 
( has  been  attended  with  loss  of  cerebral  substance.  This  is  no  more 

Uhan  is  sometimes  seen  in  head  injuries,  of  which  full  notice  is  taken 
7 m works  on  general  surgery. 


Wound,  received  during  sport  being  generally  produced  by  small 

! Sh0  > ”lJ  m,ll0tol  at  a Iol'f?  are  the  least  severe.  So  far  as  the 

t eyeball  proper  is  concerned,  the  subject  is  treated  of  elsewhere,  in  the 
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chapter  on  “ Injuries  from  Mechanical  Agents.”  All  that  is  said 
here,  applies  to  the  orhit. 

Shots  imbedded  in  the  orhit  may  cause  neuralgia  for  any  length 
of  time.  The  pain  may  he  the  only  evidence  of  their  presence. 

Shots  that  have  been  encysted  for  years  may  at  last  he  a source  of 
disturbance,  and  demand  removal.  It  has  fallen  to  my  lot  to  extract 
many  under  these  circumstances. 

Displacement  laterally,  of  the  eyeball,  with  more  or  less  of  loss  of 
motion,  may  ensue,  in  consequence  of  damage  to  the  motor  appa- 
ratus, directly  to  the  muscles,  or  indirectly  to  the  nerves. 

Treatment. — Small  shot  more  frequently  stick  in  the  skin  than  pass 
• beyond  it.  When  they  can  be  felt,  their  removal  should  at  once  he  j 
undertaken.  If  a patient  be  seen  directly  after  the  injury  is  received, 
and  they  cannot  be  detected  by  a superficial  examination,  the  shot 
holes  should  be  explored,  and  if  the  probing  be  successful  the  shots 
should  be  removed,  no  matter  how  deep  they  may  seem  to  lie. 

AVlien  shots  cannot  be  detected  in  the  soft  pails  by  the  finger, 
nor  with  the  probe,  there  should  not  be  any  further  attempt  made  , 
to  find  them.  If,  however,  it  be  at  all  likely  that  they  are  imbedded 
in  the  bone,  a search  should  be  made  for  them,  as  if  there,  in  all 
likelihood  they  will  cause  necrosis,  or  exostosis. 

PENETRATING  WOUNDS  WITHIN  THE  MARGIN  OF  THE  ORBIT. 

The  effect  of  these  may  be  very  slight,  or  of  the  most  serious 
nature,  according,  for  the  most  part,  to  the  nature  of  the  injuring 
body,  and  the  course  it  takes.  AVhen  there  is  doubt  respecting  the  j 
damage  that  has  been  done,  the  patient  should  be  kept  very  quiet  ■ 
and  watched,  till  past  that  period  at  which  it  is  unlikely  that  any  j 

untoward  circumstances  will  occur. 

A mere  puncture  generally  matters  nothing,  even  although  it  he  | 
deep,  so  long  as  its  course  is  confined  to  interspaces  of  important  j 
parts.  The  surgeon  often  makes  cautious  exploring  punctures  with  l 
full  impunity.  The  cause  of  danger  consists  in  injury  to  the  eyeball  I 
or  to  its  appendages,  and  therefore  bears  -some  ratio  to  the.  depth  j 
of  the  wound  and  to  its  obliquity.  Orbital  cellulitis  may,  it  is  true,  j 
arise  from  the  slightest  injury  of  this  nature,  and  therefore  it  can  ^ 
never  be  said  that  danger  is  altogether  absent. 

Hemorrhage  and  extravasation  of  blood  in  the  orbital  t issues  may  j 
ensue,  and  protrude  the  eye,  sometimes  considerably. 

The  eyeball  itself  seldom  gets  wounded  laterally,  because  it  is  hard,  j 
and  suspended  in  such  a nicely-balanced  manner  in  the  midst  of  I 
yielding  materials,  that  it  is  quickly  thrown  sufficiently  aside  when* 
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touched.  Its  rotatory  motion  serves  too  for  its  protection.  But,  it  is 
sometimes  hurt,  the  sclerotica  being  ruptured  or  merely  pierced.  The 
effect  of  the  one  or  the  other  is  soon  manifested. 

Damage  to  a muscle,  or  to  a nerve  supplying  it,  may  be  attended  by  loss 
of  motion  in  that  muscle,  as,  for  instance,  the  levator  palpebrae ; or  loss 
of  motion  in  the  eyeball,  as  when  one  of  the  recti,  or  one  of  the 
oblique  muscles  is  lnut ; and  the  nature  of  the  injury  would  always 
be  apparent.  Examples  are  common  enough.  This  explains  the 
squinting  inwards,  or  the  squinting  outwards  that  not  unfrequently 
follows  a punctured  wound  received  by  accident. 

T et  it  must  be  pointed  out  that  loss  of  action  does  not  invariably 
happen.  Perfect  recovery  does  sometimes  occur  after  a muscle  has 
been  nearly  tom  through.  At  first  there  is  deficiency  of  power,  and 
the  defect  gradually  disappears. 

Damage  to  the  ciliary  nerves,  and  to  the  optic  nerves,  is  always  shown  in 
the  state  of  the  pupil,  and  in  that  of  vision.  Lesion  of  the  former  would 
produce  impairment  of  sight,  with  dilatation  of  the  pupil ; lesion  of 
the  latter  would  affect  the  sight  alone.  Ophthalmoscopic  symptoms 
would  be  added  if  the  optic  nerve  shoidd  suffer. 

Fracture  and  displacement  of  the  orbital  walls,  are  the  worst  complica- 
tions of  this  accident;  and  the  magnitude  of  the  evil  depends  on  which 
of  the  Avails  is  penetrated. 

The  outer  Avail  generally  escapes  these  states,  because  of  its  hard- 
ness. 

The  loAver  wall  generally  gets  free,  because  of  its  position ; very 
few  thrusts  being  received  from  above. 

The  inner  Avail  is  readily  broken ; but  immediate  bad  effects  Avoidd 
scarcely  arise  from  fracture  or  puncture  of  the  ethmoid  bone  about  its 
body.  The  cribriform  plate  Avould  be  readily  pierced  by  an  oblique 
wound,  and  the  brain  entered. 

The  upper  Avail  can  seldom  be  broken  without  severe  effects  fol- 
loAving  either  at  once,  or  remotely,  on  account  of  the  brain  resting  on 
it,  and  participating  in  the  injury.  Very  slight  force  will  effect 
fracture,  and  even  penetration,  especially  if  the  intruding  body  be 
sharp-pointed,  because  of  the  thinness  of  the  bone,  which,  in  parts, 
does  not  exceed  that  of  ordinary  Avriting-paper. 

Of  course,  the  brain  maybe  reached  through  the  sphenoidal  fissure, 
Avithout  any  part  of  the  orbital  wall  having  been  touched.  I have 
collected  several  cases  of  such  accidents  ; in  all  of  them,  death  lias 
been  instantaneous. 

If  there  be  no  symptoms  after  the  receipt  of  the  injury,  it  cannot 
be  told  that  an  orbital  Avail  lias  been  fractured;  but  there  may 
be  strong  suspicion,  suggested  by  a knowledge  of  the  direction 
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of  the  wound,  and  other  circumstances  connected  with  the  injury, 
such  as  the  state  of  the  instrument  which  has  penetrated,  the  force 
employed,  &c. 

When  the  upper  wall  has  been  fractured,  and  the  bone  driven  up, 
the  symptoms  may  be  immediate,  such  as  fainting,  vomiting,  coma, 
or  paralysis ; or  convulsions  from  extravasation  of  blood ; or  instan- 
taneous death. 

But  although  death  may  be  sudden,  and  without  any  premonitory 
symptoms,  it  is  not  always  immediate.  This  has  long  been  know, 
and  many  examples  published.  The  most  remarkable  is  that  quoted 
by  Mackenzie.  A man  who  was  wounded  by  a sword  in  the  orbit, 
feeling  no  inconvenience,  thought  that  he  was  not  much  hurt ; he 
covered  the  aperture  with  plaster,  walked  two  leagues,  and  ate  and 
drank  heartily  with  his  companions.  Next  morning  he  was  found 
dead.  An  examination  showed  that  the  sword  had  penetrated  to 
his  cerebellum. 

A case  of  death  in  a child,  from  the  penetration  of  the  upper  orbital 
wall  by  a blacklead  pencil,  is  published  by  Mr.  P.  Hewett,  in  the 
“ Pathological  Transactions,”  At  first,  brain  symptoms  were  absent. 
Much  force  was  required  to  extract  the  pencil.  On  the  sixth  day,  she 
started  often,  kicked  the  bed-clothes,  and  screamed  when  moved. 
Then  followed  trismus,  difficult  breathing,  and  convulsive  movements. 
Death  ensued  on  the  seventh  day.  Beneath  the  arachnoid  membrane, 
on  the  surface  of  the  hemisphere,  was  an  extensive  effusion  ot  greenish- 
yellow  lymph  and  serum,  with  other  morbid  changes.  Over  the 
orbit,  the  brain  had  suppurated.  The  roof  of  the  orbit  was  much 
fractured.  When  the  eyeball  was  pressed,  pus  flowed  from  the  orbit 
to  the  cranium. 

Or  the  symptoms  may  be  secondary,  from  cerebral  irritation ; or 
there  may  be  fever  and  delirium,  from  inflammation  ot  the  brain 
and  its  membranes ; rigors,  and  coma,  from  abscess  ot  the  brain. 
Caries  of  the  bone,  and  exfoliation  may  ensue. 

Even  in  death  from  secondary  effects,  it  is  often  not  known  that 
the  brain  has  been  injured,  till  the  post-mortem  reveals  the  fact.  In 
some  of  these,  the  symptoms  have  not  set  in  for  days.  Many 
examples  of  this  kind  are  on  record.  What  stronger  evidence 
can  there  be  of  the  danger  of  these  accidents,  the  uncertainty  of 
the  prognosis,  and  the  necessity  for  surgical  watchfulness  in  the  care 

of  them?  . . , , 

The  first  accident  that  came  under  my  notice  m connection  with  the 

eye  was  a penetrating  orbital  wound,  attended  with  immediate  death. 
Two  boys  were  playing ; one  locked  the  other  in  the  bed-room. 
While  the  incarcerated  one  was  peeping  through  the  key-hole,  the  boy 
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outside  thrust  a large  packing-needle  at  him  through  it;  the  needle 
penetrating  his  orbit,  entered  the  brain,  and  caused  immediate  death. 

Treatment. — The  first  and  natural  thing  to  be  done  is  to  remove 
the  object  that  has  penetrated  ; and  this  is  what  any  intelligent 
bystander  would  do,  whether  professional  or  not.  But  this  may  not 
always  be  an  easy  matter  to  accomplish.  In  the  celebrated  case  of 
the  Duke  of  Guise,  the  lance  entered  above  the  eye,  passed  out 
between  the  ear  and  the  nape  of  the  neck,  fracturing  the  orbit,  and 
tearing  the  soft  parts ; and  it  stuck  so  fast  that  it  was  necessary  to 
procure  a farrier’s  pincers  to  pull  out  the  broken  piece. 

The  same  care  should  be  taken  of  the  patient  in  every  case  which 
seems  at  all  serious,  as  if  he  had  received  an  external  fracture  of  his 
skull,  without  acute  symptoms.  He  should  be  put  to  bed,  and  every 
symptom  most  carefully  watched,  so  that  the  earliest  indication  of 
danger  may  be  noticed  and  attended  to.  In  order  to  secure  perfect 
rest  of  the  eye,  and  to  limit  its  movements,  it,  as  well  as  its  fellow, 
had  better  be  closed  for  a few  days  with  strips  of  court-plaster. 

llespecting  the  propriety  of  attempting  to  elevate  depressed  bone, 
or  to  remove  any  bit  of  it  that  is  injuriously  acting  on  the  brain, 
there  would,  perhaps,  be  a difference  of  opinion  among  surgeons.  My 
feeling  is  not  to  condemn  interference.  What  I said  at  the  end  of 
a foregoing  section,  about  the  treatment  of  fractures  at  the  circum- 
ference of  the  orbit,  applies  here  also. 

For  the  general  treatment,  it  is  unnecessary  to  give  directions,  as  it 
differs  in  no  wise  from  that  required  for  an  ordinary  fracture  of  the 
skull. 
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This  classification  is  meant  to  apply  to  bodies  that  are  so  much 
within  the  orbit  as  to  be  concealed  from  view.  It  necessarily  includes 
two  states,  the  impaction  of  a part  of  the  body  in  the  bone,  and  its 
position  among  the  soft  parts  only.  But  no  one  can  tell  where  a 
thing  actually  lies  or  how  far  it  has  gone.  Brain  symptoms  wonld 
induce  the  suspicion  of  the  roof  of  the  orbit  being  penetrated. 

It  is  sometimes  in  the  first  instance  difficult  to  decide,  sometimes 
impossible,  from  the  external  condition  of  the  eye,  as  to  whether  any 
foreign  body  has  really  entered  the  orbit  or  not,  even  although  the 
person  be  seen  very  soon  after  the  accident.  A punctured  wound  in 
the  skin  is  always  small  in  relation  to  the  body  that  has  penetrated,  on 
account  of  the  cuticular  elasticity.  The  swelling  which  may  quickly 
ensue  would  always  render  the  aperture  less  distinct.  In  the  absence 
then  of  any  marked  external  evidence,  and  of  symptoms  of  any  kind 
to  assist  in  the  diagnosis,  a body  which  has  been  driven  in  may  be 


72 


DISEASES  OF  THE  OR  MIT,  ETC. 


temporarily  overlooked,  even  indeed  when  it  must  have  transfixed 
the  one  or  the  other  of  the  orbital  walls,  and  lie  partly  in  the  orbit, 
and  partly  in  some  surrounding  region,  usually  called  cavity.  The 
two  following  and  most  remarkable  cases  illustrate  this,  and  they 
settle  it  as  a fact  for  ever. 

An  old  man,  turned  seventy-three  years  of  age,  being  drunk,  fell 
downstairs  some  time  in  the  last  few  days  of  May.  He  injured  the 
nasal  side  of  the  right  eye,  and  bled  very  freely  from  the  wound ; 
but  he  did  not  seek  medical  aid  till  the  1st  of  June,  when  he  went  to 
Mr.  A.  Clarke,  of  Gloucester,  who  found  a ragged  conjunctival 
woimd,  and  much  swelling  of  the  eyelids.  The  patient  presented 
himself  at  intervals  until  the  6th  of  June,  when  Mr.  Clarke  dis- 
covered the  presence  of  a piece  of  iron  in  the  wound,  which  he  seized 
with  forceps  and  commenced  to  withdraw.  By  using  considerable 
force,  and  after  much  time,  he  removed  the  entire  shaft  of  a cast-iron 
liat-peg,  measuring  three  inches  and  three-tenths  in  length,  and 
weighing  twenty-five  scruples  (Fig.  30).  On  further  inquiry,  Mr. 


Fig.  30. 


Clarke  found  that  this  hat-peg  had  been  one  of  a row  screwed  to  the 
wall  near  the  bottom  of  the  staircase ; so  that  the  man  must  have 
fallen  upon  the  end  of  the  peg  and  broken  it  by  his  momentum  after 
it  had  become  completely  buried  in  his  orbit.  The  base  of  the  hat- 
peg  was  still  in  its  place  in  the  row,  and  presented  a recently  frac- 
tured surface  fitting  accurately  to  that  of  the  portion  removed  from 
the  patient. 

When  the  question  arose  with  regard  to  the  exact  period  of  impac- 
tion, no  one  could  answer  it.  There  were  the  seven  days  during 
which  the  patient  had  been  under  medical  observation ; but  he  could  j 
not  remember  on  what  day  of  the  week  he  fell  down,  and  could  only 
say  that  it  was  four  or  five  days  before  he  went  to  the  doctor ; but  it  '1 
may  be  presumed  that  the  actual  period  of  impaction  was  between 
ten  and  twenty  days.  Recovery  ensued  without  a single  unfavour- 
able symptom.  Vision  and  the  movements  of  the  eye  were  unim- 
paired, and  the  lacrymal  apparatus  was  perfect. 

Mr.  Carter,  who  examined  the  man  on  the  12th  of  November,  • 
says  : “ The  hat-peg  appears  to  have  lacerated  the  conjunctiva  of  the 
o-lobe  a little  to  the  inner  side  of  the  cornea,  and  to  have  passed  I 
between  the  ocular  muscles  and  the  lacrymal  apparatus  without  I 
injury  to  either.”— Ophthalmic  Review , for  January,  1865. 
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The  second  case  of  the  same  class,  but  more  remarkable  in  some 
respects,  is  also  given  by  Mr.  Carter  in  the  same  journal,  as  a quota- 
tion from  a German  work. 

A man,  twenty-six  years  old,  applied  at  Nelaton’s  hospital  on 
account  of  a lacrymal  fistula.  Three  years  previously  he  had  received 
if  a blow  in  the  inner  angle  of  his  left  eye,  from  the  ivory  handle  of  an 
umbrella.  He  was  taken  to  Desmarres’  hospital  with  a bleeding 
wound,  which  was  examined  with  a probe.  It  was  believed  that  a 
splinter  from  the  superior  maxillary  bone  had  been  driven  between 
the  eye  and  the  inner  wall  of  the  orbit.  Various  fruitless  endeavours 
were  made  to  remove  this  supposed  splinter,  and  some  small  white 
particles  were  brought  away  by  the  forceps.  The  eyeball  was  unhurt, 
but  its  movements  towards  the  nose  were  impeded,  and  mydriasis 
was  produced.  The  suppuration  gradually  diminished,  and  the  skin 
contracted,  leaving  only  a fistulous  channel  leading  to  the  supposed 
i splinter.  He  was  discharged.  On  presenting  himself  to  Nelaton, 
he  exhibited  slight  exophthalmus  on  the  left  side,  with  strabismus 
divergens ; the  sclerotica  yellowish,  or  slightly  coloured,  as  if  from 
ecchymosis  ; the  refracting  media  normal.  Below  the  inner  angle  of 
the  eye  was  a sinus,  one  centimetre  in  depth,  having  an  external  open- 
ing precisely  like  that  of  a lacrymal  fistula,  but  the  lacrymal  sac 
was  healthy,  and  the  tears  passed  into  the  nose  without  impediment. 
A probe,  introduced  with  some  difficulty,  struck  upon  a very  hard, 
smooth,  and  immovable  substance.  Notwithstanding  the  certainty 
of  the  patient  that  there  was  no  foreign  body,  and  that  the  umbrella 
had  not  been  broken  by  the  blow,  Nelaton  determined  to  remove  the 
hard  substance,  whatever  it  might  be.  He  made  an  incision,  two  cen- 
timetres in  length,  over  the  inferior  margin  of  the  orbit,  and  seized 
the  substance  with  strong  forceps.  To  the  astonishment  of  everybody, 
an  ivory  handle  was  withdrawn,  cylindrical  in  shape,  four  centimetres, 
one  inch  and  five-eighths  in  length,  and  a centimetre  and  a half  in 
thickness.  The  end  that  had  been  turned  outwards  showed  where  it 
had  been  broken  from  the  wood  of  the  umbrella-handle,  and  pre- 
sented indentations  produced  by  the  attempts  at  extraction  made  by 
Desmarres  three  years  before.  There  followed  some  bleeding  from 
the  right  nostril.  The  pains  disappeared,  and  the  eye  regained  its 
movements  inwards.  After  a few  days  the  patient  left  the  hospital 
with  his  vision  improved,  and  with  the  fistula  nearly  healed. 

This  case  too,  is  worth  giving  : — A girl,  seven  years  old,  fell  while 
knitting,  and  perforated  the  right  eyeball  with  one  of  the  needles. 
It  was  supposed  that  the  needle  was  taken  out  whole.  Sight  was 
destroyed.  A fixed  convergent  squint  was  produced,  and  the  eye- 
ball atrophied.  Iroru  time  to  time  there  were  sub-acute  attacks  of 
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inflammation  in  the  eye.  Some  years  later  an  attempt  to  operate 
for  the  strabismus  failed.  Womanhood  had  now  arrived,  and  at 
twenty-four  years  of  age  sympathetic  ophthalmitis  invaded  the  left 
eye,  and  she  sought  advice  at  Weisbaden.  It  was  considered  neces- 
sary to  remove  the  collapsed  right  eyeball.  It  was  found  impossible 
to  abduct  the  stump  so  as  to  admit  of  the  internal  rectus  muscle  and 
the  superior  oblique,  being  divided. 

In  the  dissection  which  ensued,  a piece  of  metal  was  met  with 
which  pinned  the  sclerotica  to  the  orbital  wall.  The  metal  was  not 
removed.  Distressing  headaches  and  vomitings  followed,  and  foul 
discharge  issued  from  the  orbit.  A second  operation  was  undertaken 
to  remove  the  foreign  body,  and  a fragment  of  a rusted  knitting- 
needle  was  withdrawn.  Slight  lnemorrhage  and  cerebral  symptoms 
came  on.  After  three  weeks  the  patient  improved  and  left  the 
hospital.  In  a few  weeks  she  returned  with  cerebral  symptoms  and 
died  in  a month.  A post-mortem  examination  disclosed  a purulent 
deposit  extending  from  the  left  side  of  the  medulla  oblongata  into 
the  substance  of  the  brain.  A similar  deposit  was  on  the  pons 
Varolii,  between  the  pia  mater  and  the  arachnoid. — From  Wecker’s 
“ Maladies  des  Yeux.” 

At  any  time,  however  remote,  after  any  injury  from  which  there  is 
the  least  likelihood  of  a foreign  body  having  been  driven  into  the 
orbit,  protrusion  of  the  eyeball,  pain,  especially  of  a neuralgic  nature, 
and  impairment  of  sight,  may  be  taken  as  the  strongest  presump- 
tive evidence  of  the  presence  of  such  body. 

Treatment. — The  direct  effects  incidental  to  the  accident  by  which 
the  body  is  wedged,  such  as  injury  to  the  several  contents  of  the 
orbit,  and  to  the  bony  walls,  are  the  same  as  those  from  penetrating 
wounds,  and  need  not  he  repeated. 

All  the  danger  which  usually  attaches  to  the  impaction  of  ex- 
traneous substances  about  the  limbs,  or  about  the  trunk,  are  very 
considerably  increased  when  a cavity  is  invaded,  and  still  more  when 
that  cavity  is  the  orbit.  Cellular  erysipelas  ensues.  Vision  is  often 
destroyed  from  inflammation  of  the  optic  nerve,  or  of  the  eyeball ; or 
from  suppuration  of  the  latter.  The  most  dangerous  effect,  however, 
is  extension  of  the  inflammatory  action  to  the  membranes  of  the 
brain,  or  abscess  within  the  brain,  without  any  apparent  continuity 
of  inflammation,  by  which  death  is  caused. 

It  is  a strange  fact  that  the  cases  which  have  ended  worst,  either 
in  destruction  of  the  eye,  or  in  loss  of  life,  are  those  in  which  the 
impacted  body  has  been  rather  small,  and  in  most  of  these,  the  orbital 
walls  have  escaped  primary  injury. 

In  a recent  accident,  with  the  slightest  suspicion  of  anything  being 
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lodged  in  tlie  orbit,  careful  examination  with  a probe  should  be  made 
i for  it,  and  it  might  be  prudent  to  enlarge  the  aperture  to  facilitate 
i the  probing.  The  encouragement  to  do  this  will  be  the  greater, 
i according  to  the  nature  of  the  thing  imbedded,  or  suspected  to  be 
; imbedded.  The  larger  it  is  likely  to  be,  the  more  determined  should 
be  the  search.  I have,  in  a former  section,  spoken  of  small  shots  in 
the  orbit,  and  those  remarks  apply  equally  to  portions  of  metal,  or 
any  other  hard  substance  of  the  same  size.  Here  I am  referring  to 
larger  bodies. 

More  must  be  said  about  exploring.  Much  will  be  gained  by  seek- 
ing for  a hidden  body  in  the  direction  in  which  it  has  entered,  an 
observation  that  applies  to  the  limited  cavity  of  the  orbit,  as  well  as 
to  any  other  region  of  the  body.  If  it  be  supposed  that  a substance 
in  the  orbit  can  be  found  the  more  easily,  because  it  must  necessarily 
be  in  a more  limited  space,  it  must  be  borne  in  mind  that  the  search 
is  restricted,  on  account  of  the  many  close-lying  and  important  parts, 
and  the  danger  of  hunting  for  it. 

If  the  line  of  entry  be  between  the  eyelids,  the  exploration  should 
be  made  there.  To  accomplish  this  effectually,  the  outer  commissure 
should  be  divided,  and  the  one  or  the  other  of  the  eyelids  turned 
' upwards  or  downwards,  as  the  case  may  require.  The  oculo-palpebral 
fold  of  the  conjunctiva  should  be  also  cut  through  at  the  required  spot, 
i and  the  exploration  made.  To  effect  all  this  in  the  best  manner 
is  easier  to  be  described  than  to  be  done.  Directly  that  incisions 
are  made,  and  the  blood  begins  to  flow,  the  landmarks  seem  to  fail, 

. and  difficulties  arise.  Anatomical  knowledge,  and  much  surgical  tact 
are  now  needed. 

If  the  line  of  entry  be  outside  the  eyelids,  but  yet  near  to  the 
eyeball,  I should  proceed  as  above  described.  If  it  be  near  to  the 
margin  of  the  orbit,  I should  explore  from  without.  If  at  the  upper 
part  of  the  Orbit,  I should  endeavour  so  to  place  my  incision  as  to 
avoid  cutting  across  the  levator  palpebroe.  Any  slight  likelihood  of 
ptosis,  or  ectropium,  must  be  risked  to  accomplish  the  desired  end. 

If  it  be  possible  to  feel  the  body  from  without,  the  incision  should 
be  made  over  the  prominence  wherever  it  may  be. 

If  the  body  be  ever  touched  during  the  exploration,  it  must  be 
removed,  no  matter  how  intricate  may  be  the  required  dissection  or 
how  strong  the  pull  to  disengage  it  from  the  bone. 

It  might  be  required  to  sacrifice  the  eyeball.  The  actual  necessity 
for  so  doing  has  been  met  with.  On  one  occasion  it  was  required  to 
incise  the  eyeball,  to  evacuate  the  humours,  and  to  cause  collapse  of 
the  tunics,  to  obtain  space.  This  is  an  alternative  dreadful  for  the 
patient,  but  one  that  does  not  arise  from  any  defect  in  the  art  of 
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surgery.  A surgeon  is  relieved  from  all  responsibility  by  putting 
the  circumstance  before  the  patient,  or  his  friends,  from  whom  must 
be  the  yes,  or  no ; to  lose  the  eye  and  save  life,  or  the  alternative. 
It  is  a question  that  is  of  daily  occurrence  as  regards  the  loss  of 
other  parts  of  the  body  for  the  saving  of  life. 

AVhen  the  eyeball  is  evidently  destroyed,  the  extirpation  of  it  may 
greatly  facilitate  the  removal  of  a foreign  body.  It  will  prevent 
useless  damage  being  done  in  the  orbit,  and  secure  greater  safety  for 
the  patient. 

Considerable  force  has  been  sometimes  found  necessary  for  extract- 
ing the  body,  if  it  have  entered  one  of  the  orbital  walls  ; and  hence 
Ave  read  of  hand- vices,  screw-pliers,  and  strong  forceps  having  been 
required. 

If,  during  the  extraction,  it  should  appear  that  any  orbital  muscle 
is  being  dragged,  or  torn,  it  should  be  divided  close  to  the  eyeball 
as  in  the  operation  for  squint. 

The  careful  adaptation  of  the  divided  parts  should  be  enforced 
according  to  the  directions  given  for  treating  wounds  about  the  eye- 
lids and  the  orbital  appendages.  It  is  only  necessary  to  add,  that  the 
patient  should  be  kept  in  a state  of  repose,  till  every  trace  of  inflam- 
matory action  shall  have  passed  away,  because  of  the  dangers  of  these 
operations,  and  of  which  special  mention  is  made  iu  the  section  on 
gunshot  wounds  of  the  orbit,  p.  66. 

If  osseous  disease  have  set  in  as  the  result  of  chronic  periostitis,  or 
from  original  fracture,  the  fact  is  generally  declared  by  the  formation 
of  a sinus. 

The  greatest  encouragement  for  the  saving  of  the  eye  exists  in  the 
timely  extraction  of  the  body,  if  the  eyeball  itself,  or  the  optic  nerve 
have  been  uninjured  by  the  accident. 

The  removal  of  small  bodies  from  the  orbit  has  generally  restored 
health  to  the  part.  But  it  has  happened  that  inflammation  has 
lingered  about  the  orbit,  and  the  eyeball  participating,  has  either 
suppurated  or  atrophied. 

The  success,  which  has  attended  the  withdrawal  of  large  bodies, 
has  been  so  quick,  and  so  complete,  even  as  regards  sight  and  ocular 
movements,  as  to  create  astonishment,  and  to  be  regarded  as  not  the 
least  of  the  remarkable  incicfents  of  these  several  cases.  But  this 
has  not  been  invariable  ; secondary  symptoms  have  set  in,  and  pro- 
duced much  suffering.  Sometimes  loss  of  vision,  or  death  even  lias 
followed  from  tetanus  or  other  causes. 

The  orbit  is  often  tolerant  of  the  presence  of  small  things,  and 
sometimes  of  large  ones,  when  the  bones  are  not  touched;  they 
become  encysted,  and  may  lie  harmless  for  months,  or  years,  or 
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during  the  natural  term  of  life.  But  sometimes,  active  irritation  is 
set  up  after  long  repose,  and  except  judicious  measures  be  adopted, 
disastrous  conserpiences  may  ensue.  I ask  those  who  are  less  expe- 
rienced in  these  matters,  not  to  delay  the  application  ot  practical 
surgery  from  any  dread  of  its  severity. 

The  general  residt,  however,  when  a substance  is  not  at  once  ex- 
tracted is  a natural  effort  at  expulsion  by  orbital  inflammation, 
abscess,  and  ulceration,  and  it  may  be  thrown  out  at  the  surface  ; or 
after  a slow  and  tedious  process  of  disease  of  the  orbital  wall,  escape 
in  the  fauces,  or  in  any  other  direction,  as  I have  pointed  out  in  the 
section  on  gunshot  injuries  of  the  orbit.  Bather  more  commonly  the 
eye  inflames,  and  is  early  spoiled  as  an  optical  instrument,  or  sup- 
purates, a condition  that  may  be  associated  with  like  pathological 
changes  in  the  orbit.  Or  the  brain  participating,  the  fatal  symptoms 
of  delirium,  rigors,  and  convulsions  usher  in  death. 

Treatment  of  an  accident  seen  at  a later  period. — Much  may  be  done 
at  a later  period,  even  if  general  orbital  inflammation  have  set  in, 
the  eyelids  being  red,  swelled,  and  perhaps  closed,  the  eyeball  pro- 
truding, or  even  if  there  be  throbbing  in  the  orbit,  with  great  pain, 
and  constitutional  symptoms  be  well  established.  Then  it  will  be 
necessary  to  explore  in  the  direction  in  which  the  body  has  entered, 
or  is  supposed  to  have  entered,  or  over  any  hard  circumscribed  inflam- 
matory swelling  which  would  probably  be  the  commencement  of  an 
abscess  around  the  body.  In  all  the  cases  of  this  kind  of  which 
I have  any  knowledge  personally,  or  by  rep  oil,  the  patient  has 
recovered  when  the  body  has  been  removed,  and  in  several  the  eye 
has  been  saved. 

I can  give  a good  example  of  the  removal  of  a body  at  a late 
date.  A stone  ink-bottle  filled  with  gunpowder,  exploded  close  to 
the  face  of  a drummer  boy.  A 'piece  of  the  bottle  was  driven  into 
the  left  eye,  which  was  destroyed.  The  first  effects  of  the  accident 
were  recovered  from.  Six  months  afterwards,  the  boy  was  admitted 
into  the  Portsmouth  Hospital,  because  of  eversion  of  the  upper 
eyelid,  and  orbital  irritation.  As  there  was  a suspicion  of  a foreign 
body  being  in  the  orbit,  Mr.  Norman  made  a search,  and  he  removed 
with  a pair  of  forceps,  after  very  considerable  force,  a portion  of 
the  stone  bottle,  which  had  been  imbedded  in  the  roof  of  the  orbit, 
in  the  situation  of  the  lacrymal  gland.  The  fragment  was  an  inch 
and  a half  in  length,  three  quarters  of  an  inch  in  breadth,  and  a 
quarter  of  an  inch  in  thickness.  Recovery  ensued. 

An  abscess  that  forms  and  bursts,  or  is  opened  artificially  after 
it  is  supposed  that  a body  has  entered,  or  might  have  entered, 
should  be  carefully  probed  to  ascertain  whether  anything  be  present. 
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It  is  a good  precaution  to  keep  the  aperture  open  for  several  days  j 
with  a hit  of  lint,  and  to  syringe  it  out  daily.  I have  known  bodies  J 
thrown  out  in  that  way,  after  they  have  escaped  detection  with  the 
probe. 

A sinus  that  follows  any  kind  of  wound  from  an  injury  should 
be  carefully  explored,  and  for  the  most  part  should  be  enlarged  to 
facilitate  the  search,  for  in  all  probability  there  is  something  retained 
that  irritates. 

Extraneous  bodies  have  been  driven  into  the  cranial  cavity  through 
the  sphenoidal  fissure,  and  produced  death. 

The  skin,  or  the  conjunctiva,  may  heal  quickly  over  a body  that  ; 
has  penetrated  either  the  one  or  the  other,  and  for  a long  time  no 
distm-bance  may  ensue.  Healing  may  fail,  and  a fistula  form. 

If  after  a sufficiently  careful  exploration  the  body  be  not  found  the  i 
attempt  should  cease,  for  unnecessary  damage  must  be  avoided. 

When  there  is  neither  wound  nor  sinus,  and  all  acute  symptoms  : 
are  absent,  but  the  protrusion  of  the  eye  and  other  conditions,  par-  ! 
ticularly  pain  and  disturbance  of  vision,  induce  the  belief  that  some-  j 
thing  extraneous  is  in  the  orbit,  exploration  should  be  made. 

Only  once  have  I seen  irritation  set  up  when  a foreign  body  has 
been  at  rest  for  several  years.  A gentleman  met  with  an  accident, 
and  it  was  supposed  that  a bit  of  metal  had  entered  the  orbit  at  j 
the  inner  side.  Fifteen  years  afterwards,  symptoms  of  disturbance, 
in  pain  and  inflammation  in  the  orbit,  brought  to  mind  the  acci- 
dent. At  the  consultation  I proposed  exploration.  Happily  at  once,  ; 
along  the  inner  orbital  wall,  I detected  a piece  of  lead,  and  removed 
it.  The  wound  healed  rapidly  and  all  was  soon  well. 

DISLOCATION  OF  THE  EYEBALL  IN  CONNECTION  WITH 

ORBITAL  INJURY. 

The  eyeball  may  slip  out  of  the  orbit,  and  lie  external  to  the  eyelids, 
more  easily  than  would  be  thought.  There  is  a natural  conformation  j 
that  might  predispose  to  it,  that  of  large  eyes  and  shallow  orbits.  In  j 
such  instances  of  peculiar  though  natural  formation,  the  posterior  part 
of  the  eyeball  may  be  seen  by  a little  manipulation.  If,  during  such  j 
examination,  the  eyelids  were  forcibly  tucked  in,  they  would  grip  the  i 

eyeball  and  force  it  from  the  orbit. 

' p may  mention  incidentally,  that  some  years  ago  I was  extracting 

an  osseous  cataract  from  a prominent  and  disorganized  eye  ; the  upper  j 
section  was  made,  and  the  cataract  had  been  just  got  out  with  the  j 
curette  when,  before  the  eyelids  were  released,  the  eyeball  was  forced 
out,  actually  dislocated  ; and  as  it  appeared  to  me,  by  the  action  of  \ 
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the  orbicularis  muscle.  The  protrusion  was  evidently  increasing, 
I,  therefore,  quickly  put  the  spoon  of  the  curette  under  the  edge 
of  the  upper  eyelid,  and  lifted  it  forwards,  while  I pressed  the  eyeball 
back  and  restored  it  to  its  place.  The  whole  occurrence  could  not 
have  occupied  twenty  seconds.  Vitreous  humour  did  not  escape. 
I have  read  of  a similar  occurrence  during  the  examination  of  an 
eye  that  was  much  protruded  by  an  orbital  tumour.  The  reduction 
was  accomplished  with  difficulty.  It  is  not,  then,  difficult  to  under- 
stand how  it  is  that  the  eyeball  is  dislocated  by  anything  thrust  into 
the  orbit,  or  that  so  acts  around  the  orbit  as  to  compress  its  walls. 

The  optic  nerve  and  the  muscles  may  be  only  stretched  in  this 
accident,  or  partially  torn.  The  conjunctiva  suffers  the  least. 

Some  of  these  dislocations  have  occurred  with  but  little  wounding 
of  soft  parts. 

Sight  is  always  lost  while  the  optic  nerve  is  on  the  stretch. 

At  a meeting  of  the  Surgical  Society  of  Ireland,  Dr.  Jameson 
detailed  a case  of  dislocation  of  the  eyeball  that  had  lately  come 
under  his  notice.  A powerful  man,  thirty  years  old,  while  stagger- 
ing about  in  his  room,  drunk,  struck  his  right  eye  against  a small 
iron  hook,  or  nail,  which  entered  at  the  outer  angle  of  the  upper 
eyelid,  and  protruded  the  eyeball,  rendering  it  firmly  fixed,  staring, 
and  devoid  of  vision.  When  examined  two  hours  and  a half  after- 
wards, the  cornea  was  dry,  cloudy,  and  rather  opaque  ; the  pupil 
moderately  contracted,  was  uninfluenced  by  the  light  of  a candle. 
Blood  was  not  extravasated,  nor  was  there  any  unnatural  vascularity 
of  the  conjunctiva,  although  its  upper  sinus  was  partially  torn 
through. 

To  reduce  the  dislocation,  the  margin  of  the  upper  eyelid,  which 
was  invisible,  was  sought  and  elevated,  and  the  eyeball  pressed  back 
to  its  place,  which  it  entered  with  a distinct  snap.  It  was  sup- 
posed that  the  snap  indicated  the  integrity  of  the  muscles.  A similar 
case  is  mentioned  by  B.  Bell,  in  his  “System  of  Surgery.”  Pains 
in  the  head  and  in  the  eye  ensued,  for  which  he  was  cupped  and 
purged.  Six  days  after  the  accident,  all  symptoms  had  disappeared 
and  vision  was  quite  restored. 

Treatment.  Remove  any  extraneous  substance  that  may  be  lodged 
in  the  orbit.  It  is  plain  that  as  the  upper  eyelid  is  most  concerned 
m maintaining  the  dislocation,  before  an  attempt  be  made  to  get 
the  eyeball  back,  a probe  or  a wire  retractor  must  be  inserted  under 
the  tarsal  edge,  the  elevation  of  it  effected,  and  the  eyeball  gentle 
passed  into  position.  The  under  eyelid  can  have  but  little  S 

actively,  or  passively,  but  should  it  seem  to  bind,  it  also  must  be 
elevated. 
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It  might  not  be  possible  to  reduce  the  dislocated  eye,  as  the  follow- 
ing case  shows : — A patient  was  admitted  under  Mr.  Hutchinson’ s ■ 
care  at  the  London  Hospital,  with  his  left  eye  completely  ejected 
from  its  socket.  It  was  literally  lying  on  his  cheek,  tightly  strangu- 
lated by  the  everted  eyelid.  Some  one  had  thrust  a sttak  into  his 
orbit,  and  caused  the  accident.  All  efforts  at  reduction  failed.  Mr. 
Hutchinson  removed  the  eyeball.  The  optic  nerve  had  been  tom 
across.  A portion  of  the  orbit  at  its  apex  was  denuded  of  periosteum. 
The  patient  got  well  without  a single  bad  symptom. 

Instances  are  recorded  of  the  eyeball  having  been  dislocated  from 
accident  for  many  days,  or  even  for  weeks,  and  ultimately  reduced 
with  the  restoration  of  vision,  slight  protrusion  being  the  only  re- 
maining symptom. 

The  eyeball  has  been  completely  severed  from  the  orbit. — A fisher- 
man, who  was  drunk,  fell  against  the  handle  of  a door- key,  which 
was  in  the  lock.  The  upper  eyelid  was  divided  vertically,  and  the  ' 
eyeball  was  completely  enucleated,  and  fell  upon  the  floor.  The 
debauched  man  was  so  intoxicated  that  he  went  to  bed  and  fell  asleep. 
In  the  morning  the  astonished  wife  saw  the  eye  on  the  floor.  The 
physician,  who  was  sent  for,  found  his  patient  in  bed,  covered  'with 
blood,  and  his  orbit  filled  Avith  clots,  and  some  portion  of  the  ocular 
muscles  hanging  out  between  the  eyelids.  The  man  was  taken  to 
the  hospital  and  quickly  recovered.  The  case  is  reported  in  the 
“ Annales  d’Oculistique.”  A drawing  is  given  of  the  key,  which  is 
bent  at  an  obtuse  angle,  and  of  the  eyeball,  Avith  more  or  less  of  the 
ragged  muscles  adhering  to  it.  In  all  probability  this  unfortunate  man 
did  not  get  his  eye  gouged  out  by  a single  stroke,  but  that  his  orbit 
became  fixed  on  the  key,  and  in  struggling  he  tore  the  eyeball  aw  ay . 

Dislocation  from  effused  blood. — In  this  case,  related  in  the  “Annales 
d’Oculistique,”  there  can  be  little  doubt  that  effused  blood  caused  the  , 
dislocation.  A lad  fell  from  a great  height  on  board  ship,  and  struck 
the  left  side  of  his  head.  He  was  insensible,  and  blood  flowed  from 
his  ears,  nose,  and  mouth.  The  eye  was  dislocated  to  the  tip  of  the  nose. 
Three  months  after,  the  protrusion  remained  and  vision  Avas  gone.  In  1 
five  months  there  Avas  not  any  protrusion,  but  the  blindness  remained. 

CARIES  OF  THE  ORBIT,  AND  SECONDARY  OR  CHRONIC  NECROSIS. 

Bt/  the,  term  Caries,  I understand  increased  vascularity  of  a bone  ,• 
Avith  interstitial  absorption ; or  softening,  followed  by  ulceration  and  j 
suppuration.  The  organized  portion  of  the  bone  is  broken  doivn,  and 
the  earthy  materials  are  throAvn  off  in  molecules  in  the  pus  Avhich 
accompanies  the  diseased  action.  Caries  chiefly  affects  the  cancellous 

structures. 
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Necrosis,  signifies  death  of  the  bony  tissue  in  a mass,  and  is 
I analogous  to  the  sloughing  of  the  soft  tissues.  As  a chronic  affection, 
I such  as  it  would  occur  in  the  orbit,  not  traumatic  as  from  a fracture, 
I but  idiopathic  and  secondary,  it  is  generally  confined  to  the  compact 
ft  texture  of  the  bone. 

Caries  and  necrosis  frequently  co-exist  about  the  orbit ; the  latter 
I coming  on  at  a later  period  of  the  osteous  disease  ; but  generally 
I occurring  in  a very  limited  degree.  Perhaps  there  is  no  such  thing 
I as  caries  without  some  degree  of  necrosis,  if  we  include  as  necrosis, 
the  separation  of  any  recognisable  bit  of  bone. 

The  disease  is  ushered  in  by  inflammation  of  the  eyelids,  and  of 
the  conjunctiva.  An  abscess  forms  and  bursts.  Accordingly  as  there 
is  acuteness,  or  sub-acuteness,  in  this,  the  first  stage,  will  there  be 
constitutional  symptoms  with  fever,  or  not.  There  is,  therefore,  a 
great  difference  in  this  respect  in  cases.  In  the  same  way,  there  may 
be  much  pain  or  none.  So  it  happens  too,  at  first,  that  no  one  may 
be  able  to  say  whether  there  is  merely  a simple  abscess,  or  suppuration 
the  forerunner  of  caries.  As  the  disease  progresses  the  skin  becomes 
depressed,  pale,  or  bluish,  granulations  spring  up  around  the  aperture, 
and  a fistula  is  established. 

Probing  detects  bare  bone. 

The  early  pus  is  ill-formed  and  coloured,  and  often  offensive  to 
smell.  It  tarnishes  the  silver  probe.  It  gets  healthier  only  when 
the  diseased  action  is  reduced. 

Causes.  Of  the  predisposing  causes,  struma  is  the  most  frequent ; 
indeed,  if  syphilis  and  the  abuse  of  mercury  be  put  aside,  there  are 
comparatively  few  cases  that  cannot  be  traced  to  its  influence.  My 
own  observation  induces  me  to  think  that  syphilitic  caries  very  rarely 
affects  the  orbit  in  the  adult.  It  is  difficult  to  say  how  far  inherited 
syphilis  may  produce  caries  in  children,  which  we  call  strumous 
caries.  Of  com*se,  from  the  history  of  a case  only  can  the  diagnosis 
be  made.  The  state  of  the  ulcerated  surface  affords  no  indication. 
The  afflicted  individuals  are  chiefly  children  who  have  been  scrofidous 
or  are  at  the  same  time  affected  with  some  scrofulous  disease  of  the 
osseous  system.  A blow  is  a common  exciting  cause. 

Caries  and  necrosis  may  occur  in  any  portion  of  the  orbit,  but  every 
part  is  not  equally  liable  to  suffer  from  it. 


The  circumference,  especially  the  outer  inferior  angle , is  most  com- 
nonly  involved,  and  more  frequently  in  children.  ' Cases  so  circum- 
stanced are  the  most  favourable,  because  the  disease  is  external.  They 
ire  more  easily  treated,  and  the  damage  to  the  parts  around  is  not 
generally  so  marked. 

External  effect*.  These  are  according  to  the  destruction  of  the  soft 
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pails  and  of  the  hone,  and  as  respects  deformity,  according  to  the 
part  of  the  orbit  involved. 

First,  of  the  disease  at  the  margin  of  the  orbit,  in  front  of  the 
orbito-palpebral  fascia. 

Distortion  of  the  palpebrse  and  retraction,  arising  out  of  adhesion 
of  the  skin  and  implicating  the  periosteum,  thereby  constituting  cica- 
trices, which  are  formed  during  the  continuance  of  the  disease,  but 
are  more  marked  when  it  ceases,  are  the  common  consequences.  The 
eyeball  may  be  permanently  exposed,  and  suffer  from  chronic  inflam- 
mation and  nebula  of  the  cornea ; or  from  deposit  of  pus  between  the 
layers  of  the  cornea,  with  ulceration,  which  may  end  in  prolapse 
of  the  iris,  or  collapse.  The  exposed  conjunctiva  may  become 
granular.  The  greater  portion  of  the  eyelid  may  be  lost  by  suppu- 
ration and  ulceration. 


Fig.  31. 


Fig.  31,  taken  from  a patient  with  caries  of  the  upper  edge  of 
the  orbit,  shows  to  what  degree  the  eyelid  may  be  influenced  when 
the  disease  has  proceeded  unchecked  for  years,  as  it  did  in  this  young 

Fig.  32.  -F10-  33  • 


man.  The  tarsal  edge  is  drawn  up  to  the  eyebrow,  and  the  conjunc- 
tiva very  much  thickened  from  chronic  inflammation,  stands  out  in 
prominent  folds  with  deep  furrows.  It  is  the  most  marked  example  of 
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ectropium  of  the  upper  eyelid  from  this  cause  that  I have  ever  met 
with. 

The  worst  effect,  then,  is  damage  to  external  parts.  There  is  very 
rarely  that  internal  cerebral  implication  by  which  life  is  lost. 

The  other  sketches  show  the  more  common  degrees  of  the  same 
kind  of  deformity.  Fig.  32,  taken  from  an  old  man,  shows  elevation 
of  the  eyelid  and  retraction,  with  little  eversion  of  the  tarsal  border. 

Fig.  33  gives  the  eyelid  quite  everted,  without  damage  to  its 
border. 

The  next  sketch  is  a very  faithful  delineation  of  damage  to  the 
lower  eyelid,  with  displacement. 


Fig.  34. 


Disease  within  the  orbit.  The  more  internal  the  disease  lies,  that 
is,  when  it  is  behind  the  orbito-palpebral  fascia,  the  more  severe  will 
be  the  effects,  the  greater  vail  be  the  danger  to  the  eyeball,  and  more 
also,  the  risk  to  life. 

Deep-seated  caries  may  ensue  from  inflammation  and  suppuration 
of  the  orbital  areolar  tissue,  between  the  roof  of  the  orbit  and  the 
levator  palpebrae  superioris,  or  between  the  floor  and  the  rectus 
inferior  oculi ; if  the  pus  be  not  evacuated,  or  do  not  escape  externally. 
The  periosteum  gets  involved  and  inflames,  and  then  the  bones 
ulcerate.  But  the  pus  may  escape  into  the  nose  by  the  lacrymal 
passage,  or  into  the  zygomatic  fossa  by  the  spheno-maxillary  fissure. 
It  may  reach  the  frontal  sinus,  or  the  cranium,  or  the  maxillary 
antrum  by  causing  absorption  of  the  contiguous  bones. 

With  so  much  complication,  mistakes  in  diagnosis  are  not  to  be 
wondered  at. 

Deep  orbital  caries.  Death,  Henry  Bird,  aged  eleven,  was  admitted 
into  King’s  College  Hospital,  suffering  from  severe  cerebral  symp- 
toms, which  supervened  on  caries  of  the  orbit.  Three  years  pre- 
viously an  abscess  formed  over  the  orbital  edge,  and  from  time  to  time 
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there  were  exfoliations  of  bone,  till  the  lower  and  outer  borders  of 
the  orbit  were  completely  destroyed,  and  a deep  suppurating  fissure 
formed.  The  lower  jaw  was  rigidly  closed,  the  lower  eyelid  everted, 
and  the  cheek  much  swollen.  He  died  of  symptoms  of  pneumonia, 
with  inflammation  and  compression  of  tire  brain.  The  following  state 
was  revealed  by  a post-mortem  examination,  at  which  I was  present. 
A large  portion  of  the  malar  bone  was  destroyed  by  exfoliation. 
The  orbital  and  cerebral  surfaces  of  the  greater  wing  of  the  sphenoid 
bone  were  carious,  and  the  periosteum,  and  the  dura  mater,  were 
soft  and  pulpy,  and  separated  by  pus.  In  that  part  of  the  middle 
lobe  of  the  left  hemisphere  of  the  brain,  lying  on  the  diseased  bone, 
was  a circumscribed  abscess,  about  the  size  of  a large  nut,  which  had 
opened  into  the  sac  of  the  arachnoid.  In  the  left  lateral  sinus  was 
about  a drachm  of  pus. 

A second  case  may  be  given.  A remarkably  robust  and  powerful 
carter,  forty-two  years  old,  applied  to  me  at  the  Central  London 
Ophthalmic  Hospital,  with  impaired  vision  and  slight  protrusion  of 
the  left  eyeball,  without  lateral  displacement.  The  integuments  of 
the  external  canthus,  and  of  the  cheek,  were  swollen  and  indurated 
without  either  redness  or  pain.  The  other  portions  of  the  eyelids 
were  healthy.  The  protrusion  and  the  mistiness  of  sight  commenced 
three  years  prior  to  his  applying  to  me,  but  the  swelling  was  of 
recent  occurrence.  From  time  to  time  hundreds  of  leeches  had 
been  applied,  partly  by  the  direction  of  a surgeon,  and  partly  by  his 
own  desire.  I lost  sight  of  him  for  seven  months,  when  paroxysms 
of  pain  induced  him  to  return.  The  eyeball  was  now  more  pro- 
minent, its  movements  were  restricted,  vision  decidedly  worse,  the 
tumefaction  greater,  and  the  parts  inflamed.  He  was  emaciated  and 
very  weak.  Even  now  I could  not  be  certain  that  suppuration 
existed,  but  I made  a puncture  over  the  outer  and  lower  edge  of 
the  orbit,  apparently  the  most  favourable  spot,  and  deepened  the  cut 
through  the  brawny  tissue  to  the  bone  before  the  pus  flowed,  about 
a dessert-spoonful  escaping.  Much  temporary  relief  ensued.  He 
became  very  debilitated,  left  me,  and  went  into  Kings  College 
Hospital.  After  much  nervous  excitement,  delirium,  and  fits  of  an 
epileptic  character,  coma  supervened,  and  he  died.  I attended  the 
post-mortem  examination,  which  was  performed  in  the  presence  of 
Hr.  Todd  and  Sir  W.  Fergusson.  No  trace  of  disease  could  be 
found  within  the  cranium.  There  was  caries  of  the  whole  of  the 
interior  of  the  malar  bone  and  of  its  outer  aspect.  A small  sinus, 
not  involving  the  bone,  had  burrowed  through  the  spheno-maxillan 
fissure  into  the  zygomatic  fossa.  An  abscess  completely  encircled 
this  bone.  There  can  be  no  doubt  that  the  disease  commenced  m 
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the  interior  of  the  orbit,  and  in  all  probability  at  the  most  posteiior 
part  of  the  malar  bone,  and  subsequently  passed  to  the  exterior. 

Caries  may  exist  at  the  back  of  the  orbit,  and  run  through  its 
stages,  and  produce  death  by  inflammatory  changes  in  the  membranes 
of  the  brain,  or  in  the  brain  substance,  without  any  external  abscess, 
the  only  symptoms  being  protrusion  of  the  eyeball,  with  more  or  less 
immobility,  both  of  which  might  be  produced  by  an  orbital  tumour. 
Therefore  a wrong  diagnosis  might  be  made.  Indeed,  in  such  a case, 
it  could  scarcely  be  guessed  what  is  the  disease.  Only  an  examina- 
tion after  death  could  verify  the  presence  of  caries. 

Here  the  function  of  sight  may  be  lost,  from  implication  of  the 
optic  nerve  in  disease,  when  the  portion  of  the  sphenoid  bone, 
including  the  optic  foramen,  is  carious.  The  optic  disk  would  give 
evidence  of  such  complication. 

In  rare  instances  several  portions  of  the  orbit  may,  at  the  same 
time,  be  affected  with  caries,  and  several  distinct  sinuses  may  exist, 
some  opening  on  the  eyelids,  some  around  the  orbit.  I have  not 
myself  met  with  such.  These  sinuses  are  said  to  be  caused  by 
severe  orbital  cellulitis.  When  the  inner  wall  of  the  orbit  is  carious 
or  necrosed,  and  the  bone  penetrated,  the  pus  passes  into  the  nostril. 

When  the  affection  is  left  to  itself  it  lingers  for  many  years,  it 
may  be,  during  the  entire  growing  period  of  the  individual,  and 
inflicts  much  damage  before  arrest  ensues.  Medicine  and  surgery 
can  be  depended  upon,  as  a rule,  for  staying  its  progress  in  any 
of  its  stages. 

Treatment.  As  the  earliest  local  indication  of  the  disease  is  in- 
flammatory action  tending  to  abscess,  the  treatment  in  a case  seen 
Sufficiently  early  should  be  to  stop  the  suppurative  action  by  leech- 
ing, by  the  application  of  cold,  by  rest,  and  that  which  tends  to 
improve  the  health.  Success  is  more  likely  to  ensue  if  the  diseased 
action  should  commence  in  the  soft  parts  rather  than  in  the  peri- 
osteum or  in  the  bone.  Should  these  endeavours  fail  to  prevent  an 
abscess,  they  may  notwithstanding,  have  the  effect  of  limiting  its 
volume  and  of  preventing  much  damage. 

When  an  abscess  has  formed,  the  pus  should  be  evacuated  without 
delay.  There  is  no  exception  to  this.  Thereby  much  is  done  in 
preventing  caries,  especially  if  the  periosteum  be  the  primary  seat  of 
the  abscess,  or  of  limiting  it,  if  its  origin  be  in  the  bone.  The 
incision  should  be  ample,  and  the  periosteum  should  be  always 
1 thoroughly  cut  through  when  pus  is  behind  it. 

The  opening  should  be  directly  over  the  fluid,  and  not  made 
indirectly  through  the  conjunctiva,  by  the  side  of  the  eyeball. 

The  probe  should  at  once  be  used,  and  necrosed  bone  sought  for. 
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because  such  may  exist,  and  a sequestrum  may  lie  ready  to  be 
removed.  Necrosis  alone  may  be  present. 

The  incision  always  lias  a tendency  to  contract,  therefore,  if  neces- 
sary, it  should  be  daily  dilated  with  lint.  An  occasional  enlarge- 
ment with  the  knife  may  be  requisite.  The  formation  of  a sinus  is 
always  prejudicial.  If  the  secretion  be  what  is  known  as  unhealthy, 
the  abscess  cavity  should  be  stimulated  with  astringent  injections. 

The  abscess  should  never  be  opened  with  escharotics,  and  above  ' 
all,  not  with  caustic  potash,  for  this  is  a clumsy  and  painful  way  of 
applying  practical  surgery.  As  regards  the  potash,  its  action  always 
extends  beyond  the  spot  touched,  and  more  sloughing  is  often  pro- 
duced than  is  expected  or  wished  for.  I never  use  it  about  the  neck 
or  face  for  any  purpose. 

Warm  applications  are  now  most  required.  At  wdiat  time  the 
poultice,  which  is  the  chief  of  these,  should  be  discontinued,  must 
be  left  to  the  judgment  of  the  surgeon. 

If  the  diseased  action  should  progress,  and  caries  be  established, 
everything  must  be  done  to  arrest  it,  and  if  necrosis  should  be 
associated,  the  formation  of  the  sequestrum  must  be  assisted  indi- 
rectly by  withholding  anything  which  irritates,  and  by  such  local 
and  general  measures  as  will  prevent  attacks  of  inflammation. 

Sometimes  necrosis  is  a happy  combination  with  caries,  in  causing 
a natural  step  towards  cure,  by  the  separation  of  the  dead  bone 
taking  place  at  a spot  where  there  is  capability  of  healing. 

Mere  exposure  of  bone  from  an  abscess  must  not  be  mistaken  for 
caries  or  necrosis.  The  child  of  a noble  family  had  several  abscesses 
about  the  body,  together  with  one  at  the  lower  and  outer  edge  of 
the  orbit,  which  was  opened  by  a small  puncture.  Little  relief 
followed ; and  as  the  eyelids  remained  swollen,  the  eye  inflamed, 
and  bare  bone  was  felt  by  the  probe,  it  was  supposed  that  caries 
existed.  I made  a free  incision  through  the  swollen  and  boggy 
tissues,  giving  a proper  exit  to  the  pus,  and  for  a few  days  main- 
tained an  opening  by  introducing  a strip  of  lint.  The  improvement 
was  most  marked,  and  in  less  than  three  weeks  the  child  left  town 
with  the  abscess  nearly  cicatrized.  In  another  week  it  was  well. 
Caries  was  never  present.  Acrid,  thin,  and  foetid  purulent  dis- 
charges with  unhealthy  granulations,  are  pretty  sine  signs  of  the 
bone  being  diseased,  and  the  probe  will  generally  confirm  these 
indications. 

Chemistry  and  the  microscope  assist  us  to  diagnose  disease  of 
bone.  An  appreciable  quantity  of  phosphate  of  lime,  in  an  ounce  j 
of  pus,  taken  from  a lumbar  abscess  or  psoas,  is  an  indication  of  j 
a carious  condition  of  the  vertebrae.  This  test  will  serve  when  the  I 
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abscess  is  small.  If  the  necrotic  pus  be  placed  under  the  microscope, 
an  amorphous  deposit  will  be  seen,  which  will  disappear  on  the 
addition  of  dilute  acetic  acid.  Or  if  the  pus  be  burnt  away  in  a 
platinum  spoon,  the  phosphate  of  lime  will  be  left  in  the  form  ot 
a greyish  powder,  which  may  be  dissolved  in  muriatic  acid  without 
effervescence,  and  then  precipitated  by  an  excess  of  ammonia. 

The  chief  local  point  in  the  treatment  of  caries , is  the  maintenance  of 
a sufficient  opening , whereby  there  shall  be  a free  exit  for  all  secre- 
tions. It  is  astonishing  how  much  of  inspissated  pus  and  cheesy 
material  collects  in  these  cases.  Mere  washing  is  often  insufficient 
to  dislodge  it,  and  scraping  it  out  from  time  to  time  will  alone 
suffice. 

Modern  surgery  teaches  us  that  the  process  of  cure  may  he  much 
facilitated  at  times  by  removing  the  carious  hone , which  is  incapable 
of  repair,  and  is  rarely  cast  off  except  by  a very  tedious  process. 
The  necessity  of  cutting  beyond  the  diseased  part  into  the  new 
bone,  which  is  thrown  out  by  nature  for  the  purpose  of  repairing 
the  lesion,  is  well  known ; yet  surgeons  seem  loth  to  carry  out  the 
practice  in  caries  of  the  orbit,  and  disease,  that  might  be  cut  short 
in  a few  months  or  weeks,  is  allowed  to  continue  for  years.  The 
gouge  is  the  instrument  that  must  be  used,  but  with  the  greatest 
care  about  those  parts  of  the  skull  that  are  contiguous  to  the 
brain.  This  should  not  be  undertaken  till  there  is  actual  necessity 
for  it,  till  local  and  general  measures  have  been  fairly  tried,  and 
have  failed,  and  till,  sinuses,  if  they  exist,  have  been  efficiently 
dilated.  If  this  caution  be  observed,  the  injurious  practice  of 
operating  when  the  soft  parts  are  in  a state  of  acute  inflammation 
is  obviated,  and  the  best  period  for  this  the  last  attempt  is  secured, 
viz.,  when  the  natural  powers  have  made  an  effort  at  repair  in  the 
surrounding  bone. 

It  is  chiefly  about  the  circumference  of  the  orbit,  where  this  form 
of  practical  surgery  is  applicable.  ' The  upper  orbital  wall  could  not 
be  so  treated.  It  may  be  necessary  to  use  the  gouge  more  than 
once,  at  one  spot. 

Dilute  nitric  and  phosphoric  acids  may  be  employed  with  advan- 
tage in  those  cases  in  which  the  gouge  cannot  be  used.  The  late 
Mr.  Bransby  Cooper  recommended  phosphoric  acid  diluted  with  an 
equal  weight  of  water,  as  being  useful  in  facilitating  the  removal  of 
sequestra,  by  converting  the  phosphate  of  lime  into  a bi-phosphate, 
which  is  more  soluble  and  more  readily  acted  on  by  the  pus.  This 
lotion  is  too  strong  to  be  used  freely  about  the  neighbourhood  of 
the  eye,  lor  its  accidental  contact  with  the  conjunctiva  would  be 
very  painful,  if  not  -otherwise  injurious;  but  it  may  be  applied 
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accurately  and  in  small  quantities  with  a brush,  or  by  means  of  a 
bit  of  lint.  Less  care  is  needed  if  a much  weaker  solution,  say  one 
part  to  seven  of  water,  is  employed,  but  of  course  the  efficacy  would 
be  much  less. 

A sequestrum  must  be  removed  as  soon  as  it  is  detected.  It  may  be 
felt  for  the  first  time  only  when  the  gouge  is  being  used.  Here, 
as  in  other  parts  of  the  bony  frame,  it  may  be  so  locked  in  that 
mechanical  relief  is  demanded. 

A patient  of  mine  at  St.  Mary’s  Hospital,  a lad  eleven  years  of 
age,  of  a scrofulous  diathesis,  had  caries  of  the  upper  edge  of  the 
orbit,  and  the  surrounding  soft  parts  being  in  that  quiescent  state 
that  warranted  interference  with  the  bone,  I scraped  away  the 
carious  portion  from  the  outer  side.  While  applying  the  gouge  for 
a similar  purpose  to  the  inner,  I discovered  a necrosed  piece  as 
big  as  a pea,  which  was  easily  released  from  the  enclosing  cavity  by 
a few  touches  with  the  gouge. 

I subjoin  a sketch,  taken  after  cicatrization,  to  show  how  little 
deformity  remains. 

Fig.  35. 


Had  there  been  neglect  in  this  case,  a distressing  ectropium  must 
have  been  inevitable. 

A good  deal  of  deception  is  sometimes  occasioned,,  during  the 
treatment  of  these  cases,  by  the  contraction  of  the  outer  aperture 
of  the  skin,  and  attempts  are  made  by  strapping  and  other  means 
to  close  the  wound,  when  all  the  time,  the  caries  is  as  bad  as  ever, 
or  a sequestrum  is  yet  to  be  removed.  This  error  must  be  prevented 
by  carefully  examining  the  bottom  of  the  wound  from  time  to  time. 
So  long  as  a bony  surface  can  be  touched,  so  long  also  must  it  be 
considered  that  disease  of  the  bone  is  present,  and  that  treatment 
for  it  is  necessary.  As  soon  as  it  is  certain  that  granulations  011I3'  are 
touched,  and  not  bone,  the  process  of  cicatrization  should  be  helped 
by  the  approximation  of  surfaces,  and  so  forth. 

The  breach  which  is  made  by  the  loss  of  bone  about  the  orbit, 
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I Is  not  filled  up  otherwise  than  hy  a cicatrix.  Sometimes  a kind  ol 
osseous  repair  is  seen,  hut  it  is  not  the  reproduction  of  new  hone,  in 
the  manner  so  beautifully  and  fully  effected  in  the  long  hones.  It  is 
a kind  of  imitative  process,  occasioned  by  the  growing  out  of  irregular 
processes  of  hone  from  the  healthy  periosteum  around  the  injured 
part.  I have  seen  a patient  with  ectropium  of  the  lower  eyelid 
in  whom  a sharp,  tooth-like  process  was  thrown  out  from  the  edge  of 
the  orbit,  which  wonderfully  ameliorated  the  original  depression 
of  the  tarsal  edge.  I have  seen  also  the  same  compensation  in  two 
of  my  own  patients.  In  one  of  them,  the  new  hone  was  at  the 
orbital  margin,  just  external  to  the  supra-orbital  foramen. 

Constitutional  treatment  is  no  less  essential  than  local.  If  caries 
or  necrosis  should  arise-  in  a healthy  individual  as  the  result  of  an 
injury,  of  course  the  prognosis  is  very  favourable,  and  in  the  atten- 
tion to  the  general  health,  less  is  required  than  in  those  cases  in 
which  the  local  affection  is  of  constitutional  origin,  the  result  of 
mal-nutrition  occurring  after  debilitating  diseases,  or  especially 
arising  out  of  struma  or  syphilis.  A very  careful  investigation 
>f  each  case  is  needed,  in  order  that  the  appropriate  remedies  be 
selected.  All  that  need  be  said  in  addition  may  be  expressed  in 
fhe  narrow  compass  of  a few  words.  Besides  any  so-called  specific 
course,  improvement  of  health  must  be  sought  in  clothing,  food, 
ventilation  of  apartments,  climate,  exercise,  and  medicine. 

The  malposition  of  the  eyelid  arising  out  of  the.  caries  is  the  last 
thing  to  be  noticed.  Much  need  not  be  said  here,  as  ectropium  in 


Fig.  36. 


ill  its  forms  is  fully  treated  of  elsewhere.  The  following  case  is 
given,  to  show  the  existence  of  caries  and  necrosis  very  much  within 
:he  orbital  edge,  and  because  it  was  attended  with  the  most  roinark- 
ible  depression  of  the  eyelid  I have  ever  witnessed  from  such  a 
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cause.  L.  P.,  aged  fourteen  years.  At  the  age  of  three  years  she 
had  caries  and  necrosis  of  the  rig-lit  thumb,  and  afterwards,  in 
succession,  of  the  left  foot,  right  lower  jaw,  right  malar  hone,  and] 
to  a small  extent,  of  the  outer  edge  of  the  left  orbit,  from  each  of  ; 
which  places,  small  pieces  of  hone  came  at  intervals.  In  conse-  . 
quence  of  the  ulceration  and  subsequent  cicatrization  attendant  on  | 
the  disease  of  the  right  orbit,  the  lower  eyelid  was  completely  I 
destroyed,  with  the  exception  of  its  ciliary  margin,  which  was  drawn  I 
down  and  firmly  fixed  at  the  bottom  of  a deep  depression  half  an  j 
inch  below  the  margin  of  the  orbit.  The  eye  had  been  in  this  state  j 
for  six  years,  when  the  girl  applied  to  Mr.  Taylor  at  the  Central  1 
London  Ophthalmic  Hospital.  The  sketch  of  the  deformity  is  J 
critically  correct. 

Transplantation  of  skin  was  done  with  success,  and  the  eyelid 
restored.  The  eye,  as  it  appeared  after  the  operation,  is  delineated  1 
among  the  illustrations  of  ectropium. 


PROTRUSION  OF  THE  EYEBALLS ENLARGEMENT  OF  THE  THYROID 

GLAND — INCREASED  ACTION  OF  THE  HEART. 


The  names  this  affection  has  received  from  different  men,  at  home  j 
and  abroad,  are  very  numerous.  The  most  familiar  among  us  are 
these : Amende  exophthalmos  ; amende  protrusion  of  the  eyeballs ; ; 
affection  of  the  heart  and  thyroid  gland ; exophthalmic  goitre ; 
vascular  bronchocele  and  exophthalmos ; cardiagmus  stiumosus ; 
struma  exophthalmica ; anaemia  and  its  consequences ; Graves’s 
disease. 

The  literature  of  the  subject  has  been  searched  most  fully  by  - 
Dr.  Fletcher,  of  Manchester,  British  Medical  Journal , vol.  i.,  186:1, 
and  Dr.  James  llegbie,  u Contributions  to  1 Tactical  Miedicme,  lffffe. 
They  show  that  St.  Ives  wrote  about  the  disease  m 1 * 22,  and  ghe  j 
the  names  of  many  others  who  followed.  Some  ol  our  countrymen! 
in  years  long  past  have  contributed  to  the  stock  ol  knowledge. 

To  Dr.  Graves,  however,  is  due  chiefly  the  merit  ol  model nj 
research.  In  1835,  Dr.  Janies  Begbie  followed.  Then  Basedow! 
who  gave  the  most  complete  account.  Then  Sir  H.  Marsh.  Ilienj 
Dr  Stokes,  of  Dublin ; Romberg  and  Henoch,  Virchow  and  Oppolt- 
*er  and  Graefe,  in  Germany;  James  Begbie,  Janies  A\  arburtonj 
Begbie,  Dr.  Lay  cock,  of  Edinburgh  ; Dr.  Fletcher,  of  Manchester 
Dr  Reitb,  of  Aberdeen  ; and  Drs.  Aran  and  Trousseau,  ol  1 aris. 

The  disease  occurs  in  the  greater  number  of  cases  in  females , as 
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[recorded  by  Romberg  and  Henoch,  and  Mr.  R.  Taylor,  and  With- 
idsen,  and  others. 

The  period  of  life  at  which  it  appears  is  almost  in  ever;/  case  during 
^reproductive  activity,  although  it  may  arise  at  any  age. 

The  males  that  have  been  affected  have  always  been  of  a 
markedly  nervous  temperament,  and  nearly  always  at  a more 
advanced  period  of  life  than  the  females.  As  an  exception,  Mac- 
kenzie relates  an  example  at  sixteen. 

Symptoms.  The  approach  of  the  disease  is  generally  marked  by 
extreme  nervousness,  irritable  and  capricious  temper,  palpitation 
of  the  heart,  and  throbbing  of  the  vessels,  headaches,  flushing,  and 
fulness  of  the  head,  face,  and  neck,  with  slight  enlargement  of  the 
thyroid  gland,  and  a feeling  of  pressure  on  the  throat,  sleeplessness, 
and  a lustrous  appearance  of  the  eyes.  There  may  be  also  a 
peculiar  pigmentation  of  the  whole  eyelids.  Menstruation  is  sooner 
or  later  affected,  and  the  patient  is,  as  a rule,  pale  and  anaemic ; 
■and  there  are  generally  present  the  so-called  amemic  murmurs  over 
the  heart  and  great  vessels. 

It  s of  the  commonest  occurrence  for  persons  to  present  them- 
selves with  such  symptoms  in  the  out-patient  rooms  of  an  hospital. 
They  complain  generally  of  some  irregularity  of  the  catamenia,  and 
get  well  after  the  usual  remedies. 

Graefe  speaks  of  cases  not  very  rare,  where  rapid  action  of  the 
heart  and  defective  movement  of  the  eyelids  are  alone  present.  He 
also  points  out  that  the  superior  eyelid,  which  in  health  should 
follow  the  eyeball  in  looking  upwards  or  downwards,  moves  little  or 
Snot  at  all  in  exophthalmos,  and  besides,  leaves  the  eyeball  too  much 
uncovered,  a symptom  which  lie  considers  as  pathognomonic  in  early 
and  slightly  marked  cases.  He  shows  that  this  state  of  the  lid  is 


independent  of  the  exophthalmos,  that  it  may  come  on  during  the 
progress  of  the  disease,  and  disappear  without  the  exophthalmos 
getting  less.  Voluntary  closure  of  the  eyelid  is  free  and  unim- 
paired, unless  the  degree  of  the  protrusion  mechanically  interferes 
as  it  may. 

As  the  disease  advances,  the  palpitations  of  the  heart  and  vessels 
become  more  and  more  distressing.  The  thyroid  gland  enlarges, 
the  eyeballs  gradually  become  more  prominent,  and  assume  a wild 
appearance.  The  nervousness  and  irritability  increase,  and  the 
least  emotion  greatly  intensifies  the  symptoms. 

Vertigo,  beatings  in  the  ears,  throbbing  of  the  temples,  a feeling 
of  fulness  in  the  chest,  and  increased  heat  of  the  body,  annoy  the 
patient.  J 

The  sensation  of  heat  is  nut  imaginary,  but  real,  for  both  Basedow 
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and  Tiessier  have  noted  an  increase  of  temperature  in  the  body  to 
the  extent,  according  to  the  latter,  of  two  or  three  degrees.  War- 
burton  Begbie  says  this  feeling  is  not  localized,  but  is  general,  and  is 


often  great  in  the  feet. 


Professor  Trousseau  also  mentions  the  presence  of  the  “taohe 
cerebrate,”  produced  almost  immediately  by  the  slightest  irritation 
on  the  skin. 

Sleepless  nights,  emaciation  and  weakness,  with  frequent  vomiting, 
come  on,  as  well  as  loathing  of  animal  food  and  craving  for 
vegetables.  This  last  symptom  is  not,  however,  invariable ; some 
persons  refuse  food  of  all  sorts.  Begbie  has  found  many  suffering 
from  lienteria,  the  food  being  only  partially  digested. 

Not  infrequent  epi  stasis  and  other  hemorrhages  take  place,  render- 
ing the  patient  still  more  prostrate. 

Dyspnoea  of  a severe  and  occasionally  paroxysmal  character,  is 
sometimes  present,  threatening  suffocation.  This  is  happily,  how- 
ever, not  of  frequent  occurrence. 

Kuth  mentions  a case  of  a female  whose  hair  began  to  get 
partially  grey  and  to  fall  out,  at  the  age  of  twenty-nine,  when  first 
attacked  by  the  disease. 

The  order  of  the  symptoms  should  be  studied , and  each  examined  in 
detail. 

The  first  symptom  generally  complained  of  is  palpitation.  Stokes, 
and  most  authorities,  seem  to  believe  that  the  heart  is  the  first  organ 
to  become  affected,  and  the  goitre  generally,  but  not  always,  to 
precede  the  exophthalmos.  Trousseau,  however,  says,  “that  all 
phenomena  which  are  due  to  the  same  cause,  appear  simultaneously 
and  have  the  same  period  of  invasion,”  and  that  any  succession  is 
more  apparent  than  real,  and  depends  upon  the  patient  or  physician 
finding  it  out.  In  the  Gazette  des  Hdpitaux , 1863,  p.  389,  is  mention 
of  a female,  in  whom  all  this  took  place  from  grief  in  a single  night. 
In  one  case  observed  by  myself,  all  the  symptoms  were  simultaneous. 
But  certainly,  if  these  symptoms  commence  generally  at  once,  there 
is  irregularity  in  their  development. 

The  palpitation  is  often  sudden,  vehement,  rapid,  and  sometimes 
uncountable.  The  heart  occasionally  beats  with  extreme  irregularity, 
although  no  organic  disease  be  present.  Sometimes,  distinct  fremisse- 
ment  is  heard  over  the  whole  prcecordial  region. 

There  is  much  discrepancy  of  opinion  regarding  the  presence  or 
absence  of  cardiac  hypertrophy.  Several  men  believe  that,  more 
or  less,  hypertrophy  does  generally  exist.  Trousseau  doubts  the 
frequency  of  it,  as  the  radial  pulse  is  generally  normal ; but  believes 
that  the  hypertrophy  is  apparent  only  and  due  to  the  thinness  of  the 
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patient’s  chest-walls.  The  numerous  post-mortem  examinations  point 
■go  the  frequent  occurrence,  in  cases  of  long  standing,  of  dilatation 
and  valvular  disease,  especially  on  the  right  side,  with  hypertrophy 
or  without. 

In  other  cases,  again,  of  some  duration  of  the  exophthalmos,  the 
peart  is  reported  as  having  been  perfectly  healthy.  It  is  to  be  feared, 
however,  that  it  rarely  escapes  without  more  or  less  implication. 

Traube  examined,  during  life,  eight  cases  reported  by  Graefe,  and 
found  distinct  increase  of  the  cardiac  volume  with  other  signs  of 
valvular  disease.  Oppoltzer  reports  one  case  in  which  the  heart  was 
hypertrophied  in  all  directions. 

Bellingham,  in  his  valuable  book  on  diseases  of  the  heart,  says 
:hat  this  disease  commences  always  in  functional  derangement  of 
;he  heart ; after  persisting  as  such  for  an  indefinite  period,  it  either 
subsides  under  treatment,  or  it  passes  into  organic  disease  of  the 
organ.  Virchow  states  that  there  is  in  nearly  all,  dilatation  of  the 
heart,  but  that  hypertrophy  is  an  advanced  stage  of  the  disease ; the 
left  ventricle  then  suffers  most. 

In  a well-marked  and  recent  case,  the  heart-sounds  are  generally 
much  accentuated ; there  is  occasionally  pericardial  friction  sound, 
and  a soft  systolic  bellows  murmur,  heard  at  the  base.  A loud 
Systolic  blowing  murmur  is  frequently  present  in  the  carotids  and 
large  vessels,  sometimes  very  loud  in  the  abdominal  aorta  ; and 
according  to  J.  Warburton  Begbie,  it  may  sometimes  be  heard  in 
the  vessels  of  the  extremities. 

In  case  seen  by  Mr.  Brickwell,  of  Sawbridgeworth,  the  action 
of  the  heart  was  so  excessive  that  the  sound  could  be  heard  at  a 
distance  of  some  feet.  The  patient  died  some  time  afterwards  with 
general  dropsy  ; the  valves  of  the  heart  were,  however,  normal,  but 
the  left  ventricle  was  thinned  and  dilated. 

Sir  Henry  Marsh  also  details  a similar  case. 

A bruit  da  diable  is  commonly  present  over  the  jugulars.  The 
veins  of  the  neck  are  enlarged  and  prominent,  and  in  many  cases 
a purring  thrill  is  communicated  to  the  hand. 

The  excessive  pulsation  of  the  superficial  arteries  is  almost  inva- 
’ riably  present,  and  is  one  of  the  most  peculiar  features  of  the  disease. 

The  carotids  are  perhaps  the  most  affected.  The  greatest  pulsation 
' is  sometimes  in  the  abdominal  aorta. 


watched,  and  who  died  lately  under  the  care  of  Hr.  Goodfellow,  in 
the  Middlesex  Hospital,  the  marked  features  on  admission  were 


Hr.  John  Murray  informed  me  that  in  a patient  whom  he  had 
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be  counted  ; excessive  pulsation  of  the  abdominal  aorta,  so  much  so 
indeed  that  it  presented  all  the  appearance  of  a large  aneurism.  At 
this  time  the  cervical  pulsation  was  not  greatly  marked,  and  there 
was  little  prominence  of  the  thyroid  or  of  the  eyes.  Latterly,  the 
small  radial  pulse  contrasted  greatly  with  the  carotid,  which  throbbed 
in  an  excessive  manner. 

It  is  commonly  found  after  death  that  more  or  less  disease  of 
the  vascular  system  is  present.  There  is  dilatation  chiefly  of  the 
jugular  veins,  thyroid  and  vena  cava  inferior,  with  enlargement 
and  disease  of  the  arteries.  The  inferior  thyroids  are  those  chiefly 
affected ; and  in  a case  of  Newman’s  the  ophthalmic  artery  was 
found  to  have  undergone  atheroma.  • The  arterial  disease  was  very 
general,  the  aortic  and  mitral  valves  being  considerably  affected. 

The  enlargement  of  the  thyroid  gland  generally  precedes  any  marked 
protrusion  of  the  eyeballs.  The  increased  size  of  the  gland  has  at 
least  been  noticed  before  any  peculiarity  of  the  eyeballs.  In  a few 
cases  the  affection  of  the  thyroid  has  remained  totally  absent,  while 
the  other  symptoms  have  been  present. 

At  first  the  gland  usually  presents  a slight  graceful  swelling  in 
front  of  the  neck.  It  gradually  enlarges,  and  although  it  rarely 
advances  to  the  size  of  endemic  goitre,  it  reaches  occasionally  con- 
siderable dimensions,  and  has  been  known  to  threaten  suffocation. 
It  has  been  so  large  as  to  require  support.  It  has  even  projected 
before  the  margin  of  the  lower  jaw. 

In  males,  the  enlargement  of  the  gland  makes  its  appearance  at 
a later  period,  and  does  not  usually  reach  the  same  dimensions  as 
in  females. 

Although  the  augmentation  is,  as  a rule,  gradual  in  development, 
still  it  may  be  rapid  and  marked  in  a few  hours,  and  gradual  en- 
largement may  become  suddenly  increased. 

The  right  lobe  is  chiefly  affected,  but  in  many  cases  the  two  are 
pretty  equally  enlarged. 

The  isthmus  may  become  involved. 

The  size  of  the  gland  is  variable,  as  emotion  or  physical  exertion  \ 
of  any  sort  produces  temporarily  a marked  and  instantaneous  effect.  * 

The  nature  of  the  bronchocele  depends  chiefly  on  the  length  of  time  hi 
has  been  present.  If  recent,  the  surface  of  the  tumour  presents  a 
uniform  smooth,  soft,  and  elastic  character,  and  is  at  this  time  a 
simple  vascular  bronchocele.  The  superficial  veins  are  unduly  pro- 
minent. In  such  cases  the  tumefaction  often  disappears.  If  the. 
disease  is  not  relieved  and  tire  swelling  does  not  subside,  there  is 
great  tendency  to  structural  change,  the  gland  undergoing  cirrhosiij 
or  fibrous  induration,  nodular  or  not,  and  occasionally  partial  cystic 
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v degeneration,  which  may  again  undergo  various  metamorphoses.  It 
1 may  be  stated  as  a rule,  the  more  chronic  the  affection,  the  greater 
f the  likelihood  of  structural  change,  with  cystic  or  gelatinous  forma- 
| tion.  There  is,  however,  no  one  characteristic  pathological  condition. 
i The  arteries  and  veins  may  become  enlarged  and  diseased,  rupture 
| of  some  of  them  ensue,  and  extravasation  occur  into  the  parenchyma. 

In  the  recent  stage  of  enlargement,  before  structural  disease  has 
4 takeu  place,  there  is  first  the  arterial  pulsation,  secondly  the  dia- 
I stolic  throbbing  of  the  gland,  and  lastly  a peculiar  thrill,  sometimes 
\ only  over  a portion,  similar  to  that  of  the  aneurismal  varix.  The 
1 seat  of  this  thrill  is  uncertain. 

If  the  gland  becomes  structurally  diseased,  the  tlirill  and  blowing 
t sound  have  been  often  known  to  disappear  entirely,  although  there 
<•  may  exist  a murmur  in  the  veins  of  the  neck. 

The  enlargement  is  different  from  ordinary  bronchocele,  in  remain  - 
ing  stationary  just  at  that  period  of  its  development  when  the 

< growth  of  the  latter  usually  begins  to  be  accelerated.  Its  liability 
l to  production  is  not  connected  with  the  influence  of  soil  or  climate. 

‘Trousseau  says  that  endemic  goitre  is  an  hypertrophy  of  all  the 
elements  of  the  gland,  whereas  in  exophthalmic  goitre  there  is 
glandular  hypertrophy  proper,  hypertrophy  of  the  acini,  and  great 
1 development  of  the  blood-vessels. 

The  exophthalmos  or  protrusion  of  the  eyeball  is  the  last  symptom 
f to  be  considered.  It  is  generally  the  latest  in  its  full  appearance, 

) or  that  complained  of  by  the  patient.  In  a well-marked  example 
of  the  disease,  it  is  by  far  the  most  striking  characteristic. 

The  eyeballs  are  seldom  protruded  directly  forwards,  generally 
I a little  downwards  or  inwards.  Their  movements  are  always  more 
f or  less  restricted.  The  sclerotica,  usually  brilliant,  is  much  exposed, 

{ and  a wild  and  savage  expression  is  produced.  The  pupils  are  gene- 
1 rally  dilated.  Not  unfrequently  the  prominence  is  so  great  as  to 
■ prevent  closure  of  the  eyelids.  Trousseau  refers  to  a case  related 
by  Dr.  Pain,  where  the  eyeballs  were  pushed  forwards  so  much 
’.that  one  of  them  actually  came  out  of  the  orbit,  was  dislocated, 

( and  required  to  be  put  back  with  the  fingers. 

It  is  by  no  means  necessary  that  there  should  be  both  the  protrusion  and 
j the  stare.  The  eyelids  only  may  be  retracted  so  as  to  show  the 
-•  white  of  the  eye  preternaturally,  and  thus  give  a fallacious  appear- 
ance of  protrusion. 

Exposure  of  the  eyeball  is  rarely  if  ever  followed  by  ophthal- 
t mitis  as  in  paralysis  of  the  fifth  nerve.  Stokes  refers  to  a case  in 

< which  for  upwards  of  a year  the  eye  was  never  closed,  and  yet  no 
j ophthalmia  of  any  kind  occurred.  This  is  explained  most  ingeniously 
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by  Professor  Laycook,  to  the  effect  that,  in  paralysis  of  the  fifth, 
although  there  is  increased  vascularity  of  the  conjunctiva,  there  is 
decrease  of  temperature,  which,  if  the  patient  is  in  had  health,  pre- 
disposes to  ophthalmia ; whereas  in  Graves’  disease,  the  paralysis 
which  is  of  spinal  or  sympathetic  origin,  the  temperature  of  the 
parts  is  increased,  and  thus  the  eye  is  enabled  better  to  resist  ex- 
ternal influences.  Although  I have  seen  a great  many  cases,  recent 
and  chronic,  I have  never  met  with  any  alteration  in  the  sensation 
of  the  eyeball,  or  its  nutrition,  but  other  surgeons  have.  There  is 
described  diminished  sensibility  of  the  cornea,  and  of  a portion  of 
the  conjunctiva,  with  dryness  and  increased  thickness  of  the  epithe- 
lium, so  that  the  excito-motory  union  between  the  sensory  nerves 
and  the  front  of  the  eyeball,  and  the  motor  nerve  of  the  orbicularis 
muscle,  is  diminished  or  lost.  Ulceration  of  the  cornea  is  also 
mentioned,  and  penetration  with  collapse  of  the  eye  has  been  met 
with.  This  latter  has  occurred  at  the  same  time  in  both  eyes.  Such 
conditions  are  due  to  the  exposure  of  the  eye,  and  its  loss  of  moisture 
from  imperfect  winking. 

The  tears  are  well  secreted,  but  their  removal  is  interfered  with, 
and  they  readily  overflow. 

Both  eyeballs  generally  become  equally  prominent , whether  suddenly  or 
gradually , and  in  a simultaneous  manner.  This  is,  however,  not  inva- 
riable. Cases  are  recorded  where  one  was  at  first  more  affected  than 
the  other ; and  Prael,  of  Brunswick,  has  given  three  cases  in  which 
the  affection  was  confined  to  the  right  side.  Reith,  of  Aberdeen, 
gives  another,  where  there  was  an  interval  of  many  years  between 
the  appearance  of  exophthalmos  on  the  two  sides.  The  eyes  are 
most  prominent  under  the  influence  of  mental  emotion  and  at  the 
menstrual  periods. 

Nearly  always,  if  the  eyeballs  be  pressed  on  by  the  palms  of  the 
hand,  they  will  retract  a little,  but  they  protrude  again  when  the 
pressure  is  remitted. 

There  is  generally  little  or  no  discomfort  from  this  state  of  the  eye. 
Sometimes  there  is  pain  in  the  eyelids,  and  a fulness  and  feeling  of. 
distension  experienced,  as  if  the  eyes  were  going  to  drop  out,  a sen- 
sation which  is  increased  more  or  less  by  excitement  of  circulation. 

Vision  has  been  unimpaired  in  every  case  that  I have  examined.  I 
am  unaware  of  any  marked  defect  having  been  detected  by  any  one 
familiar  with  ophthalmic  medicine.  Schoch  reports  a case  with 
amblyopia  and  double  vision. 

That  the  eyeball  is  merely  protruded  and  not  enlarged , I am  quite  sure. 
The  difference  in  general  between  these  states  is  given  in  the  chapter 
on  “ Protrusion  of  the  Eyeball. 
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As  to  the  immediate  or  physical  cause  of  the  exophthalmos.  Dal- 
rymple  tauglit  that  there  is  an  absence  of  the  proper  tonicity  of 
the  muscles  by  which  the  eye  is  retained  in  its  natural  position  in 
the  orbit,  and  some  amount  of  venous  congestion  of  the  tissues 
forming  the  cushion  behind  the  globe.  It.  Taylor,  spasms  of  the 
muscles  of  the  neck  impeding  the  return  of  blood  from  the  head 
and  producing  dilatation  of  the  orbital  veins.  Basedow,  ITastenger, 
Kceben,  and  Neumann,  hypertrophy  of  the  post-ocular  cellular 
tissue.  Hensinger,  Desmarres,  and  Middlemore,  an  extraordinary 
accumulation  of  fat  in  the  cellular  tissue  behind  the  ejms.  Mac- 
kenzie, a varicose  state  of  the  ophthalmic  veins.  J.  Warburton 
Begbie,  congestion  and  vascular  dilatation  of  the  ophthalmic  vessels, 
with  effusion  of  serum  into  the  post-ocular  cellidar  tissue.  Laycock, 
partly,  at  least,  to  change  in  the  motor  mechanism  of  the  eyelids 
and  eyeballs,  which  anew,  he  thinks,  is  the  more  likely  if  the 
periosteal  muscle  of  the  eye,  described  by  Professor  Turner,  be 
confirmed.  Aran,  irritation  of  the  sympathetic  affecting  the  orbital 
muscles.  Dr.  C.  J.  B.  Williams,  enlarged  orbital  and  cerebral 
Emulation.  Trousseau  speaks  obscurely  and  undecidedly.  Keith, 
partly  congestion,  partly  nervous  influence.  Fletcher,  distension 
of  the  orbital  vessels,  pressing  the  eyeball  forwards.  Virchow,  in 
ais  magnificent  work  on  tumours,  says  that  the  essential  change  lies 
n the  fatty  tissue  of  the  orbit,  which  may  be  hypertrophied,  but 
mostly  expanded  by  a hyperoemic  swelling  capable  of  being  over- 
come by  pressure  during  life,  and  readily  disappearing  after  death. 
He  appears  to  believe  also  that  the  fatty  degeneration  of  the 
muscles  of  the  eyeball,  pointed  out  by  Pecklingliaussen,  would 
mcrease  the  protrusion. 

Ophthalmoscopic  appearances.  Withuisen  describes  a case  in  which 
he  fundus  oculi  was  found  to  be  congested,  and  on  each  side  of 
he  optic  papillae  semilunar  masses  of  pigment,  almost  black  in 
me,  were  deposited.  The  point  of  entry  of  the  optic  disk  presented 
' yello wish -red  tint.  The  anterior  chamber  was  flattened.  An 
examination  was  also  made  during  convalescence,  when  the  hyper- 
emia was  found  much  decreased,  the  pigment  as  before.  There 
jvas  varicose  dilatation  of  the  vessels  of  the  conjunctiva  about  the 
1 nsertions  of  the  recti  muscles.  Both  eyes  were  alike. 

Grraefe  has  also  found  increased  vascularity  of  the  choroid. 

Congestion  of  the  retinal  vessels  has  been  noticed  by  several  writers. 

| Dr.  Begbie  gives,  in  his  work  on  “Clinical  Medicine,”  the  result 
j,f  an  examination  by  Dr.  A.  Robertson.  There  was  in  the  left 
I ye  general  deficiency  of  the  .choroidal  pigment  at  the  mam-in  of 
e lie  optic  disk.  b 
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As  a rule,  the  tissues  of  the  eyeball  are  unaffected,  and  ex- 
ceptional cases,  units  in  hundreds,  must  he  looked  on  as  accidental,  I 
and  not  as  arising  from  the  disease. 

The  post-mortem  appearances  have  always  produced  disappoint- 
ment, as  regards  the  condition  both  of  the  orbit,  and  of  the  parts 
around.  The  want  of  constancy  in  any  particular  morbid  state,  1 
has  also  created  astonishment.  I will  give  the  statements  of  several  I 
observers. 

Hensinger,  a case  with  increased  quantity  of  cellular  tissue,  and  j 
a case  without.  Iiirsch,  a case  in  which  there  was  not  much  fat  1 
in  the  orbital  cavity.  Neumann,  orbital  fat  increased,  aqueous  I 
humour  thick  with  crystals  of  cholesterine,  capsule  of  the  lens 
opaque, . coats  of  the  eye  more  or  less  injected.  Roche,  oedema  of  j 
the  cellular  tissue  of  the  orbit.  Trousseau,  a large  quantity  of  j 
cellular  and  adipose  tissue  in  the  posterior  part  of  the  orbit.  Reith, 
congestion  of  the  orbital  veins,  with  effusion  of  blood.  Begbie  I 
draws  attention  to  the  dark  fluid  state  of  the  blood  in  several 
instances  which  came  under  his  observation  ; this  is,  however,  not 
always  the  case,  although  mention  is  frequently  made  of  it  in 
accounts  of  autopsies.  The  abdominal  viscera  are  usually  more  or 
less  congested,  and  if  the  protrusion  of  the  eyeball  be  of  long  stand- 
ing, some  disease  of  the  kidneys  or  liver  may  be  present.  Nutmeg 
congestion  of  the  liver  is  frequently  noticed,  and  also  enlargement  j 
of  the  spleen,  generally  simple,  but  in  one  or  two  recorded  cases,  ]j 
structural  disease  has  been  observed.  The  brain  has  been  found 
congested  and  softened,  and,  in  two  instances,  it  contained  apo-  j 
plectic  clots.  Hirscli  describes  a case  in  which  he  foimd,  besides 
congestion  of  the  brain,  blood  in  the  arachnoid  cavity. 

There  is,  however,  one  morbid  appearance  ichich  has  been  witnessed  in 
several  cases  within  the  last  few  years,  and  which  is  of  the  greatest  im-  1 
portance,  as  there  is  good  reason  to  believe  that  it  points  to  a solu- 
tion of  the  difficulty  regarding  the  real  pathology  of  the  disease.  I 
It  is  change  in  the  cervical  sympathetic  nerves  and  ganglia.  Since 
1859,  when  M.  Kceben  attributed  the  affection  to  a lesion  of  the 
sympathetic,  there  have  been,  so  far  as  I can  discover,  five  autopsies 
on  examples  of  the  disease,  in  which  the  sympathetic  has  been 
examined.  The  first  case  mentioned  is  by  Trousseau,  in  his  “ Olini-  j 
cal  Medicine,”  that  of  a female  sixty  years  old,  to  whom  reference 
has  been  made,  and  who,  seven  years  before,  became  affected  with  I 
the  disease  suddenly  in  one  night,  from  a shock  caused  by  the  death  ft 
of  her  father.  She  died  in  the  Hotel  Dieu  of  apoplexy.  At  the 
post-mortem  examination  were  found  hypertrophy  of  the  heart,  , 
atheroma  of  the  aorta,  slight  cirrhosis  of  the  liver,  and  a somewhat 
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similar  condition  of  the  thyroid  gland,  which  was  very  slightly  en- 
g larged.  The  thyroid  arteries  were  small,  hut  neither  calcareous  nor 
flexuous.  The  spleen  was  large.  Some  appearances  of  nephritis 
were  present.  A mass  of  cellular  and  adipose  tissue  thrust  out  the 
eyeball,  which  was  redder  than  usual.  The  inferior  cervical  ganglia 
of  the  sympathetic,  were  greatly  increased  in  size  and  unnaturally 
red.  Numerous  vessels  ramified  over  and  within  them.  By  micro- 
scopic examinations  many  vessels  were  seen  in  their  interior,  with 
thick  admixture  of  connective  tissue,  and  in  the  midst  of  their  fibres 
nuclei  and  fusiform  cells. 

A second  case  is  mentioned  in  the  Deutsche  Klinik  for  1863,  p.  286. 
The  sympathetic  nerve  and  ganglion  were  extremely  thin.  The 
pneumogastric  was  natural.  The  heart  was  hypertrophied.  The 
valves  were  normal.  There  was  an  imusual  quantity  of  adipose 
■tissue  in  the  orbit.  The  orbital  muscles  were  almost  yellow  from 
fatty  degeneration.  The  muscles  of  the  trunk  had  undergone 
fatty  degeneration. 

A third  was  in  the  case  mentioned  to  me  by  Dr.  John  Murray, 
in  which  Dr.  Cayley  discovered  no  lesion  of  the  sympathetic  or 
meumogastric.  There  was  double  pneumonia  of  both  bases  of 
the  lungs,  nutmeg  congestion  of  the  liver,  and  dilatation  of  the 
heart ; hut  not  any  valvular  disease. 

A case  has  been  published  recently  in  L'  Union  Medicate , 23rd 
January,  1868,  by  Dr.  Fournier  and  Dr.  Ollivier,  in  which  the 
extremities  became  gangrenous,  but,  although  the  sympathetic  was 
examined  carefully  by  the  microscope,  there  was  not  discovered 
either  any  increase  or  decrease  in  volume,  nor  was  there  any  modifi- 
cation in  consistence  or  colour  in  any  part  whatever. 

The  last  case  to  be  mentioned  occurred  under  the  care  of  Dr. 
Reith,  who  has  published  it  in  full  in  the  Medical  Times  and  Gazette 
or  November  11th,  1865.  A male,  act.  twenty-four.  Left  eye  first 
orotruded,  some  years  afterwards  the  right  followed  to  nearly  the 

1*ame  extent,  and  sufficiently  to  prevent  him  from  closing  the  eyelids. 
Vision  unimpaired.  Conjunctive  chemosed,  and  much  congested, 
fig  had  fallen  down  in  fits  some  weeks  before,  and  he  had  been  sleep - 
i ess,  and  suffered  great  headache.  Some  days  previously  to  his  death 
^ lis  memory  was  affected.  He  had  oedema  of  the  back  of  the  neck 
md  of  the  ankles.  The  carotids  and  radials  pulsated  normally. 

died  two  days  after  admission  into  the  hospital. 

^ A minute  description  of  every  viscus  of  the  body  is  given. 
Thyroid  gland  half  as  large  again  as  usual,  without  passing  either 
backwards  or  outwards  so  as  to  interfere  with  the  vessels.  Scalp, 
j "rain,  and  whole  cranial  cavity  much  congested.  Veins  of  the 
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right  orbit  were  in  a similar  condition,  and  there  was  a small 
quantity  of  grumous  blood  effused  at  the  forepart  of  the  orbit 
above  the  eyeball.  Left  orbit  healthy.  Organs  of  circulation  other- 
wise normal.  Spleen  large,  congested  and  pliable.  Liver,  large  and 
congested.  Cervical  sympathetic,  the  nerves  of  both  sides,  especially 
of  the  left,  enlarged.  Middle  and  lower  ganglia  on  both  sides,  but  1 
especially  on  the  left,  much  enlarged,  very  firm  and  hard.  They  | 
were  loaded  with  granular  matter.  Connecting  cords  correspond- 
ingly enlarged,  obscuring  greatly  the  nerve  tubes  and  cells,  resem- 
bling a sympathetic  gland  in  the  early  stage  of  tubercular  deposit. 
Cellular  tissue  surrounding  the  ganglia  thickened  and  hard.  Dorsal,  j 
lumbar,  and  semilunar  ganglia,  of  nearly  the  natural  size.  The 
other  organs,  except  being  perhaps  congested,  were  healthy. 

Cases  are  mentioned  by  Fletcher  in  which  the  blood  was  examined,  j 
One  was  a male  aged  twenty-eight,  and  the  second  a female  of  forty- 1 
seven.  It  coagulated  slowly  and  imperfectly,  and  there  seemed  to  \ 
be  a deficiency  of  red  corpuscles.  In  the  one,  there  was  an  excess  j 
of  white  cells,  and  in  the  other  cholesterine  was  detected.  Dr.  Lay- 1 
cock  examined  it  in  one  case,  but  he  found  no  change.  A fatal  case  I 
mentioned  in  the  Deutsche  Klinik , exhibited  no  changes. 

The  ultimate  cause  of  the  disease  must  he  now  discussed.  Modem  j 
investigation  throws  light  on  it.  The  importance  of  the  records  of 
some  of  the  above  cases  will  now  be  apparent. 

Dr.  Begbie  argues  with  great  skill,  “ to  prove  that  the  essence  • 
of  the  disease  consists  of  a vitiated  or  impoverished  condition  of  the 
blood,  a true  anaemia,  and  that  the  disease  is  always  preceded  by 
some  cause  such  as  menorrhagia  or  haemorrhoids  producing  the 
anaemia  ; that  this  abnormal  condition,  this  attenuated  quality  of 
the  blood,  acting  directly  on  the  cardiac  nerves,  excites  the  heart  ; 
and  vessels  to  over  action,  which  again  is  followed  by  the  other 
symptoms  characteristic  of  the  disease.” 

Dr.  Stokes  believes  that  there  are  strong  reasons  for  holding  that 
the  disease  is  originally  a neurosis  of  the  heart,  and  perhaps  also 
of  the  cervical  vessels  themselves. 

Withuisen  holds  a somewhat  similar  view,  that  it  is  a nervous 
disease  of  the  heart,  which  may  indeed  give  rise  to  organic  cardiac  :• 
disease,  but  not  necessarily  so. 

Dr.  Koeben,  in  1859,  attributed  the  affection  to  lesion  of  the 
sympathetic,  which  view  was  concurred  in  by  Aran  and  Trousseau. 
The  brilliant  experiments  of  Brown-Sequard,  Claude  Bernard,  I 
Walker,  Schiff,  Budge,  Yalentin,  and  many  others,  seem  to  coun- 
tenance the  view  of  Dr.  Koeben.  Claude  Bernard  found  that  section  $ 
of  the  cervical  sympathetic  causing  paralysis,  produced  contraction 
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|of  the  pupil,  a narrowing  of  the  opening  of  the  eyelids,  retraction  of 
the  eyeball,  and  increased  flow  of  blood  to  the  side  operated  on;  that 
the  small  arteries  pulsated  with  increased  force,  and  the  temperature 
was  considerably  raised  in  the  cranium  externally  and  internally. 
When  the  upper  divided  end  was  galvanized,  causing  irritation,  the 
opposite  effects  were  produced : dilatation  of  the  pupil,  widening  of 
the  eyelids,  with  exophthalmos,  &c. 

Although  in  the  disease,  the  exophthalmos  and  dilatation  of 
the  pupil  be  present,  there  is  dilatation  of  vessels  and  increased  tem- 
perature, a symptom  of  paralysis.  This  has  not  been  satisfactorily 
explained,  but  it  is  probable  that  the  vessels  become  dilated  from  the 
reaction  consequent  on  the  irritation. 

Following  this,  Dr.  Lay  cock,  Edinburgh  Medical  Journal  for  Feb- 
ruary and  July,  1856,  founded  a theory  based  on  experiments  of 
Bernard,  Wr alter,  and  others,  that  there  is  a definite  tract  of  the 
spinal  cord  extending  from  the  first  cervical  vertebra  to  the  second 
dorsal,  which  he  called  the  oculo-spinal,  or  cilio-spinal,  which  acts 
ihrough  the  cervical  sympathetic ; that  the  exophthalmos,  palpita- 
tions, and  pulsations,  with  the  accompanying  nervous  affections,  and 
he  vascular  bronchocele,  are  due  to  the  disturbance  of  the  function 
)f  this  region,  and  of  the  more  extended  cerebro-spinal  centre,  of 
i which  it  forms  part.  He  states  that  the  connection  of  diseases  of  the 
I thyroid  with  the  reproductive  function,  points  both  to  a group  of 
-Cvaso-motor  centres  in  the  oculo-spinal  region  as  the  seat  of  the 
% leurosis,  and  to  a common  source  of  morbid  irritation  of  that  spinal 
feentre  generally.  He  acknowledges  that  anaemia,  or  a morbid  con- 
IBition  of  the  blood,  is  a very  common  coincidence  or  predisposing 
><jause.  Amemia  would  not  explain  the  disease.  Both  Oppoltzer’s 
md  Virchow’s  views  with  regard  to  the  anaemic  theory,  appear  to 
Iboincide  with  Dr.  Laycock’s  more  or  less. 

Dr.  C.  J.  13.  Williams  says  that  the  disease  depends  on  diminu- 
tion, and  not  increase,  of  nervous  power,  producing  a kind  of 
a meurismal  varix  of  the  thyroid,  and  enlargement  of  the  whole  cere- 
bral circulation,  and  he  believes  that  this  enlargement  accounts  for 
^ he  exophthalmos. 

lleith  adheres  to  the  same  opinion  as  Trousseau  and  other  French 
liuthorities.  He  thinks  that  the  connection  of  the  sympathetic  with 
: he  heart  and  thyroid  gland  are  satisfactorily  demonstrated  ; and  as 
Incitement  of  the  female  sexual  organs  influences  by  reflex  action 
ft  lirough  the  ganglionic  system,  both  the  heart  and  thyroid,  there  is 
1 miple  room  for  assuming  that  a lesion  of  that  system  would  operate 
jlirectly  on  the  organs  connected  with  it.  Also  as  regards  the  exact 
lithological  lesion  of  the  cervical  sympathetic,  that  as  syphilitic 
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deposit  may  take  place  in  tlie  nerves  and  other  tissues  of  the  body, 
of  an  albumino-fibroid  description,  a tubercular  deposit  may  in  like  \ 
manner  occur ; and  considering  that  the  case  of  his,  an  extract  of 
which  I have  given,  presented  well-marked  local  appearances  of  this 
diathesis,  he  believes  he  is  warranted  in  assuming  that  the  ganglia  of 
the  sympathetic  were  involved  in  a like  manner. 

Dr.  J.  Warburton  Begbie  states  his  belief  that  the  true  pathology  1 
lies  both  in  the  blood  and  in  the  nervous  system,  but  that  the 
primum  mobile  is  in  the  former ; that  an  altered  state  of  the  blood,  I 
for  a time  stopping  short  of  what  is  generally  known  as  anaemia,  ; 
but  in  many  cases  amounting  to  a well-marked  anaemia,  acts  directly 
on  the  nerves  of  the  blood-vessels,  and  on  the  nerves  of  the  heart,  j 
which  is  followed  by  consequences  constituting  the  ordinary  features 
of  the  disease. 

\ 

Dr.  II.  Jones,  my  learned  and  practical  colleague,  in  his  most-i 
valuable  work  on  “ Functional  Nervous  Disorders,”  recognises  the 
influence  of  diseased  action  of  the  sympathetic  nerve,  and  in  allud- 
ing to  cases  in  which  no  pathological  changes  have  been  detected,  j 
says  it  is  quite  possible  that  the  mere  disorder  may  be  functional  in 
some  cases,  organic  in  others.  He  thinks  that  there  is  good  ground 
for  attributing  the  arterial  relaxation  to  vaso-motor  nerve  paresis. 
He  continues,  that  the  cerebral  arteries  are  affected  in  the  same  way 
as  the  thyroidal,  may  be  inferred  from  the  mental  excitement  and 
anxiety,  the  insomnia,  the  occasional  occurrence  of  a maniacal  con- 
dition, and  of  actual  extravasation  in  the  brain.  Also,  the  diarrhoea, 
which  so  often  wastes  the  patient,  may  reasonably  be  referred  to 
relative  increase  of  intra-vascular  pressure,  as  well  as  to  decrease  of 
relative  power  in  the  smaller  vessels. 

Prognosis.  In  the  majority  of  cases,  suitable  treatment  early  ap- 
plied sooner  or  later  produces  a cure.  If  neglected,  however,  organic 
disease  to  a greater  or  less  extent  takes  place.  The  thyroid  becomes 
permanently  enlarged,  dilatation  and  structural  disease  of  the  heart 
and  blood-vessels,  with  their  consequences,  ensue,  the  liver  and  kidneys 
becoming  secondarily  affected.  Ultimately  the  result  is  fatal.  Trous- 
seau states  that  there  is  in  some  cases  considerable  danger  of  a fatal 
result  from  choking.  This  is  certainly  not  of  frequent  occurrence. 

The  cases  on  record  afford  scarcely  sufficient  data  to  enable  one  to 
speak  with  much  authority  on  the  subject  of  a fatal  termination  ; but 
asthenia  from  sleeplessness,  great  anaemia  and  urgent  sickness,  diar- 
rhoea, apoplexy,  pneumonia,  bronchitis,  disease  of  the  liver  and  of 
the  heart,  with  their  consequences,  appear  to  bring  about  a fatal 

issue.  . j 

The  treatment  which  is  recommended  varies  considerably.  This  is 
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not  to  be  wondered  at,  as  there  are  as  yet  scarcely  any  rational  indi- 
cations. The  remedies,  however,  which  have  been  used  ol  late  years 
are  singularly  few  in  number.  When  the  disease  was  first  recog- 
nised last  century,  the  means  employed  were,  according  to  the 
fashion  of  the  day,  chielly  bleeding,  and  local  applications  to  the 
thyroid,  particularly  iodine.  The  effect  of  iodine  seems  to  have  been 
almost  invariably  bad;  it  increased  the  enlargement.  The  same  may 
be  said  of  bleeding,  which  was  followed  in  nearly  all  the  recorded 
cases  by  the  direst  results. 

Dr.  Begbie,  following  up  his  anaemic  theory,  employed  chalybeates 
largely,  and  with  great  success,  although  he  used  at  the  same  time 
some  sedative.  He  points  out  the  importance  of  first  ascertaining 
the  exciting  cause,  such  as  uterine  derangement,  piles,  &c.,  and  ad- 
ministering chalybeates,  unless  contra-indicated,  for  a prolonged 
period,  with  good  diet,  ale  or  porter,  passive  exercise  and  change  of 
air.  He  says  of  his  usual  treatment,  “ It  is  the  combination  of  iron 
with  calmatives  and  sedatives  that  have  been  most  useful,  especially 
the  tincture  of  the  muriate  of  iron  with  the  tincture  of  henbane.” 

Grraefe,  on  the  other  hand,  says  iron  should  not  be  given  when 
there  is  considerable  vascular  excitement,  and  the  pulse  more  than 
one  hundred,  to  one  hundred  and  ten. 

Trousseau  believes  that  iron  does  harm  as  a rule,  and  that  the 
successful  cases  were  due  to  digitalis,  or  some  sedative  given  with 
it.  He  accordingly  recommends  digitalis,  and  speaks  highly  of 
hydropathy,  and  of  ice  to  the  thyroid  gland,  and  to  the  prse- 
cordia. 

There  can  be  no  doubt,  according  to  my  idea  and  practice,  that 
iron  is  most  valuable,  and  markedly  so  in  combination  with  a seda- 
tive, thus  fulfilling  what  would  seem  two  important  indications  of 
treatment,  the  improving  of  the  state  of  the  blood,  and  the  calming 
of  the  excited  circulation  and  nervous  system  generally.  It  is  not 
yet  clear  which  sedative  is  to  be  preferred ; but  theoretically  bella- 
donna deserves  the  largest  amount  of  confidence,  as  being  a powerful 
excitant  of  blood-vessels,  causing  contractions,  and  thereby  over- 
coming congestions.  Dr.  J.  AVarburton  Begbie  speaks  most  highly 
of  the  results  he  has  obtained  from  this  drug,  and  says  that  in 
internal  doses  of  a sixth,  or  a quarter  of  a grain  of  the  extract,  or 
one-sixtieth  of  a grain  of  atropia,  or  externally  applied  on  a planter 
over  the  enlarged  thyroid  gland,  he  has  found  it  produce  speedy 
effect  on  the  eye,  causing  its  retirement  and  removing  the  stare  ; it 
also  induces  speedy  diminution  in  the  bulk  of  the  thyroid,  and 
modifies  and  controls  the  excited  action  of  the  heart  and  blood- 
vessels. 
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"Keith  recommends  belladonna  among  other  remedies,  and  Belling- 
ham speaks  of  the  good  effects  produced  by  belladonna  applied  to 
the  proocordial  region. 

Laycock  has  considerable  confidence  in  digitalis,  and  uses  cold 
applications  to  relieve  the  activity  of  the  heart  and  vessels. 

Fletcher  has  found  great  benefit  resulting  from  the  use  of  morphia 
to  produce  sleep,  and  digitalis  to  quiet  the  circulation,  combining 
iron  at  the  same  time  to  improve  the  state  of  the  blood.  A con- 
siderable number  of  authorities,  as  Handheld  Jones,  Keith,  Wil- 
liams, and  others,  recommend  among  other  things  strychnia,  which 
has  been  found  successful  in  not  a few  instances. 

In  this  age  of  extended  practical  ophthalmic  surgery,  it  was  not 
likely  that  the  exophthalmos  would  escape  an  operation,  and  true  to 
expectation  Grraefe  practised  two.  He  adopted,  as  a last  experi- 
ment, tenotomy  of  the  levator  palpebrae  in  a partial  manner,  so  as  to 
produce  a kind  of  incomplete  ptosis,  to  neutralise  any  retraction  of 
the  eyelid. 


INFLAMMATION  OF  THE  OCULAR  TUNIC,  WITH  SEROUS  EFFUSION. 

Dr.  O’Ferrall  has  pointed  out  that  under  the  orbicularis  muscle  is 
a distinct  layer  of  fascia,  and  that  this  is  the  first  element  of  the 
eyelid  that  enters  the  orbit ; that  there  is  another  layer  of  fascia 
beneath  the  levator  palpebrae,  which  also  enters  it,  and  by  uniting 
with  that  above,  forms  a sheath  for  the  accommodation  and  support 
of  the  muscle  ; and  he  points  out  the  attachment  of  the  ocular  tunic 
to  the  orbital  margin  of  the  tarsal  cartilages.  This  anatomical 
arrangement  he  then  traces  on  the  outer  surface  of  the  eyelid  in 
the  two  portions  separated  by  the  natural  fold  of  the  skin,  the  upper 
portion  constituting  about  one-third  of  the  surface  of  the  lid,  the 
lower  the  remaining  two-thirds.  From  these  he  makes  the  patho- 
logical deduction,  that  certain  forms  of  disease  within  the  orbit  that 
are  seated  internal  to  the  muscles,  the  motor  apparatus  of  the  eyeball, 
that  is,  in  the  substance  of,  or  within  the  cavity  of  the  ocular  tunic, 
such  as  inflammation,  and  the  effusion  of  fluid,  extend  their  effects 
to  the  lower  portion  of  the  eyelid  with  which  they  are  continuous, 
and  that  certain  other  affections  situated  external  to  the  motor  ap- 
paratus, which  is  that  part  of  the  orbit  containing  the  fat,  will  j 
show  themselves  by  inflammation  or  other  changes  in  the  upper 
division  of  tire  same.  But  he  shows  that  this  difference  can  be 
recognisable  only  in  the  early  stages  of  disease,  when  there  is  isola- 
tion. Later,  when  inflammatory  action  spreads,  as  it  is  wont  to  do, 
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all  distinction  is  lost.  The  following  practical  comments  are  made 
by  him  : 

Protrusion  of  the  eyeball  appears  a very  simple  and  inevitable 
result  of  inflammation  of  the  tunica  vaginalis  oculi.  There  are  here 
no  soft  parts  to  receive  and  divide  the  pressure  or  protect  the  globe 
of  the  eye.  Inflammation  of  this  capsule  must  then  be  immediately 
followed  by  pressure ; and  when  we  recollect  its  conical  form,  and 
that  effusion  at  once  takes  place  into  the  cellular  tissue  connecting 
it  to  the  ball  of  the  eye,  we  perceive  there  is  nothing  to  prevent 
the  dislocation  of  the  eye. 

This  effusion  into  the  cellular  tissue  will  make  itself  evident  in 
another  way.  The  conjunctival  reflection  from  the  eyelid  to  the 
eyeball,  covers  the  tunica  vaginalis  in  front.  At  this  point  it  will 
lot  only  receive  the  pressure  of  the  effused  serum,  but  will  become 
eparated  from  its  connection  with  the  sclerotic  coat,  by  the  extension 
of  the  infiltration  ; hence  the  amber-coloured  chemosis  without  vas- 
ularity.  Chemosis  originating  in  conjunctivitis,  always  presents,  in 
addition  to  serous  infiltration  beneath,  one  or  other  of  the  forms  of 
hyp  era?  mi  a. 

The  concluding  remarks  possess  much  value.  In  distinguishing 
hese  cases,  “ I would  not  be  supposed  to  mean  that  inflammation  of 
this  tunic  is  never  combined  with  a similar  condition  of  the  perios- 
eum  or  cellular  tissue  on  the  one  hand,  or  with  inflammation  of  the 
yeball  itself  on  the  other.  I am  aware  they  may  exist  together, 
for  I have  seen  such  cases.  All  I mean  to  assert  is,  that  inflam- 
nation  of  the  tunic  described  may  be  the  primary  affection,  and 
chat  the  tunic  may  be  the  point  from  which  the  diseased  action 
nia}'-  spread  to  the  other  fibrous  layers  in  the  orbit,  and  fin  all}-  reach 
he  periosteum ; that  the  attack  may  even  be  limited  to  the  tunica 
caginalis  oculi ; that  it  may  here  produce  a train  of  symptoms  of  the 
most  dangerous  kind,  symptoms  which  have  been  hitherto  supposed 
:o  reside  in  the  periosteum,  because  the  existence  of  other  fibrous 
nembranes  in  the  cavity  Avas  not  suspected.  Presuming  that  there 
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rere  no  other  tissues  in  the  orbit  to  Avhich  to  attribute  the  disease, 
practitioners  would  naturally  refer  the  majority  of  cases  to  one  or 
other  of  those  with  Avhich  they  Avere  acquainted.  The  solution 
)f  such  cases  Avould  be  less  difficult  if  our  clinical  researches  Avere 
oased  upon  a more  correct  knowledge  of  the  structures  actually 
xisting  in  the  orbit.” 

Two  of  his  cases  are  worth  quoting. 

A man,  thirty-two  years  old,  had  violent  inflammation,  and  con- 
siderable protrusion  of  the  right  eye : the  cornea  and  the  iris  seemed 
lealthy,  but  vision  was  confused;  the  conjunctiva  was  chemosed, 
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but  not  vascular ; the  eyelids  were  swollen  and  red,  the  upper  one 
dusky  with  distended  veins ; the  lower  part  of  it  so  much  tumefied  j 
that  the  cilia  appeared  to  grow  at  an  unusual  distance  from  each  ' 
other,  and  its  transverse  diameter  was  considerably  increased.  From  ] 
the  superciliary  ridge  to  the  inflamed  portion  of  the  eyelid,  there  I 
was  an  interval  about  half  an  inch  deep  along  the  whole  breadth  of  ; 
the  lid,  where  there  was  neither  redness  nor  swelling.  There  was  I 
agonizing  pain  in  the  eyeball,  and  while  a little  moderate  pressure  I 
of  the  palm  of  the  hand  against  the  whole  tumour  gave  some  relief,  I 
the  patient  could  not  bear  pressure  by  the  finger  of  another  person,  ] 
except  when  made  gently  on  that  portion  of  the  palpebrae  which  has  1 
been  described  as  being  free  from  redness,  and  then  slowly  and  not 
suddenly,  so  as  to  cause  a shock,  and  provided  it  was  in  a direction  I 
upwards  towards  the  roof  of  the  orbit.  The  report  then  shows  that  1 
there  had  been  a severe  attack  of  rheumatism.  Loss  of  blood  from 
the  temporal  artery,  with  calomel  and  opium,  cured  the  ocular  and  j 
general  disease. 

In  a second  case,  both  eyes  were  consecutively  affected.  The  1 
right  eye,  the  first  attacked,  protruded  three-quarters  of  an  inch,  1 
and  looked  bright  in  the  midst  of  an  amber-coloured  cliemosis,  with- 
out vascularity.  The  upper  eyelid  was  of  the  dusky  colour  and  ! 
tawny  appearance  of  that  in  the  above  case;  and  as  in  it,  the  orbital  j 
portion  did  not  participate  in  the  change,  but  was  separated  by  j 
a very  abrupt  line  of  demarcation.  Pressure  upon  the  upper  divi- 
sion was  not  followed  by  pain.  The  second  eye  was  invaded  in  j 
precisely  the  same  manner.  Both  were  cured  by  the  iodide  of  j 
potassium. 

Of  course  the  ocular  tunic  never  escapes,  when  there  is  orbital  j 
cellulitis,  or  periorbitis. 

This  research  and  reasoning  render  lucid  many  of  the  heretofore 
anomalous  cases  of  protrusion  given  by  authors,  and  several  that 
have  occurred  to  myself ; some  appearing  after  fever,  measles,  j 
erysipelas,  or  other  constitutional  disturbance,  in  which  the  ocular 
tunic  alone  was  diseased.  O’Ferrall  had  not  recognised  such.  His 
attention  had  been  arrested  only  by  examples  of  rheumatic  disease ; 
hence  he  wrote  always  of  rheumatic  inflammation  of  the  part,  and  j 
described  severe  symptoms. 

The  following  cases  seem  to  be  those  of  the  simplest  forms  of 
inflammation  of  the  tunic. 

An  interesting  girl  of  thirteen  was  brought  to  me  with  slight  1 
protrusion  of  one  eye,  with  the  single  accompanying  symptom  of 
slight  cliemosis  of  the  conjunctiva,  which  had  a dirty  white  metallic- 
like  aspect,  without  a trace  of  vascularity.  I watched  the  case  for 
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r months,  scarcely  adopting  any  treatment,  for  no  particular  plan  was 
i]  indicated.  That  there  was  effusion  in  the  ocular  sheath  can  scarcely 
he  doubted.  In  another  instance  with  protrusion,  the  lower  half 
of  the  conjunctiva  was  chemosed  without  vascularity.  In  a third 
the  globe  of  the  eye  projected,  with  a sudden  elevation  of  the  con- 
junctiva, by  serum,  on  the  outer  side  of  the  cornea. 

These  views  have  been  questioned,  but  certainly  not  overthrown. 
Wecker  thinks  that  O’FerralPs  cases  were  merely  those  of  inflam- 
mation of  the  fatty  tissue  of  the  orbit,  or  of  the  periosteum,  but  not 
of  the  ocular  timic.  He  adds,  that  true  capsulitis  never  goes  on  to 
suppuration  except  when  it  accompanies  phlegmonous  inflammation 
of  the  globe  of  the  eye.  Dr.  Mackenzie  met  with  prominence  and 
a fixed  state  of  the  eyeball,  which  were  due  to  mere  effusion  within 
the  ocular  tunic,  as  was  proved  by  evacuating  the  fluid,  when  the 
prominence  disappeared  and  the  movements  returned.  He  remarks, 
in  connection  with  this,  that  when  the  eyeball  is  protruded,  and  its 
motions  free,  the  cause  of  pressure  is  certainly  without  the  ocular 
capsule. 

Treatment.  This  must  depend  on  the  supposed  cause  of  the  in- 
flammation by  which  the  capsule  is  attacked.  If  rheumatic,  or 
syphilitic,  the  indication  is  clear.  When  there  is  no  apparent  con- 
stitutional cause,  a local  one  probably  exists.  But  there  may  be 
nothing  to  account  for  the  effusion.  Rest  to  the  eye,  and  rest  to 
the  body,  are  called  for  in  every  case. 

Adhesion  of  the  ocular  tunic.  Union  between  this  sheath  and 
the  eyeball  is  described  by  Dr.  O’Ferrall.  The  cause  is  said  to  be 
inflammation,  and  the  effect  prominence  with  immobility.  Pro- 
trusion and  violent  inflammation  of  a motionless  eyeball,  with 
'istracting  pain  ; immoveable  and  dilated,  but  regular  pupil  ; 
imperfect  vision;  a tumid  and  slightly  cedematous  upper  eyelid, 
;are  the  symptoms.  The  immobility  remains  after  the  other  states 
‘'have  nearly  passed  away.  He  imagines  that  the  real  cause  of  such 
symptoms  is  adhesion  of  the  sheath,  as  well  as  the  consolidation  of 
the  several  fibrous  layers  which  envelope  it  and  form  the  tliecm  of 
the  muscles.  Moreover,  he  considers  that  the  adhesion  may  be 
accompanied  by  union  of  the  tendons  of  the  muscles  to  the  edges 
A the  openings  through  which  they  pass,  the  ocular  movements 
being  thereby  impeded  in  proportion  as  the  usual  gliding  motion  of 
■ ;he  parts  is  destroyed.  Immobility  may  be  the  effect  of  the  ocular 
>1  idhesion,  but  it  may  be  produced  from  other  causes 

M.  Demarquay  lias  collected  some  cases  of  this  kiml.  The  fol- 

! lowi,,8  ocourred  t0  M-  Carou  d“  Villards.  An  orphan  girl,  seventeen 
(years  of  age,  had  considerable  protrusion  of  the  eyeball,  accompanied 
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by  very  acute  pain  when  she  stooped,  or  when  pressure  was  applied 
over  the  eye.  The  eyeball  seemed  encased  in  a uniformly  hard 
swelling.  The  cornea  and  the  conjunctiva  were  unaltered.  Vision 
was  lost.  The  operation  for  removing  the  eyeball  was  commenced. 
When  making  the  cut  through  the  optic  nerve,  by  which  the  ocular 
tunic  was  opened,  a yellowish  fluid  escaped,  and  the  supposed 
tumour  disappeared. 

In  two  other  cases  it  was  noticed  that  protrusion  of  the  eyeball 
was  increased  when  the  head  was  bent  forwards. 


EFFUSION  OF  BLOOD  IN  THE  ORBITAL  CELLULAR  TISSUE. 

The  diagnosis  of  this  can  be  made  only  by  swelling  of  the  eye-  J 
lids,  and  the  discoloration  of  the  ecchymosis,  or  by  the  same  effects  I 
on  the  conjunctiva.  The  other  symptoms,  the  protrusion  of  the 
eyeball,  the  double  vision,  the  partial  or  complete  loss  of  the  ocular 
movements,  differ  in  no  wise  from  those  produced  by  many  other 
causes,  except  in  their  rapidity  of  occurrence  ; but,  of  course,  this  j 
is  a material  difference. 

The  cause  of  orbital  Jmmorrhage  is  nearly  always  traumatic,  and 
when  the  damage  is  external,  the  case  is  clear.  But  it  may  occur 
from  fractures  of  some  parts  of  the  orbit  concealed  from  our  view, 
associated  with  fracture  of  the  skull  or  not.  The  accident  ward 
of  a general  hospital  is  the  place  to  witness  such  accidents. 

Fracture  of  the  roof  of  the  orbit,  implicating  the  frontal  bone 
and  the  sphenoid,  may  rupture  the  neighbouring  veins,  or  even  the 
ophthalmic  artery. 

For  a great  many  years  surgeons  have  been  trying  to  discover 
some  point  of  diagnosis  in  the  position  and  extent  of  the  effusion, 
by  which  they  could  tell  what  part  of  the  orbit  had  been  fractured,  ' 
and  limited  observation  caused  some  men  to  propagate  error.  When 
the  extravasation  in  the  eyelids  is  not  accompanied  with  sub- 
conjunctival effusion,  it  is  probable  that  the  fracture  is  confined 
to  the  orbital  margin.  Many  exceptions  have  been  seen.  On  the 
other  hand,  an  absence  of  eyelid  ecchymosis,  with  much  sub- 
conjunctival extravasation,  and  some  evidence  of  hint  to  the 
cranial  bones,  would  seem  to  indicate  fracture  far  back.  Beyond 
this,  indefinite  as  it  is,  nothing  worthy  has  been  made  out.  Some- 
times one  eyelid  only  is  eccliymosed,  and  nothing  is  to  be  learned 
from  the  one  or  the  other  being  affected.  The  difficulties  in  the 
way  arise  from  the  fact  that  a fracture  at  the  base  of  the  skull  is 
often  attended  with  effusion  of  blood  in  the  orbit ; that  blood  which  I 
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is  thrown  out  at  any  part,  of  the  orbit,  may  rapidly  diffuse  itself 
over  the  whole  of  the  cavity;  that  blood  may  enter  through  the 
optic  foramen,  and  through  the  sphenoidal  fissure,  without  the 
occurrence  of  fracture ; and  that  bleeding  from  accidents,  falls  for 
instance,  may  originate  in  the  soft  parts  of  the  orbit. 

Fracture  may  occur  in  any  part  of  the  orbital  walls  without 
orbital  hnomorrhage.  For  the  blood  to  become  extravasated  here, 
there  must  of  necessity  be  a rupture  of  the  orbital  periosteum,  as 
well  as  of  the  bone,  and  the  bleeding,  too,  must  be  considerable. 
This  extract  from  Mr.  Ilewett’s  article  on  “ Injuries  to  the  Head,”  in 
Holmes’s  “System  of  Surgery,”  is  to  the  point:  “Out  of  twenty- 
three  cases  of  fractured  base,  involving  more  or  less  extensively 
the  orbital  plates  of  the  frontal,  all  of  which  occurred  at  St. 
George’s  Hospital  within  the  space  of  ten  years,  it  was  found  in 
eight  cases,  that  there  were  no  traces  of  extravasated  blood  to  be 
seen,  either  in  the  eyelids  or  under  the  ocular  conjunctiva ; and  in 
five  cases,  that  the  effusion  of  blood  occupied  the  eyelids  only  ; so 
that  in  these  thirteen  cases  there  could  have  been  no  suspicion 
whatever  as  to  the  existence  of  a fracture.  But,  on  the  other 
hand,  the  nature  of  the  injury  was  made  manifest  in  the  ten  re- 
maining' cases  by  the  blood  effused  under  the  ocular  conjunctiva  and 
in  the  lids.” 

“Blood  may,  however,  be  effused  into  the  lids  and  under  the 
ocular  conjunctiva,  in  fractures  of  the  malar,  or  superior  maxillary 
bones ; and  this  may  give  rise  to  an  error  of  diagnosis.  But  such 
•cases  are  of  rare  occurrence.” 

The  formation  of  traumatic  aneurism  in  the  orbit,  is  considered 
in  the  chapter  on  “Aneurism  in  the  Orbit,  &c.” 

The  eye  has  been  thrust  out  of  the  orbit  of  an  infant,  from 
extravasated  blood,  the  effect  of  damage  from  obstetric  forceps.  M 
Demarquay  has  quoted  such  a case.  The  conjunctiva  was  everted 
and  very  much  injected  with  blood.  The  cornea  suppurated,  and 
the  eye  was  lost. 

Respecting  spontaneous  orbital  haemorrhage , I have  never  met  with 
an  example,  but  there  are  well-authenticated  cases.  Some  have 
occurred  during  violent  muscular  exertion,  some  during  typhus 

The  reason  why  blood  extravasated  in  the  orbit  does  not  find  its 

way  under  the  skin  of  the  eyelid,  is  because  it  is  circumscribed 
by  the  orbito-tarsal  layer  of  fascia. 

Treatment.  It  must  bo  a rare  circumstance  which  could  induce 
a surgeon  to  do  more  than  to  keep  his  patient  quiet,  and  apply 
soothing  remedies.  Nature  must  be  trusted  to,  and  art  kept  in 
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abeyance ; absorption  will  seldom  fail  to  do  the  work  when  the  ] 
tissues  are  merely  permeated.  It  is  different  when  clots  form.  . 
These,  when  large,  are  apt  to  break  down,  when  they  become  j 
softened,  and  suppurate.  The  sooner  the  fluid  products  are  eva-  j 
cuated,  the  better. 

If  there  be  reason  to  believe  from  the  increasing  protrusion  of  | 
the  eyeball  and  other  symptoms,  that  the  bleeding  in  the  orbit  j 
is  continuing,  compression  must  be  tried,  in  whichever  way  may  j 
seem  most  advisable  ; but,  of  course,  this  must  have  its  limit  on  , 
account  of  the  damage  which  might  accrue  to  the  eyeball  from  , 
any  excess  of  it.  Pressure  on  the  carotid  artery  should  be  tried. 
Should  that  fail,  the  only  alternative  in  a severe  case  would  be  ; 
to  ligature  the  common  carotid  artery.  There  is  recorded  in 
the  “ Medico- Chirurgical  Transactions,”  a valuable  case  of  tying  1 
the  artery  by  the  late  Mr.  Scott.  A boy  fell,  got  contusion  and  j 
swelling  of  the  right  side  of  his  head,  concussion  of  his  brain,  and  ■ 
protrusion  of  the  right  eyeball.  lie  recovered  from  the  concussion, 
but  the  eyeball  protruded  more.  The  eye  was  propelled  forward  j 
at  each  stroke  of  the  heart.  Pressure  on  the  eyeball  was  applied  | 
for  two  days,  but  was  abandoned  on  account  of  the  pain  it  caused.  .1 
The  carotid  artery  was  tied,  and  all  the  eye  symptoms  passed  away. 


INTRA-ORBITAL  ABSCESS,  THAT  IS,  ABSCESS  WITHIN  THE  ORBITO- 

PALPEBRAL  LIGAMENT.  I 

This  deserves  a special  consideration.  It  has  been  frequently  ^ 
alluded  to,  but  the  mention  has  only  been  in  association  with  other  j 


pathological  states. 

The  most  common  cause  is  traumatic  lesion,  injuries  without  the  orbit 
from  a blow  or  a wound,  and  injuries  within  from  all  causes, 
including  the  impactment  of  foreign  bodies.  To  these  must  be 
added  surgical  operation  about  the  orbit  and  the  ocular  appendages, 
operations  on  the  eyeball,  abscission,  and  extirpation.  Cellulitis 
is  induced  and  abscess  follows.  All  that  concerns  cellulitis  has 
been  described,  and  repetition  is  unnecessary. 

The  next  most  frequent  cause  is  extension  of  surface  inflammation  from 
■ a neighbouring  part  to  the  orbit.  Erysipelas  of  the  head  and  of  the 
face  gives  the  most  numerous  examples.  There  may  be  several 
erysipelatous  abscesses,  each  small,  yet  distinct. 

Disease  in  the  frontal  sinus  will  produce  the  abscess,  and  so  also  will 
affections  of  the  ' nasal  fossa.  The  irritation  of  decayed  teeth,  wherein/ 
disease  of  the  antrum  is  set  up,  is  the  most  frequent  of  these. 


INTRA-ORBITAL  A BSCESS. 
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In  the  majority  of  eases  there  lias  evidently  been  but  mere  ex- 
tension of  the  inflammatory  action  around,  yet  its  very  early  appear- 
ance in  the  orbit  in  some,  would  tend  to  give  the  idea  that  it-  is 
simultaneous  with  that  around,  and  not  secondary. 

The  extraction  of  decayed  teeth  has  induced  antrum  disease,  followed 
by  abscess  in  the  orbit. 

Periorhitis  and  caries  must  next  be  mentioned.  All  concerning 
them  and  the  accompanying  abscesses  have  been  already  considered. 

Phlegmonous  abscess.  This  is  sufficiently  common  for  me  to  have 
met  with  several  cases  in  the  course  of  my  practice.  I have  seen 
the  affection  with  the  swelling  of  the  palpebra,  chiefly  on  the  side 
where  there  is  the  intensity  of  the  action,  the  throbbing  pulsatile 
pain,  the  shining  skin,  and  the  purple  red  spot  where  the  surface 
is  being  approached  by  the  pus.  The  chronic  phlegmonous  abscess 
is,  perhaps,  the  most  common.  It  forms  almost  without  any  local 
disturbance,  without  any  constitutional  symptoms,  and  it  exists  in 
its  full  development  for  a long  time  without  coming  to  the  surface. 
It  may  have  years  of  duration. 

Secondary  abscesses  from  pyaemia , and  abscesses  from  typhus  fever , if 
hey  occur  in  the  orbit,  must  be  very  rare.  This  statement  may  be 
(misunderstood,  unless  I point  out  that  the  ophthalmitis,  with  the 
intraocular  suppuration  which  is  seen  as  the  consequence  of  such 
) affections,  is  often  spoken  of  as  orbital  abscess. 

On  the  diagnosis , and  on,  the  correct  treatment  of  intraocular  abscess , 
will  often  depend  the  fate  of  the  eye , and  the  life  of  the  patient.  It  is 
not  possible  to  lay  down  correct  and  uuerring  rides  of  guidance 
For  discovering  the  disease.  The  most  experienced  men  will  find 
1 themselves  baffled  in  many  cases,  because  there  are  so  many  symptoms 
pn  common  between  abscess  and  other  orbital  diseases,  especially 
■ tumours.  Yet  there  is  something  to  be  said  for  the  help  of  those 
who  are  altogether  ignorant  of  the  subject. 

With  all  abscesses,  the  common  symptom  is  displacement  of  the 
4 eyeball  forward,  and  nearly  always  laterally  as  well. 

An  exception  may  occur.  Dr.  O’Ferrall  gives  a case  of  sub-acute 
■orbital  abscess,  with  depression  of  the  globe  of  the  eye,  without 
;any  appreciable  protrusion,  which  he  deems  dependent  upon  the 
I limitation  of  the  abscess  posteriorly  by  adhesive  inflammation. 
1 Dublin  Hospital  Gazette , vol.  i. 

Ill  what  may  be  called  the  traumatic  abscess,  the  recognition  is 
leasy  The  febrile  symptoms,  the  pain,  the  tension  in  the  orbit  the 
! hardness  m the  affected  part,  and  later,  the  fluctuation,  establish 


1 the  fact. 

The  abscess  from  caries  could  hardly  be  mistaken. 


The  inflam- 
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matory  symptoms  that  precede  are  an  indication  of  the  deposit  of 
pus.  With  acute  vascular  action,  the  eyelids  are  always  oedematous 
and  red,  and  the  conjunctiva  chemosed. 

Abscess  arising  from  the  extension  of  pus  from  a neighbouring 
part  is  always  obscure.  It  is  difficult  to  say  whether  the  eyeball 
is  protruded  from  such  a cause,  or  from  mere  inflammation  of  the 
soft  parts,  without  suppuration. 

The  acute  phlegmonous  abscess  is,  perhaps,  to  surgeons  in  general, 
the  most  easy  of  all  to  tell ; but  it  may  be  simulated  in  the  rapid 
protrusion  of  the  eye,  the  infiltration  of  the  orbit,  the  swelling  of 
the  eyelids,  and  the  chemosed  conjunctiva,  attendant  on  intercranial 
aneurism  of  the  carotid  artery,  and  disease  of  the  cavernous  sinus. ' 
Some  of  our  best  surgeons  have  been  unable  to  tell  which  of  these ! 
diseases  was  present,  and  explored  for  abscess,  when  cranial  disease 
existed.  Mr.  Tyrrell  has  narrated  a case  of  an  abscess  of  this 
nature,  although  he  does  not  name  it  as  such,  attended  with  a 
marked  degree  of  vascular  disturbance.  Symptoms  of  acute  infiam-  j 
mation,  with  great  protrusion  of  the  palpebrce  and  the  globe  of  the , 
eye,  induced  preparation  to  be  made  for  the  evacuation  of  pus, 
when  it  was  discovered  that  so  strong  a pulsation  pervaded  the  whole 
swelling,  even  moving  the  eyeball,  that  the  presence  of  an  aneurism 
was  suspected.  Reviewing  the  history  of  the  case,  a different 
opinion  prevailed,  and  it  was  decided  that  a small  puncture  should 
be  made  between  the  eyeball  and  lower  eyelid,  which  was  done 
by  Mr.  Scott,  and  the  result  was  an  immediate  escape  of  blood,  of 
an  arterial  character,  in  jets  corresponding  to  the  pulsatory  move- 
ment of  the  swelling,  which  was  synchronous  with  the  pulse.  . 
Pressure  stopped  this,  and  when  the  compress  was  removed  a day 
or  two  after  from  the  pain  it  occasioned,  there  was  a free  discharge! 
of  matter,  and  all  the  symptoms  were  greatly  mitigated.  A free 
incision  would  no  doubt  have  at  once  evacuated  the  pent-up  pus.  I 

The  chronic  indolent  abscess  is  often  a puzzle ; it  cannot  be  told 
at  any  time  from  a cystic  tumour,  and  sometimes  when  fluctuation  | 
is  obscure,  from  a solid  tumour.  Cancerous  tumours,  of  course  I 
those  of  soft  cancer  are  meant,  occasion  the  greatest  difficult! . 
The  history  of  the  case  will  considerably  help  to  clear  the  obscurit) , 
but  exploration  alone  may  elucidate  the  true  condition  of  things! 
and  this  should  be  resorted  to  in  all  instances  of  doubt.  Tins 
question  of  diagnosis  is  spoken  of  at  length  in  the  chapter  on 

u Tumours.’  . , 

When  an  abscess  is  produced  by  disease  creeping  from  tJie 

zygomatic  fossa,  the  temporal,  the  nasal,  or  the  frontal  sinus  > 
wiil  probably  be  difficult  to  say  what  is  the  nature  of  the  orbital 
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affection.  A very  careful  scrutiny  will  be  needed,  and  yet  nothing 
may  be  ascertained  without  exploration. 

There  may  be  an  infiltration  of*  pus  from  the  cranium  to  the 
orbit.  The  fluid  may  pass  from  the  brain-substance  through  the 
optic  foramen,  or  take  another  route.  Mr.  TI.  Lee,  in  his  work 
on  “ Phlebitis,”  tells  us  that  in  consequence  of  a scalp  wound,  pus 
that  was  formed  between  the  dura  mater  and  the  brain,  extended 
to  the  base  of  the  skull  and  through  the  sphenoidal  fissure  into  the 
orbit. 

It  is  supposed  that  the  position  of  the  eyeball  will  afford  a cri- 
terion as  to  the  existence  of  an  abscess,  because  abscesses  more  com- 
monly form  on  the  inner  side  of  the  orbit  than  elsewhere ; but  the 
exceptions  to  this  rule  quite  spoil  its  value. 

Treatment.  It  seems  to  me  to  be  necessary  here,  only  to  recognise 
he  presence  of  an  abscess;  the  preceding  stages  having  been  suffi- 
ciently noticed  in  connection  with  the  several  affections  that  produce 
suppuration,  phlegmonous  abscess  only  excepted.  With  regard  to 
:he  treatment  of  the  first  stages  of  the  phlegmon,  the  choice  of 
remedies  should  rest  very  much  on  the  patient’s  feelings.  With 
nucli  pain,  leeches  should  be  applied  to  the  temple,  and  cold  to 
;he  whole  orbital  region,  continuously  by  evaporating  lotions,  or 
nteiTuptedly  by  ice  in  a water-proof  bag.  With  any  marked  vas- 
cular chemosis,  the  swollen  part  should  be  scarified,  and  bleeding 
: :or  a short  time  encouraged  by  fomentation.  The  local  use  of 
opium  should  not  be  neglected.  With  less  acute  symptoms,  espe- 
cially when  there  is  very  little  pain,  bleeding  is  less  necessary. 

9 Directly  the  cold  ceases  to  give  comfort,  it  should  be  abandoned, 
ind  warm  applications  tried.  Rest  is  very  essential.  Any  defec- 
j ive  constitutional  conditions  should  be  looked  after. 


With  reference  to  abscess  in  general  when  pus  is  formed,  and 
jts  presence  can  be  detected,  it  should  be  evacuated  immediately. 
Che  extent  of  the  incision  should  depend  on  the  kind  of  suppura- 
ion.  The  more  circumscribed  the  abscess,  the  narrower  it  need  be. 
I free  incision  may  prevent  osseous  disease.  The  knife  should  be 
ised  at  the  most  central  part  of  the  abscess.  The  proper  spot  is 
;enerally  indicated  by  bulging  of  some  orbital  portion  of  the  lid. 
lints  about  the  caution  to  be  observed  in  doing  this  have  been  given 

n a foregoing  section.  The  amount  of  pus  that  may  escape  is  some- 
imes  surprising. 

| When  the  pus  is  not  apparent,  exploration  must,  under  certain 
onditions,  he  made  for  it.  With  protrusion  of  the  eyeball,  with 
earn,  with  or  without  loss  of  ocular  movements,  redness  of  the  eye- 
ds,  and  puffiness  and  throbbing,  together  with  constitutional  symp- 
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toms  of  fever,  search,  should  he  made  for  this  product  of  inflammation. 
Pus  may  follow  some  days  after  an  incision  is  made. 

The  advantage  of  exploratory  puncture  is  still  more  apparent  in 
the  chronic  abscesses,  which  are  sometimes  so  long  in  getting  to  the 
surface,  and  which  show  so  few  external  symptoms.  A trocar  may 
be  used  sometimes  with  better  advantage  than  a knife. 

An  abscess  may  form  within  the  ocular  tunic,  when  the  symptoms 
would  be  protrusion  of  the  eyeball,  and  pouting  or  swelling  exter- 
nally between  it  and  the  eyelid.  With  suspicion  of  such  an  abcess,  j 
the  line  of  incision  should  be  within  the  eyelids,  by  the  side  of  the 
eyeball.  A lady  had  protrusion,  with  intense  suffering  and  general 
symptoms  of  the  formation  of  matter : several  medical  men  were 
consulted,  and  more  than  once  a puncture  was  made  deep  into  the 
orbit,  but  ineffectually.  The  lancet  seemed  to  have  been  directed: 
away  from  the  globe  of  the  eye  to  avoid  injury  to  it,  or  to  the  parts/ 
around.  Her  almost  insupportable  state,  and  the  loss  of  sight, 
induced  the  medical  advisers  to  talk  of  extirpation  ; but  another 
surgeon,  who  was  now  consulted,  directed  that  a lancet  should  be 
passed  through  the  distended  conjunctiva  by  the  side  of  the  globe.  • 
A large  quantity  of  pus  flowed  out,  and  in  a few  weeks  the  eye 
was  perfectly  restored. 

A case  of  precisely  the  same  nature  was  brought  to  me  by  Dr. 
Sawyer,  of  (juilford-street.  The  eyeball  projected  three-quarters 
of  an  inch.  The  child  was  well  a week  after  I evacuated  the 
matter. 

A passing  remark  is  required  for  those  cases  in  which  decayed] 
teeth  have  been  the  cause  of  orbital  abscess.  In  addition  to  atten- 
tion to  such  abscesses,  the  remains  of  the  carious  teeth  should  he 
extracted,  and  the  antrum  perforated  from  a tooth’s  socket  to  admit  j 
of  the  discharge  of  any  accumulation  of  pus.  T he  same  treatment 
is  needed  if  the  orbital  disease  should  supervene  on  antrum  abscess 


after  the  extraction  of  teeth.  ] 

The  after-treatment  of  orbital  abscess  is  quickly  told.  Iu  the 
absence  of  caries,  the  less  that  is  done  the  better  ; mere  cleanliness 
is  nearly  always  sufficient.  To  effect  this,  it  is  sometimes  necessaiV 
to  syringe  out  the  cavity  with  warm  water.  If  it  slioidd  seein 
that  the  aperture  has  a tendency  to  close  prematurely , it  shoul 
be  dilated  from  time  to  time  by  the  introduction  of  a piece  of  link 
or  enlarged  by  incision.  Drainage  tubes,  and  like  contrivances  for 
the  supposed  better  escaping  of  the  pus,  have,  according  to  ml 
observation,  been  injurious.  They  have  irritated. 

There  are  certain  special  dangers  associated  with  orbital  ab*< 
The  greatest  of  these  is  risk  of  life  from  implication  of  the  brain 
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imd  its  membranes,  and  inflammatory  action  of  the  cavernous  sinus, 
hrousrh  extension  of  inflammation  from  the  orbital  veins.  The 

o • 

raumatic  abscess  is  attended  with  the  most  danger.  The  symptoms 
>f  the  cerebral  implication  are  always  manifest,  readily  to  be  re- 
cognised by  any  well-educated  surgeon,  and  do  not  need  description. 
V patient  does  not  necessarily  sink  when  such  symptoms  arise : I 
iave  seen  recovery  after  undoubted  meningitis. 

Abscess,  associated  with  caries,  places  the  patient’s  life  in  jeopardy. 
The  phlegmonous  abscess  may  affect  the  brain  and  cause  death. 

. have  had  four  examples  of  this  in  my  own  practice. 

Another  danger  applies  to  vision.  The  eyeball  may  be  involved 
n the  surrounding  inflammation,  and  may  be  destroyed  from  sup- 
mration  of  the  cornea,  or  it  may  participate  in  slight  inflammatory 
isease,  by  which  vision  is  impaired.  Besides  this,  the  optic  nerve 
lay  be  spoiled  at  an  early  period  from  inflammation  of  the  nerve 
jubstance,  and  atrophy  may  follow.  This  state  is  revealed  by  the 
iphthalmoscope.  This  kind  of  damage  is  always  imminent  so  long 
iis  inflammation  lingers  about  the  orbit. 

■ Certain  other  pathological  conditions  may  ensue,  such  as  paralysis 
•1  f the  muscles,  or  permanent  protrusion  of  the  eyeball  from  infiltra- 
* on  of  the  orbital  tissues,  or  partial  ptosis. 

HYPERTROPHY  OF  THE  ORBITAL  CELLULAR  TISSUE. 

This  is  a rare  orbital  affection.  I have  no  doubt  that  I have  met 
ith  it  several  times,  and  as  I believe,  the  change  which  occurs  is 

I i precisely  the  same  as  that  seen  in  elephantiasis  on  the  surface  of 
ie  body.  The  eyeball  is  more  or  less  thrust  out  of  its  socket.  I 
^cognised  my  first  case  in  a remarkably  powerful  man  in  the 
neridian  of  life.  The  eyeballs  were  prominent,  but  yet  unhindered 
ii  motion.  The  conjunctive  were  highly  injected,  of  a coarser 
■ ructure  than  natural,  and  bolstered  out  around  their  ocular  attach- 
ments, by  the  posterior  swellings,  which  were  dense  and  doughy. 

| ision  was  perfect ; there  was  much  pain ; I saw  my  patient  but 
i few  times,  and  never  learned  his  fate. 

Infiltrations  of  the,  orbital  cellular  tissue.  This  can  scarcely  be 
Doken  of  as  a distinct  disease,  but  rather  as  a mechanical  effect, 
le  to  several  causes  interfering  with  the  circulation. 

It  may  occur  in  newly-born  children  who  have  been  long  squeezed 
king  parturition.  It  happens  in  persons  who  have  the  circulation 
1 ipeded  by  pressure  on  the  throat.  It  has  occurred  in  the  straining 
child-bearing.  It  is  sometimes  seen  in  the  players  of  wind 
| struments.  Asthmatic  people  may  get  it. 

i 2 
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The  pathological  change  is  the  effusion  of  serum,  and  engorge- 
ment of  the  blood-vessels. 

It  is  temporary  or  permanent,  according  to  the  cessation  or  the 
persistence  of  the  cause. 

HYPEROSTOSIS  OF  THE  ORBITAL  BONES. 

This  is  hypertrophy  from  an  excess  of  bony  matter.  It  is  pro- 
bably due  to  periorbitis.  It  is  the  rarest  of  orbital  diseases.  It 
may  occur  strictly  as  an  orbital  affection,  and  be  partial,  or  im- 
plicate the  entire  orbit,  and  exist  in  connection  with  similar  disease 
of  the  cranial  and  facial  bones.  It  may  progress  until  the  orbital 
walls  are  in  contact. 

I have  not  seen  the  disease  in  life,  nor  do  I know  of  any  clinical 
description  of  it.  The  several  published  accounts  are  of  dry  bones. 
In  the  skull  of  a Peruvian  exhibited  in  the  Museum  of  the  Poyall 
College  of  Surgeons,  all  the  bones  of  the  face  are  enlarged  and 
thickened  in  a remarkable  manner,  and  the  orbits  are  nearly  closed.  I 

DILATATION  OF  THE  ORBIT  FROM  PRESSURE  WITHIN,  TOGETHER 
WITH  ABSORPTION  OF  A PORTION  OF  THE  WALLS. 

The  orbit,  like  other  bony  cavities  and  recesses  of  the  body,  | 
including  even  the  skull,  enlarges  from  the  pressure  of  abscesses,! 
and  tumours  of  any  kind.  It  is  by  means  of  this  enlarging  piocessl 
that  an  incredibly''  large  amount  of  soft  cancer  may  be  contained! 
in  the  orbit,  when  there  has  been  but  slight  protrusion  of  the  eyeball. 


CYSTS  IN  THE  ORBITAL  WALLS. 

The  bones  of  the  orbit,  as  a paid  of  the  osseous  frame,  are  liable 
to  cystic  tumours,  just  as  other  bones  of  the  body,  yet  I harv  e no 
met  with  any.  The  only  disease  on  record  placed  under  this  head, 
is  that  of  hydatid,  of  which  a case  has  been  given  in  the  chapter  on 

“Entozoa.” 


EMPHYSEMA  ABOUT  THE  ORBIT. 

The  most  common  cause  of  this  is  rupture  of  the  lacrymal  sac. 
Cases  are  described  in  the  chapter  on  “ Injuries  from  Mechanic^ 
Agents.”  An  orbital  fracture  may  tear  the  sac.  Fractures  wino 
open  the  frontal  sinus,  the  upper  chamber  of  the  nose  throng 
damage  to  the  ethmoid  cells,  or  the  maxillary  sinus,  may  all  pro- 
duce emphysema. 
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The  inflation  may  be  limited  to  the  orbit,  and  may  protrude  the 
i [eyeball,  or  not,  according  to  its  extent,  or  it  may  involve  also  the 
I [eyelids  and  the  surrounding  parts. 

There  may  be  ocular  emphysema,  as  a part  of  general  entrance 
[of  air  from  a fractured  rib.  Such  a case  has  lately  occurred  to  me 
■at  St.  Mary’s ; the  upper  half  of  the  body  was  enormously  inflated, 
| and  the  eyelids  were  nearly  closed  over  the  protruded  eyeballs. 

There  is  no  treatment  proper  for  emphysema.  When  it  is  possible, 
(■pressure  on  the  spot  where  the  air  enters  the  orbit,  as  over  the 
Itacrymal  sac,  is  all  that  can  be  done.  But  this  is  really  unnecessary, 

■ because  here,  as  elsewhere,  as  soon  as  repair  sets  in,  the  pneumatic 

■ channel  gets  closed. 


CHAPTER  VII. 


DISEASES  OE  THE  ERONTAL  SINUS. 

ANATOMICAL  CONSIDERATION DISEASED  CONDITIONS  INFLAMMATION 


AND  ABSCESS ENCYSTED  TUMOURS EFFUSION 

EXOSTOSIS SOLID  TUMOUR FRACTURE. 


OF  BLOOD  — 


ANATOMICAL  CONSIDERATION. 

The  sinuses  vary  in  their  capacity  in  different  individuals,  being  j 
scarcely  found  in  some,  while  the  large  cavities  in  others  push  for- 
ward the  lower  margin  of  the  forehead  to  such  an  extent  as  to  give 
a prominent  feature  to  the  countenance.  They  are  developed  later  - 
in  life  than  would  he  supposed,  any  traces  of  them  being  hardly 
discoverable  before  fifteen  years  of  age,  from  which  period  to  the 
twenty-third  year,  and  even  much  later,  they  steadily  increase 

They  may  be  described  as  spaces  existing  between  the  external 
and  internal  tables  of  the  vertical  portion  of  the  frontal  bone,  and 
having  for  a floor  the  orbital  plate  of  the  same  bone.  They  are 
really  accessory  portions  of  the  nose,  with  the  middle  meatus  of 
which  they  communicate  by  the  infundibulum.  . I 

Should  any  abnormal  strain  be  brought  to  bear  upon  the  m enor 
of  these  sinuses,  we  should  expect  the  thinner  orbital  and  cerebral 
walls  to  yield  before  the  anterior  thick  one  ; and  this  actually  occi  . 
The  floor  gives  way  the  most  readily,  and  by  bulging  mo 
cavity  of  the  orbit  may  cause  serious  injury  to  the  structures  co| 
tamed  therein.  It  is  in  this  manner  that  disease  of  the  sin 
becomes  an  object  of  interest  from  an  ophthalmologica  poi 

view. 
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The  diseased  conditions  may  be  classed  under  the  following  heads  : 
Inflammation  and  abscess,  encysted  tumours,  effusion  of  blood,  exos- 
tosis, solid  tiunours,  as  polypi,  fracture. 


INFLAMMATION  AND  ABSCESS. 

Inflammation  of  the  mucous  membrane  lining  the  sinus  with  the 
secretion  of  pus,  may  be  apparently  spontaneous,  or  due  to  some 
very  obscure  cause  ; or  it  may  be  occasioned  by  caries  or  necrosis 
of  the  bone  ; or  by  direct  Ariolence  ; or  caused  by  some  diathetic 
condition  of  the  patient,  as  syphilis.  The  general  symptoms  of  the 
disease  are,  sharp  and  fixed  pain  in  the  brow,  tenderness,  headache, 
with  a purulent  discharge  from  the  corresponding  nostril. 

If,  however,  the  pus  be  peut  up  from  the  communication  Avith 
the  nose  being  cut  off,  serious  consequences  ensue.  A constant 
and  severe  pain  in  the  region  is  present,  the  sinus  is  dilated  by  the 
increasing  quantity  of  pus,  and  the  nasal  eminence  of  that  side  is 
made  much  more  prominent.  As  the  space  enlarges  the  roof  of 
jthe  orbit  yields,  and  bulges  downwards ; the  eyeball  is  thus  dis- 
placed in  the  same  direction,  but  as  the  tumour  has  a tendency 
•inwards  the  eye  is  forced  outwards  as  well.  The  upper  eyelid  cannot 
I be  completely  raised.  The  upward  movement  of  the  eye  is  hindered, 
land  there  is  double  vision  in  the  upper  half  of  the  visual  field. 
I Should  this  enlargement  still  go  on,  disorganization  of  the  contents 
i of  the  orbit  would  be  imminent,  and  the  brain  might  suffer  from 
I pressure.  But  generally  the  inner  part  of  the  anterior  wall  of  the 
sinus  gives  way,  and  a tumour  slightly  fluctuating  makes  its  appear- 
ance at  the  inner  angle  of  the  eye,  in  fact,  just  above  the  inner 
canthus.  The  early  symptoms  being  those  of  a firm  swelling  at  the 
inner  part  of  the  orbit,  might  lead  to  an  error  in  diagnosis.  The 
bony  Avail  having  been  absorbed,  the  skin  next  gives  way,  either 
at  the  inner  canthus  through  the  upper  eyelid,  its  most  common 
J| position,  or  sometimes  just  beneath  the  middle  of  the  supra-orbital 
d arch. 

Treatment.  In  an  uncomplicated  case  of  primary  inflammation, 
§ leeching  on  the  tender  part,  hot  applications  and  rest,  are  the 
^ essential  agents.  A cure  generally  ensues,  although  there  might 
jke  relapses.  In  secondary  or  symptomatic  inflammation,  wliioh  is 
■almost  necessarily  chronic,  there  is  required,  in  addition,  special 
I attention  to  the  exciting  cause,  be  this  local  or  general. 
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In  the  second  stage  of  the  disease,  the  formation  of  the  abscess, 
there  can  be  no  doubt  that  the  proper  course  is  to  make  a sufficient 
incision  in  the  skin  over  the  tumour,  and  to  open  the  sinus  with 
a knife  or  a small  trocar,  or  a very  small  trephine,  and  to  evacuate 
its  contents.  Death  may  ensue  unless  this  be  done.  The  sinus 
should  be  washed  out  daily.  Astringents  should  be  used  with  the 
view  of  removing  any  unhealthy  condition  of  the  mucous  membrane. 
The  state  of  the  system  in  general  must  be  attended  to.  In  the  only 
two  cases  of  this  kind  in  which  I have  been  concerned,  the  aper- 
tures never  healed.  I will  mention  the  particulars  of  one  of  them. 

An  elderly  lady  consulted  me  with  symptoms  of  an  abscess  in 
her  frontal  sinus,  which  had  existed  for  many  months.  The  pain, 
the  displacement  of  the  eyeball,  and  the  headache,  at  last  con- 
stant, induced  her  to  come  to  me.  She  had  consulted  other  London 
surgeons.  I evacuated  the  pus  under  the  orbital  ridge.  For  a few 
weeks  after  this,  the  daily  washings  of  the  cavity  with  water  by  a 
syringe,  ran  through  the  nose.  After  a time  there  was  no  nasal 
escape.  In  spite  of  all  treatment  by  injections  and  otherwise,  there 
still  issued  a purulent  discharge  from  the  opening  I had  made.  Mr. 
Paget,  and  other  surgeons,  were  called  by  my  patient  in  consulta- 
tion, in  the  hope  of  their  suggesting  some  remedial  measure.  I had 
exhausted  all  resources,  so  that  they  could  suggest  nothing  more 
likely  to  be  effectual.  All  was  in  vain.  Now,  after  the  lapse  of 
four  years  the  sinus  is  still  there,  and  the  good  old  lady  covers  it 
with  plaster,  which  she  finds  necessary  to  change  three  or  four  times 
a day,  because  after  a few  hours  the  secretion  trickles  over  the  brow. 

A man,  twenty-six  years  of  age,  consulted  Mr.  Bowman  on  account 
of  an  almost  constant  pain  which  he  had  suffered  over  the  left  brow 
for  six  years,  during  the  last  two  of  which  a tumour  was  forming 
below  the  brow,  which  caused  the  eyeball  to  project,  and  its  upper 
movements  to  be  limited.  An  abscess  was  felt  at  the  roof  of  the 
orbit  and  could  be  emptied  by  pressure,  the  pus  escaping  by  the 
nose.  General  treatment  was  unavailing,  and  as  giddiness  came  on, 
together  with  other  urgent  symptoms,  an  incision  an  inch  and  a 
quarter  long  was  made  into  the  tumour  just  under  the  supra-orbital 
ridge,  and  foetid  pus  let  out.  It  proved  that  the  frontal  sinus  was 
opened,  the  dimensions  of  which  were  so  enlarged  that  in  the 
horizontal  direction  it  measured  two  inches,  and  in  the  vertical 
one  and  a halfs  The  anterior  wall  of  the  sinus  was  healthy.  I he 
posterior  wall  was  absorbed.  The  mucous  membrane  felt  velvety. 
A copious  purulent  discharge  continued  for  several  months.  A 
permanent  sinus  remained.  The  case  is  detailed  at  great  length 
in  the  “ R.  L.  0.  H.  Reports.” 
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In  one  instance  related  by  Beer,  in  which  the  patient  would  not 
I submit  to  an  operation,  the  outer  wall  of  the  sinus  gave  way.  A 
1 fortnight  later  the  eye  was  lost,  most  of  the  orbit  and  nose  were 
r,  destroyed  by  caries,  and  the  vision  of  the  other  eye  destroyed. 

Although  the  inferior  wall  of  the  sinus  bulges  most  frequently 
| and  to  the  greatest  extent,  yet  the  cerebral  wall  sometimes  expands 
upwards  to  the  brain,  causing  greater  or  less  cerebral  symptoms, 
and  it  may  become  perforated.  Richter  records  such  a case.  Cere- 
bral symptoms  evidently  attendant  on  pressure  of  the  brain,  set  in 
after  acute  inflammation  and  much  swelling  of  the  left  eyelid.  This 
was  followed  by  ulceration  in  the  middle  of  the  eyelid,  and  the 
discharge  of  an  enormous  quantity  of  pus.  The  man  died  with 
apoplectic  symptoms.  Post-mortem  examination.  The  skin  over 
the  forehead  and  eyelid  was  dissected  off.  At  the  upper  margin 
of  the  orbit,  quite  close  to  the  supra-orbital  foramen,  a hole  was 
discovered.  On  the  opposite  side  was  another  hole,  which  entered 
the  cranial  cavity.  An  aperture  was  found  passing  into  the  right 
frontal  sinus.  Both  the  sinuses  were  much  enlarged  and  filled  with 
pus.  Further  examination  of  the  head  was  not  allowed.  The 
friends  who  were  present  gave  the  following  history  of  the  disease : 
Two  years  before,  the  deceased  was  trying  to  break  a bit  of  iron  with 
a big  hammer.  A piece  flew  off  with  violence,  and  struck  him  on 
the  orbit  close  to  the  spot  where  the  external  hole  was  discovered. 
% Since  then  he  had  often  complained  of  an  aching  pain  in  his  fore- 
Gilead,  and  a few  drops  of  pus  escaped  from  his  nose.  He  had  never 
| been  obliged  to  leave  off  work. 

For  the  special  treatment  of  caries  and  necrosis,  the  reader  is 
referred  to  the  preceding  chapter. 
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Encysted  tumours  of  the  frontal  sinus  may  be  a real  dropsy  of  the 
■ cavity,  or  merely  a collection  of  mucus  or  hydatids.  The  last  must 
be  very  rare.  Professor  Langenbeck  has  given  two  cases.  In  both 
there  was  considerable  displacement  of  the  contents  of  the  orbit.  In 
the  one,  the  tumour  seemed  to  be  due  to  striking  the  right  temple 
in  a fall  against  a table.  In  the  other,  a blow  with  a racket  bat  on 
the  side  of  the  nose  was  the  apparent  cause.  Whilst  operating  on 
;hem  he  found  in  the  former  a white  shining  cyst  filling  the  whole 
)f  the  8inus,  enclosing  a clear  ropy  fluid ; in  the  latter  a shut  sac 
n the  same  position  filled  with  a greyish-white  tenacious  mass. 
I’he  diseased  structure  was  removed  in  each  case.  Probably  they 
>’were  nothing  but  collections  of  mucus  and  thick  matter. 
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The  diagnosis  of  these  diseases  will  rest  on  the  position  and  dia- 
meter of  the  tumour.  These  are  the  same  as  in  abscess.  But  the 
constant  pain  which  occurs  in  abscess  is  absent  here.  Distinction, 
however,  between  these  two  is  of  little  importance,  as  the  treatment 
is  the  same.  The  cavity  should  be  opened  and  the  morbid  products  j 
removed ; the  parts  will  then,  in  many  eases,  return  to  their  original 
condition. 

Expansion  of  the  sinus  by  *an  accumulation  of  mucus.  Maria 

M , cet.  twenty,  came  to  Carey-street  Dispensary  with  a small 

tumour  at  the  upper  and  nasal  side  of  the  right  orbit,  which  pro- 
truded the  eyelids,  and  displaced  the  eyeball  downwards  and  out- 
wards. She  complained  of  a slight  aching  pain  and  tenderness 
on  pressure.  A puncture,  which  was  at  this  time  made  with  a 
grooved  needle  through  the  eyelid,  gave  exit  to  blood  only,  and  a 
week  afterwards  the  tumour  was  diminished.  Mr.  Wood  made  an  i 
incision  through  the  upper  eyelid,  parallel  with  the  upper  border 
of  the  orbit.  A free  puncture  into  the  tumour  gave  vent  to  some 
inspissated  mucus,  and  it  became  apparent  that  the  case  was  one  of  I 
dilatation  of  the  frontal  sinus,  the  bony  wall  of  which,  where  it 
contributes  to  form  the  orbital  roof,  had  been  absorbed  so  that  the 
lining  membrane  of  the  sinus,  distended  with  thick  jelly-like  sticky  , 
mucus,  protruded.  About  a table-spoonful  of  this  inspissate* 
mucus,  partly  yellowish  and  opaque,  partly  transparent,  escaped  , 
through  the  puncture  with  some  impulse.  A probe  could  not  be 
passed  into  the  nose.  Moderate  inflammation  followed  the  opera-  j 
tion.  A small  drainage-tube  was  used  to  favour  the  escape  of  pus, 
and  the  cavity  was  syringed  out.  The  wound  contracted,  leading  1 
a small  orifice  the  eighth  of  an  inch  in  diameter,  which  for  a long 
time  discharged  a small  quantity  of  muco-pus. — “ B.  L.  0.  H. 
Beports.” 


effusion  of  blood. 

Should  the  walls  of  the  frontal  sinus  be  fractured,  blood  must 
of  course  be  poured  into  the  cavity,  but  there  would  be  no  special 
symptoms.  But  if  the  fracture  extends  to  the  inner  table  of  the 
skull,  or  to  the  roof  of  the  orbit,  blood  might  be  effused  into  the 
cranial  or  orbital  cavities,  when  the  symptoms  characteristic  of  eac 
injury  would  appear. 


exostosis. 


Exostosis  of  the  frontal  sinus  is  very  rare.  Still  the  disease  has 
been  known  to  occur,  and  a few  specimens  of  it  are  preserve  I 
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: There  are  two  very  large  ones,  one  in  the  Hunterian  Museum  at 
> the  College  of  Surgeons,  and  one  in  the  Cambridge  University 
i Museum,  but  from  their  size  it  is  impossible  to  determine  the  original 
j seat  of  their  growth.  There  is  a smaller  one  in  the  Museum  of 
, St.  Bartholomew’s  Hospital,  and  Mackenzie  said  that  he  had  two 


undoubted,  but  small  preparations  of  the  disease.  They  are  not  of 
much  interest  surgically,  for  if  they  were  small,  their  diagnosis 
would  be  impossible,  while  if  large,  it  would  not  be  practicable  to 
remove  them,  as  they  would  be  too  hard,  and  wedged  in  among  the 
cranial  and  facial  bones. 


SOLID  TUMOURS. 


Solid  tumours  or  polypi.  It  is  rare  to  find  polypi  in  the  frontal 
sinus  without  their  occurring  at  the  same  time  in  the  nose  ; still 
they  do  occasionally  grow  there  even  when  the  nose  is  quite  free 
from  them.  In  their  increase,  which  is  slow,  they  carry  before  them 
the  walls  of  the  sinus  just  as  an  abscess  does.  The  same  injurious 
effects  on  the  contents  of  the  orbit  will  be  observed.  They  have 
been  known  to  fill  and  dilate  the  sinus,  even  when  they  took  their 
origin  at  some  distance,  as  in  the  maxillary  sinus.  It  would  be 
very  difficult  to  diagnose  them  from  abscess  and  encysted  tumours, 
in  fact,  impossible ; a matter,  however,  not  of  much  importance. 

In  the  treatment  the  sinus  ought  to  be  opened  and  the  growth, 
4 which  generally  has  a narrow  pedicle,  entirely  removed.  The 
• following  is  a typical  case.  A boy,  aged  ten,  was  put  under  Dr. 

I Wuth’s  care,  on  account  of  a disease  of  the  left  eye,  which  had 
n troubled  him  nine  years.  The  eye  was  so  entirely  pushed  out  of 
the  orbit,  that  it  lay  on  a level  with  the  nose.  Its  lateral  displace- 
1 ment  projected  it  so  much  over  the  cheek  bone  that,  viewed  in  front 
fit  ^d  the  neighbouring  side  of  the  face.  Its  displacement  down- 
wards brought  it  into  a line  with  the  front  of  the  nose.  For  the 
J last  three  years  the  eyelids  had  closed  less  and  less  completely,  and 
/now  covered  it  so  imperfectly  that  the  cornea,  with  a circumference 
| of  sclerotica  four  lines  broad,  remained  constantly  exposed.  A 
i large,  deep  ulcer  of  the  cornea  threatened  a speedy  disorganization 
bf  the  eyeball.  The  regions  of  the  frontal  and  nasal  bones  were 
■greatly  protruded.  From  the  stretching  of  the  skin,  the  left  eye- 
v brow  was  separated  widely  from  the  right,  and  dragged  down- 
wards. The  skin  itself  was  thickened  and  doughy  to  the  touch 
s:  while  at  the  outer-under  part  of  the  eyebrow  was  a small  opening 
«:rom  which,  on  pressing  the  surrounding  region,  a whitish  mucus 


1 welled  out.  Dr.  Wuth  made  a vertical  incision  tw 


o inches 


long 
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from  tli©  root  of  the  nose  upwards  through  the  soft  parts,  and  then 
a horizontal  one,  also  two  inches  long-,  close  above  the  eyebrow. 
He  next  dissected  back  the  triangular  Hap  thus  formed,  so  far  as 
to  permit  the  frontal  sinus  to  he  trepanned.  In  the  middle  of 
the  superciliary  arch  was  a small  hole  in  the  hone,  opening  into 
the  sinus,  and  explaining  the  source  of  the  fluid  already  mentioned. 
In  consequence  of  the  great  dilatation  of  the  sinus,  it  was  necessary 
to  make  two  openings  into  it  with  a small  trephine,  whereupon 
an  immense  quantity  of  polypi  protruded,  and  were  removed.  The 
healing  of  the  parts  occupied  twelve  months,  the  frontal  sinus  being 
by  that  time  considerably  lessened  in  all  directions,  and  the  eye 
having  partially  retreated  into  the  orbit.  The  ulcer  of  the  cornea 
soon  cicatrized.  From  the  first  night  after  the  operation  the  patient 
enjoyed  sleep,  such  as  he  had  not  had  for  years,  and  he  speedily 
improved  in  health. 


FRACTURE. 


This  has  been  treated  of  in  the  preceding  chapter. 


CHAPTER  VIII. 


TUMOURS. 

J OCULAR  TUNIC TUMOURS  OF  THE  EYELIDS;  OF  THE  CONJUNCTIVA, 

AND  UNDER  IT  ; OF  THE  SCLEROTICA  ; OF  THE  CORNEA  ; OF  THE 
ORBIT,  WITHOUT  AND  WITHIN. 


OCULAR  TUNIC,  OR  TUNICA  VAGINALIS  OCULI. 

The  ocular  tunic  was  demonstrated  in  1804,  by  Tenon,  wbo  called 
it  the  tunic  of  the  eye.”  Since  then  other  anatomists,  among' 
whom  are  Dr.  O’Ferrall,  Bonnet,  and  Dalrymple,  have  described  it ; 
but  to  Dr.  O’Ferrall  is  due  the  merit  of  a surgical  and  a patho- 
logical application.  His  memoir  on  the  subject  is  in  vol.  xix.  of 
the  Dublin  Journal  of  Medical  Science. 

Anatomical  relations.  It  is  a white  fibro- cellular  tunic,  completely 
surrounding  the  eyeball,  and  separating  it  from  the  orbital  muscles. 
Tracing  it  from  behind,  it  commences  around  the  optic  foramen, 
encircles  the  optic  nerve  loosely,  and  expands  to  enclose  the  eyeball' 
on  the  front  of  which  it  divides,  one  portion  becoming-  lost  on  the 
sclerotica,  a little  posterior  to  the  cornea,  the  other  passing  to  the 
orbital  edges  of  the  tarsal  cartilages.  Externally,  it  blends  with  the 
orbital  areolar  tissue.  Internally,  it  has  a very  slight  cellular 
attachment  to  the  sclerotica,  but  is  yet  so  smooth  that  the  eyeball 
moves  freely  in  it.  In  front  it  is  pierced  by  the  tendons  of  the 
oblique  muscles,  with  which  it  is  incorporated,  and  still  more 
anteriorly,  the  recti  muscles  pass  through  it  obliquely  to  their 
insertions,  and  are  more  or  less  connected  with  it.  It  protects  the 
eyeball  and  serves  to  keep  it  in  position.  By  the  muscles  passing 
through  it,  they  get  their  force  properly  directed,  securing  ocular 
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rotation,  and  opposing  retraction,  which  would  otherwise  predomi- 
nate. Students  always  cut  it  away,  when  they  dissect  the  orbit. 

The  readiest  way  of  exposing  the  tunic  is  to  cut  through  the 
palpebree  vertically,  to  turn  back  the  separated  parts,  and  to  divide 
the  conjunctiva  at  its  angles  of  reflection,  from  the  surfaces  of  the 


Fig.  37. 


eyelids  to  the  eyeball.  The  preceding  drawing  is  taken  from  a dis- 
section I mtide  in  this  manner.  Two  only  of  the  recti  muscles  are 
visible,  for  the  eye  was  in  this  instance  very  deep  in  the  orbit,  and 
the  insertion  of  the  other  muscles  could  not  be  seen.  To  exhibit 
them  it  would  have  been  necessary  to  cut  away  a portion  of  the 
orbit,  and  then  the  connection  of  the  tunic  with  the  eyelids  must 
have  been  destroyed. 


TUMOURS  OF  THE  EYELIDS. 

To  prevent  bleeding  during  the  removal  of  small  tumours  from 
the  eyelids,  and  at  the  same  time  to  give  more  command  in  operat- 


Fig.  38. 


ing  by  holding  the  part,  forceps  are  made  with,  rings  at  their 
extremities,  between  which  the  eyelid  is  placed.  Fig.  38  shows  the 
instrument,  which  closes  by  a cross-action  spring. 
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A better  form  of  the  same  appliance  is  illustrated  by  the  next 
•>  figures,  and  it  would  be  further  improved  by  cross-action.  Spring 
I catches  for  closing  surgical  instruments  should  be  abandoned. 

I must  be  candid  enough  to  say  that  I never  have  used  any  of 
| these  forceps,  because  I have  never  felt  the  want  of  them.  Some 
a surgeons  recommend  them,  and  foreigners  think  them  indispensable. 

Tumours  of  the  sebaceous  system  of  the  skin  of  the  eyelid.  These 
I arise  from  detention  of  the  sebaceous  substance.  They  are  directly 

Fig.  39.  Fio.  40. 


(due  to  deficiency  of  expulsory  power  in  the  follicles  and  ducts  of  the 
| sebaceous  glands,  or  to  condensation  of  the  secretion,  by  which  the 
I expulsory  power  is  destroyed,  or  to  the  obliteration  or  absence  of 
the  excretory  opening  of  the  follicle,  or  to  the  accumulation  exter- 
nally of  the  sebaceous  secretion  in  a hard  and  compact  mass. 

Comedon.  This  is  the  simplest  of  all  cutaneous  tumours,  and  is 
J merely  an  accumulation  of  sebaceous  matter  in  the  follicles  of  those 
I versons  whose  skin  is  torpid  in  action.  The  accumulation  appears 
* is  a black  point  occupying  the  aperture  of  a follicle.  It  constitutes 
■what  is  popularly  known  as  worms,  or  grubs,  of  the  skin  It  is 
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readily  squeezed  out,  and  appears  white  and  cylindrical,  not  unlike  a 
maggot  with  a black  head.  These  accumulations  are  not  confined 
to  the  lace,  they  are  found  in  every  part  of  the  skin  that  is  supplied  < 
with  follicles,  being  more  abundant  and  larger  in  some  parts  than  in 
others. 

The  excreted  matter  of  the  follicles  of  the  skin  is  composed  of 
four  principal  elements,  water,  oil,  albumen,  and  cholesterine.  In 
the  sebum,  or  sebaceous  substance,  the  water,  oil,  and  albumen,  form  j 
a kind  of  emulsion,  inspissated  with  the  denser  materials  of  the  cells 
of  the  follicle,  and  some  epidermic  scales.  It  is  the  preponderance  j 
of  the  one  or  the  other  of  these  elements  which  necessarily  alters  the 
secretion. 

It  is  the  comedon,  which  is  rich  in  oil  and  albumen,  that  con- 
tains the  living  animalcule,  the  steatozoon  folliculorum,  and  often 
in  numbers.  They  feed  on  the  contents  ot  the  follicle,  dismtegiate  I 
the  accumulated  mass,  and  facilitate  its  expulsion,  while  they  do  j 
no  harm,  not  even  irritate.  The  appearance  of  bristles,  or  spines,  J 
sometimes  growing  out  of  the  skin,  and  particularly  of  the  ei  elids,  j 
is  due  to  protrusion  of  the  comedones,  when  the  albuminous  and 

the  horny  elements  are  in  excess.  _ j 

Treatment.  The  comedones  should  be  squeezed  out,  and  the  skin  J 
thoroughly  washed  daily  with  soap  and  water.  Pure  ah  and  suffi-  1 
cient  exercise  are  also  necessary. 

Mottuscum,  called,  too,  molluscmn  contagiosuni,  seu  sebaceum.  I 
This  tumour  is  common  in  children,  and  frequently  occurs  about  1 
the  eyelids,  the  face,  and  the  neck,  coincidently.  It  is  rarely  soli- 1 
tary  even  on  the  eyelids.  It  begins  as  a pale  pimple.  A group 
might  be  mistaken  for  lichen.  When  a little  advanced  it  looks  like 
a little  currant.  More  forward,  it  bears  a resemblance  to  a salivary  | 
gland,  and  is  then  somewhat  constricted  at  the  base,  flat  topped,  : 
with  a central  depression.  It  sometimes  gets  pedunculated.  A I 
large  one,  if  squeezed,  will  emit  white  sebaceous  matter.  Generally 
there  is  but  little  inflammation  around  the  base,  but  occasionally  1 
such  action  is  developed.  Sloughing  may  ensue,  and  all  the  morbid 
material  is  then  likely  to  be  thrown  off.  It  is  seen  m different  I 
stao-es  of  growth  in  the  same  person.  It  may  suppurate  in  the  ; 
centre,  protrude  and  become  covered  with  incrustation,  which  makes 
it  look  like  a warty  growth,  or  even  a horn.  It  may  grow  as  big  I 
as  a cherry,  or  very  large.  One  on  the  upper  eyelid  was  aigel 
enough  to  hang  down  and  completely  cover  the  palpebral  aperture. 

The  morbid  anatomy  consists  in  distension,  by  sebaceous  matter, 
of  the  ducts  of  the  sebaceous  gland,  from  their  primary  branches  1 

to  the  ultimate  outlet,  by  which  the  gland  is  forced  up  above  e 
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i level  of  the  skin.  The  appearances  are  accounted  for  by  the  patlio- 
. logical  changes.  The  summit  becomes  indented,  where  the  seba-  . 

ceous  substance  appears  in  the  aperture  of  the  distended  duct.  The 
j sides  are  tabulated,  in  conformity  with  the  arrangements  of  the 
. lobules  of  the  gland.  The  semi-transparency  is  from  distension 
of  the  super-imposed  stratum  of  the  derma. 

It  has  received  several  adjective  denominations,  according  to  its 
i aspects  at  different  times,  but  of  these  one  only  need  be  mentioned, 

4 that  relating  to  its  contagiousness.  Respecting  this,  there  is  dis- 
j agreement  among  surgeons.  Those  who  accept  contagion,  advance 
( in  its  favour  the  occurrence  of  the  disease  at  the  same  time  in  all  the 
I children  of  a family,  and  sometimes  even  among  the  adults.  Those 
t who  reject  it,  refer  the  implication  of  several  persons  to  an  endemic, 
t or  an  epidemic.  My  own  opinion  is  for  the  contagion  in  the  early 
% stage  of  the  disease.  Dr.  Mackenzie  witnessed  the  fact  of  a gentle- 
st man’s  hands  becoming  inoculated  from  the  face  of  his  child.  Mr. 

Fig.  41. 


Hutchinson  saw  a mother’s  breast  inoculated  from  the  face  of  her 
i sucking  child,  eighteen  months  old.  Other  proofs  are  published. 

The  virus  appears  to  be  conveyed  by  the  white  fluid  which  exudes 
\ from  the  orifice  of  the  tumour.  The  subjoined  figure,  from  a girl 
; seven  years  old,  represents  two  of  these  tumours  on  the  lower  eyelid. 
The  larger  was  partly  covered  with  black  incrustation,  from  beneath 
which  a little  pus  escaped.  This  patient  had  no  more  of  them  ; but 
her  sister’s  face  was  covered,  and  a third  member  of  the  family,  the 
mother,  had  also  a few. 

The  treatment  consists  in  cutting  the  tumour  completely  across  by 
’’  r free  incision,  and  squeezing  it  out  with  the  thumb-nails.  If  the 

|Dyst  do  not  separate  at  the  same  time,  the  forceps  must  be  used 
i for  its  extraction. 

Milium , called  also  sebaceous  tubercle  and  miliary  tubercle.  This 
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is  a yellowish-white,  pearl-like  looking  tumour,  about  the  size  of 
a pin’s  head,  as  dense  as  fibro-cartilage.  It  takes  its  name  from 
the  likeness  to  a millet  seed.  It  is  commonly  met  with  in  clusters 
on  the  faces  of  young  persons,  and  most  frequently  on  the  eyelids, 
especially  on  their  margins. 

It  is  due  to  an  affection  of  the  sehiparous  system,  although  not 
a gland  affection  like  the  sebaceous  tumour,  hut  an  accumulation 
of  the  epithelial  portion  of  the  sebaceous  secretion  in  the  upper 
layer  of  corium,  and  possibly  in  one  of  the  ramifications  of  the 
gland,  without  there  being-  any  opening  communicating  with  the 
surface.  It  is  probable  that  it  has  its  origin  in  an  abortive  follicle.  , 
Occasionally,  calcareous  matter,  such  as  phosphate  and  carbonate 
of  lime,  is  deposited  in  the  epithelial  cells. 

Treatment.  Break  through  the  surrounding  epithelium  with 
a sharp-pointed  instrument,  and  squeeze  out  the  accumulated 
material. 

Sebaceous  tumour.  This  belongs  to  the  class  of  cutaneous  prolife-  i 
rous  cysts.  It'  consists  of  an  accumulation  of  sebaceous  secretion,  j 
together  with  disease  of  a hypertrophic  nature  in  the  coats  of  the  1 
follicle.  The  containing  and  the  contained  both  grow.  The  gland  , 
is  supposed  to  be  destroyed  in  an  early  stage  by  pressure,  and  if  I 
this  be  the  case,  the  sebaceous  material  must  be  the  product  of  the  j 
dilated  and  diseased  follicle. 

There  are  two  varieties. 

In  the  first  the  follicle  is  not  quite  closed,  there  being  a gigantic 
comedon.  This  enlarges  horizontally  rather  than  vertically,  so  that 
it  is  better  felt  than  seen.  The  aperture  is  much  more  contracted  j 
in  some  examples  than  in  others.  The  contents  are  solid  and  lami-  j 
nated,  and  made  up  of  epithelium  scales,  with  occasionally  chole-  j 
sterine.  Should  it  soften  and  .escape,  a crust  forms,  or  even  a little 
horn. 

The  following  sketch  is  of  one  that  was  growing  just  over  the 
lacrymal  sac,  in  a lady  seventy- five  years  old.  It  was  like  a minia- 
ture  bladder  of  lard,  and  retained  for  a while  any  form  into  which  it 

was  pressed.  ...  . 

Treatment.  In  a recent  case,  not  congenital,  a free  incision  vat 1 j 
thorough  squeezing  out  of  the  contents,  is  followed  by  inflammatory  : 
action,  and  a cure  ensues.  When  the  cyst  walls  have  become  thick-  j 
ened,  they  must  be  destroyed  by  some  chemical  agents,  after  the  j 
contents  are  evacuated,  otherwise  they  will  not  perish  or  granulate. 
In  a congenital  example,  occurring  in  a young  lady  who  was  sent  j 
to  me  by  Mr.  W.  Adams,  of  Henrietta-street,  the  opening  was  aery 
largo,  and  the  secretion  could  be  readily  and  entirely  evacuated  h\ 
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pressure.  This  process  of  emptying  had  been  frequently  done  with 
a curative  intention.  I passed  a minute  piece  of  potassa  caustica  to 
the  bottom  of  the  cyst.  A little  slough  ensued,  and  healthy  granu- 
lation followed.  In  general,  nitrate  of  silver  is  sufficiently  caustic 
for  such  a purpose. 

The  second  variety  constitutes  the  true  cystic  sebaceous  tumour, 
with  the  closed  cyst.  It  is  very  rare  about  the  eyelids.  I have 


Fig.  42. 


' never  seen  one,  but  it  occurs  frequently  about  the  eyebrow,  when  it 
j is  called  an  orbital  tumour,  under  which  classification  it  will  be  fully 
I noticed. 


Horns.  I have  met  with  a few  specimens  of  the  deposit  of  in- 
spissated sebaceous  matter  on  the  eyelids,  constituting  what  are 
called  horns.  They  have  all  been  small,  time  being  wanting  to  give 
?.  the  more  marked  characteristic  horny  appearance  to  which  they  owe 
■'  their  name,  and  of  which  the  scalp  furnishes  the  best  examples. 

It  is  uncalled  for  here  to  say  more  of  their  structure  than  that 
£ these  dense  appendages  owe  their  existence  to  the  drying  and  har- 
i dening,  as  fast  as  it  escapes,  of  the  contents  of  the  first  form  of  the 
sebaceous  tumour  just  described.  To  those  who  desire  extended 
i information  on  the  pathology  of  the  subject,  I recommend  the 
perusal  of  a very  excellent  paper  by  Mr.  Erasmus  Wilson,  published 
' in  vol.  xxvi.  of  the  “ Medico- Chirurgical  Transactions,”  descriptive 
> of  a horn  developed  from  the  human  body,  with  observations  on  the 
■ pathology  of  certain  disorders  of  the  sebaceous  glands. 

The  following  case  of  cutaneous  horn  of  the  lower  eyelid  is  re- 
* ported  in  the  Boston  Medical  and  Surgical  Journal  for  February  11th 
1869:— A small  pimple  appeared  on  the  lower  eyelid  of  an  Irish 
labourer,  sixty-five  years  of  age.  There  soon  followed  a fine  hair- 
like, hard  growth.  As  it  continued  to  grow,  it  assumed  the  appear- 
" ance  of  a horn,  and  when  it  was  an  inch  and  a half  in  length  and 
« about  the  same  measure  m circumference  at  the  base,  being  now  of 
six  years’  duration,  it  dropped  off.  In  a few  days  a second  horn 
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sprouted ; in  nine  months  it  was  as  large  as  the  first,  and  caused 
eversion  of  the  eyelid  witli  displacement  of  the  punctum  lacrymale, 
and  overflowing  of  the  tears.  Its  length  was  an  inch  and  three 
quarters.  Its  circumference  at  the  base,  an  inch  and  seven-eighths. 
Amputation  was  done  by  making  a circular  incision  in  the  skin 
around  the  base.  The  tarsal  cartilage  and  the  hair  bulbs  were  not 
damaged.  This  sketch  is  reduced  to  half  proportions  from  a life- 
size  portrait. 

In  the  same  journal  is  a notice  of  a case  of  horn  of  the  upper 
eyelid,  published  in  A.  Eloffe’s  work  in  the  natural  history  of  horns. 
A child  five  years  old  had  a truncated,  wrinkled,  horny  appendage, 
growing  on  the  free  border  of  the  upper  eyelid.  The  length  was 

Fio.  43. 


rather  more  than  a centimetre.  The  thickness  about  that  of  the  j 
stem  of  a tobacco-pipe.  It  was  easily  pulled  off.  Nitrate  of  siher 
was  applied.  A year  after,  the  child  was  attended  lor  two  similar  j 
growths  on  the  upper  eyelid  of  the  other  eye. 

Treatment.  A single  stroke  of  the  knife  will  be  sufficient  to 
remove  a horn  from  the  eyelid.  The  excrescence  being  pulled  for-  j 
wards,  the  separation  should  be  made  through  the  integuments,  that  j 
the  cyst  from  which  it  grows  may  be  entirely  taken  away,  or  a 
return  of  the  disease  is  risked.  Sutures  should  be  used,  if  from  the 
nature  of  the  wound  primary  union  might  ensue.  Otherwise,  water  j 

dressing  is  necessary.  # 

An  excess  of  epidermis  often  occurs  when  there  is  slight  mllam-  i 
mation  of  the  papillae  with  growth,  and  forms  little  bent  or  twiste  j 

horns.  „ 

Acne.  This  may  be  as  well-marked  on  the  eyelid  as  on  the  iac  . ; 

When  it  is  severe,  it  is  accompanied  by  much  redness  and  oedema 
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of  the  integument  because  of  the  thinness  and  looseness  of  the 
textures.  The  conjunctiva  may  participate  in  the  inflammation. 

The  affection  is  produced  by  the  detention  of  sebaceous  matter  in 
the  follicle,  by  which  irritation  is  set  up.  Congestion  and  inflamma- 
tion follow.  This  at  least  is  the  mechanical  explanation.  There 
must  be  originally  something  wrong  in  the  system  generally,  and 
in  the  cutaneous  system  especially.  It  is  not  necessary  here  to 
speak  particularly  of  the  many  stages  of  acne,  the  punctiform,  the 
pustular,  the  tubercular,  and  the  indurated ; it  is  enough  to  show 
that  it  is  an  inflammatory  disease  of  the  follicles  of  a chronic 
nature,  occurring  for  the  most  part  in  youth,  and  that  it  is 
mainly  attributable  to  debility. 

The  treatment  is  to  be  found  in  good  air,  exercise,  food,  and 
judicious  feeding,  the  removal  of  depressing  agency,  and  the  resus- 
citating of  the  flagging  energies  t>f  the  vital  power.  The  medicines 
most  suitable  are  sometimes  mineral  acids,  sometimes  chalybeates. 
Where  the  nutritive  force  is  at  fault  rather  than  the  assimilative, 
arsenical  preparations  suit  best. 

For  a local  application,  perhaps  the  best  is  the  perohloride  of 
mercury,  one,  two,  or  three  grains  to  an  ounce  of  water,  or  water 
and  spirits  of  wine,  or  emulsion  of  bitter  almonds.  After  the  surface 
has  been  washed  with  soap  and  water  and  well  dried,  and  rubbed 
with  a towel,  the  lotion  should  be  applied.  This  should  be  done 
twice  or  thrice  a day. 

Serous  cyst.  This  well-known  simple,  or  barren  cyst,  belonging 


Fig.  44. 


to  the  class  Hygromata,  frequently  grows  on  the  eyelid,  and  gene- 
rally on  the  margin.  It  may  be  single,  or  several  may  be  present. 
It  may  stand  out  from  the  surface  well  defined,  although  yet  small, 
with  very  thin  cyst  walls,  or  be  so  much  covered  by  the  skin  as 
scarcely  to  project.  Its  contents  may  he  serous,  or  glairy,  or  honey- 


134 


TUMOURS. 


like,  clear  or  coloured.  Figure  44  shows  one  of  a peculiar  form,  that 
had  existed  for  live  years,  and  which  was  filled  with  clear  serum. 
I have  seen  one  at  the  outer  corner  of  the  eye  overlapping  the  edges 
of  the  eyelids,  and  interfering  with  sight.  The  old  gentleman,  who 
had  carried  it  lor  a quarter  of  a century,  could  never  make  up  his 
mind  to  have  it  removed.  It  has  its  origin  in  the  gland  apparatus 
of  the  skin. 

Treatment.  Where  the  tumour  is  small,  a free  incision,  hy  which 
the  contents  are  evacuated,  will  suffice.  A little  suppuration  ensues, 
and  the  cyst  is  destroyed ; or  it  dries,  and  is  exfoliated.  The  cyst 
wall,  which  is  areolar  tissue,  with  a few  elastic  fibres,  is  too  thin  and 
too  much  connected  with  the  parts  around  to  admit  of  being  pulled 
away.  Where  it  is  large  and  projects,  all  of  it  that  can  be  reached 
should  be  cut  off.  When  the  cyst  is  thick,  the  application  of  an 
escharotic  may  be  required  in  addition  to  the  incision. 

Tumours  produced  by  disease  of  the  Meibomian  apparatus. 

Meibomian  cyst.  This  is  better  known  by  the  incorrect  name  of 


Fig.  45. 


tarsal  tumour.  It  is  a hard,  spherical,  fixed,  well-defined  tumour, 
varying  in  size  from  that  of  a grain  of  small  shot  to  that  of  a pea, 
and  limited  in  a situation  on  the  eyelids  to  the  space  between  the 
cilia  bulbs,  aud  the  attached  margin  of  the  tarsal  cartilages.  It 
corresponds,  therefore,  to  the  position  of  the  Meibomian  glands,  and 
does  not  grow  at  the  edge  of  the  eyelid.  It  is  inadherent  to  the 
skin,  which  may  or  may  not  be  traversed  by  enlarged  blood-vessels. 
It  is  usually  solitary,  although  several  of  them  may  be  present,  and 
for  the  most  part  o coins  on  the  upper  eyelid;  yet  it  acquires  the 
largest  dimensions  on  the  under  one,  where  the  skin  generally 
retains  its  natural  state,  and  does  not  inflame.  Not  unfrequently 
the  internal  surface  of  the  eyelid,  just  behiud  the  cyst,  is  preter- 
uaturally  vascular,  and  at  a late  period  looks  dark  in  the  centre,  from 
l he  thinning  of  the  tarsal  cartilage  and  the  conjunctiva,  the  result  of 
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pressure.  Its  position  differs,  therefore,  from  that  of  a stye,  from 
which  it  is  totally  distinct,  in  being  above  the  edge  of  the  tarsus, 
and  clear  of  the  cilia.  Figure  40  represents  a cyst  in  the  lower 
eyelid. 

Fici.  46. 


The  cyst  increases  very  slowly,  and  years  may  pass  away  before 
one  acquires  the  size  of  the  smaller  of  the  two  which  are  figured. 
The  largest  tumour  of  the  kind  on  record  is  preserved  as  a specimen 
in  the  Museum  of  the  Eoyal  College  of  Surgeons.  It  is  three 
quarters  of  an  inch  in  diameter. 

Debility  of  constitution  seems  to  be  a predisposing  cause  of  the 
disease.  Acne  of  the  face  frequently  precedes  it. 

The,  morbid  anatomy  is  clear.  The  tumour  takes  its  origin  in  one  of 
the  aecini  of  a gland,  in  consequence  of  distension  and  blocking  up  by 
sebaceous  matter.  The  glands,  with  their  ducts,  lie  in  the  substance 
of  the  tarsal  fibro-cartilage.  I will  give  the  result  of  the  dissection 
of  a very  large  cyst,  which  I removed  from  a patient  with  the  view 
of  making  such  an  inspection.  Externally  there  was  a dense  fibrous 
envelope  connected  with  the  tissue  around.  Within  this,  a cellu- 
lar layer,  soft,  pink,  abundantly  supplied  with  vessels  from  the 
fibrous  cyst,  composed  of  fibro-plastic  cells,  with  a little  intercel- 
lular fibrillary  matter.  Within  this  again,  a thin  pellucid  cyst 
containing  a puriform  liquid,  made  up  of  pus  globules,  epithelium 
cells  loaded  with  oil,  and  in  the  centre  a perfectly  round  pellet  of 
sebaceous  matter.  In  all  probability  the  following  was  the  order  of 
development.  First,  the  formation  in  a Meibomian  follicle  of  a 
pellet  of  a hard  sebaceous  matter.  Secondly,  the  secretion  of  epi- 
thelium and  fluid,  matter  around.  Thirdly,  the  growth  of  fibro- 
plastic cells  outside  the  obstructed  gland  follicle,  distending  the 
loculus  of  fibrous  membrane  into  a cyst. 

Pathological  variations  occur  in  the  contents  of  the  cyst,  anti  in 
the  cyst  walls.  On  this  point,  supposing  the  immediate  cause  of  the 
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tumour  to  bo  always  one  and  the  same,  I venture  to  suggest  that 
some  ol  these  characters  depend  on  the  changes  effected  in  the  fibro- 
plastic growth  that  is  formed.  For  instance,  with  the  onward 
development  ol  this  plastic  growth,  white  or  yellow  fibrous  tissue  is 
produced,  as  in  the  tumour  commonly  called  polypus,  hence,  the 
more  solid  tumour ; but,  if  it  degenerate,  the  cells  are  converted 
into  pus,  or  pyoid  cells,  and  the  intercellular  tissue  into  a creamy 
fluid. 

Treatment.  As  the  requisite  operation  may  for  the  most  part 
be  done  within  the  eyelid,  it  is  advisable  for  it  to  be  so  effected. 
'Where,  therefore,  the  tumour  is  small,  and  its  position  is  well 
marked  within,  I cut  it  across  posteriorly,  and  squeeze  out  the 
contents,  and  the  cyst  as  well,  with  my  thumb-nails.  Where  there 
is  fluid  degeneration,  the  cyst  walls  are  generally  broken  down,  and 
merely  the  fluid  escapes.  In  such  an  instance  I abstain  from  unne- 
cessary after-squeezing.  Enough  has  been  done  at  first.  Success 
ensues. 

The  patient  should  be  warned  not  to  expect  an  immediate  cure  ; 
for,  from  the  swelling  that  ensues,  it  may  seem  that  the  tumour  is 
as  large  as,  or  larger,  than  before.  It  is  only  after  a few  days  that 
reduction  is  apparent,  and  generally  not  till  after  a few  weeks  that 
all  trace  of  enlargement  is  lost. 

A little  fungus  may  spring  from  the  wound  as  a very  rare  occur- 
rence. If  it  be  small,  a touch  of  nitrate  of  silver  will  suffice  to 
destroy  it.  If  it  be  large,  it  should  be  snipped  off. 

When  the  tumour  is  large,  and  stands  out  well  in  relief  in  front, 
I divide  it  anteriorly,  by  transfixing  it,  and  cut  from  within  to  with- 
out in  a free  manner,  and  squeeze  it,  as  I have  already  described. 

There  need  not  be  any  fear  respecting  the  formation  of  a scar,  for 
if  the  incision  be  made  horizontally,  and  the  edges  be  brought 
together  by  a strip  of  plaster,  no  trace  of  the  operation  is  left. 

A Meibomian  cyst  is  never  too  small  to  be  treated;  but  if  it  be 
not  enough  developed  to  admit  of  such,  after  the  manner  de- 
scribed, it  must  be  punctured  in  whichever  position  seems  to  be  the 
most  favourable,  and  the  interior  broken  up  with  a sharp-pointed 
probe. 

Meibomian  duct  tumour.  An  accumulation  of  the  natural  secre- 
tions may  stop  up  a duct,  and  cause  the  appearance  of  a short  white 
streak  just  within  the  edge  of  the  eyelid.  A further  state  of  this, 
in  which  there  is  enlargement,  constitutes  a tumour.  A hard  con- 
cretion may  form  not  unlike  a calculus.  In  two  instances  when 
I thought  I had  taken  away  calculi,  minute  examination  proved 
the  dense  particles  to  be  made  up  of  inspissated  epithelium.  Cal- 
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\areous  material  may  be  deposited  with,  the  epithelium.  A tumour 

|)f  this  kind,  on  the  upper  eyelid,  caused  absorption  of  the  cartilage 
md  ulceration  of  the  conjunctiva,  and  then  the  friction  produced 
pain,  inflammation  of  the  conjunctiva  scleroticse,  and  opacity  of  the 
ipper  part  of  the  cornea.  It  was  composed  of  concentric  layers  of 
lard  earthy  material.  The  microscope  disclosed  epithelium  scales, 
dosely  agglutinated,  thickened  and  hard,  and  containing  granular 
fearthy  molecules,  phosphate  of  lime  with  a trace  of  the  carbonate  of 
lie  same  earth. 

The  treatment  is  to  remove  the  deposit  at  once.  All  should  be 
taken  away.  Some  is  apt  to  be  left,  being  hidden  by  the  bleeding 
ivhioh  occurs  quickly. 


TUMOURS  ARISING  FROM  DISEASE  OF  THE  TRUE  SKIN  OR  DERMA. 

Stye,  or  hordeolum.  This  is  a miniature  boil  or  furunculus,  which 
icciirs  upon  the  edge  of  the  eyelid  among  the  cilia,  some  of  which  it 
displaces.  A cilium  is  always  in  the  centre  of  it.  The  commence- 
nent  is  cedematous  swelling,  of  the  palpebra.  A little  hard  tumour  of 

!b  deep  red  colour  then  appears,  and  soon  gets  excessively  tender  and 
bainful,  but  slowly  passes  to  maturity,  and  suppurates  only  imper- 
I ectly  on  the  summit.  Ultimately  there  forms  a little  slough  or  core 
(If  mortified  cutaneous  tissue,  a portion  of  the  substance  of  the  derma, 
ft  diminishes  tardily,  and  sometimes  leaves  chronic  redness,  which 
’nay  last  for  several  months.  The  amount  of  pus  which  is  formed  is 
id  ways  very  insignificant,  although  the  suppuration  has  for  its  object 
i he  separation  and  expulsion  of  the  core. 

A stye  is  commonly  single,  but  two  or  more  may  exist  on  the 
i ame  eyelid. 

. Authors  are  still  disputing  whether  a stye  begins  in  a hair  follicle, 
i>r  in  a Meibomian  duct.  It  seems  to  me  that  the  derma  is  the 
>art  affected ; hence  my  classification.  Both  follicle  and  duct  must 
oe  involved  in  the  inflammatory  action.  Like  all  the  family  of  the 
iiirunculi,  it  is  a disease  of  debility,  sometimes  of  nervous  origin, 

» ometimes  of  nutritive,  but  more  frequently  of  assimilative,  therefore 
;t  is  common  in  strumous  subjects  or  in  any  class  of  individuals 
vhose  health  is  broken  down.  With  the  predisposition  of  impaired 
health,  it  is  very  prone  to  appear  if  there  be  long-continued  employ- 
Tt  nent  of  the  eyes  by  artificial  light. 

Treatment,  ltest  of  the  eyes,  and,  in  the  early  stage,  frequent 
Applications  of  cold  lotions  to  the  exterior  of  the  eyelid,  to  subdue 
heat  and  inflammation.  Plucking  out  the  cilia  that  aro  most 
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affected  is  advantageous.  If  tlio  inflammation  increase,  and  slough- 
ing and  suppuration  are  inevitable,  fomentations  and  poultices  are 
required.  It  is  only  when  the  stye  lias  nearly  arrived  at  its  climax 
that  an  incision  is  useful.  At  this  period,  the  slow  separation  of  the 
little  slough  may  thereby  be  facilitated.  Now,  too,  stimulants,  such 
as  the  Unguentum  Hydrargyri  Nitratis,  diluted,  seem  serviceable. 
Constitutional  treatment  should  be  attended  to,  with  the  view  of 
removing  any  existing  error. 

Tegumentary  mole.  This  is  a congenital  tumour,  often  spoken  of 
as  nsevus.  It  is  merely  enlargement  of  a portion  of  the  skin,  with 
an  occasional  irregular  increase  of  some  of  its  tissues  without  any 
decided  pathological  change.  The  hypertrophy  may  embrace  all  the 
cutaneous  structures.  There  may  be  an  increase  in  the  quantity  of 
the  natural  pigment,  whereby  the  tumour  is  tawny  yellow,  or  brown, 
or  black.  Sometimes  hair,  more  or  less  coarse,  grows  from  it  or 
around  it.  It  is  not  characterized  by  vascularity.  About  half  a 
dozen  patients  with  moles  have  applied  to  me,  but  I have  not 
thought  it  necessary  to  adopt  treatment.  The  circumstances  which 
should  induce  interference  would  be  disturbance  to  the  eye  in  some 
way,  by  which  its  functions  are  interfered  with,  or  decided  evidence 
of  increase  in  the  tumour,  with  likelihood  of  the  occurrence  of  such 
disturbance. 

Warts.  Under  this  denomination  of  skin  affections  occurring 
about  the  eyelids,  are  two  very  distinct  growths,  such  as  the  pedun- 
culate and  the  sessile  tumours. 

The  pedunculate  is  a prominence  of  the  skin  produced  by  simple 
tegumentary  growth,  and  which  differs  in  no  wise  from  the  sur- 
rounding skin,  except  that  it  is  pedunculated.  It  has  the  appearance 
of  a small  pendulous  bag  of  integument.  It  is  not  congenital,  but 
forms  about  the  middle  period  of  life,  and  may  grow  to  the  size  of  a 
small  pea,  or  to  that  of  a pigeon’s  egg,  or  even  larger.  The  largest 
I have  ever  seen  grew  from  the  centre  of  the  upper  eyelid  of  a 
woman.  It  closed  the  eye,  and  hung  down  to  the  lower  margin  of 
the  orbit.  My  patient  would  not  allow  me  to  remove  it. 

Treatment.  Excision  with  a knife  or  a pair  of  scissors  is  the  proper 

measure. 

The  sessile , a true  cutaneous  papillary  growth,  is  the  hard  tumour 
resulting  from  hypertrophy  of  the  papillae  of  the  skin,  that  is, 
increase  of  the  dermal  and  epidermal  structures.  In  a large  one,  the 
papillae  are  separated,  and  each  is  covered  with  a distinct  sheath  of 
epidermis.  The  occasional  filiform  appearance  of  this  wart  is  due  to 
the  hypertrophy  of  a few  papillae,  or  of  one. 

I have  seen  the  entire  surface  of  both  eyelids  of  one  eye  occupied 
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Jjy  warts.  There  were  few  interspaces.  Ileister  alludes  to  a wart 
iliat  was  big  enough  to  restrict  the  motions  of  the  upper  eyelid.  Dr. 
(Jacob  removed  a tumour  from  the  lower  eyelid,  supposing  it  to  be  of 
J.iialignant  growth,  but  which,  after  having  been  thoroughly  cleansed, 
loroved  to  be  a gigantic  wart.  The  surface  was  covered  with  a 
I .'ream-coloured  structure,  made  up  of  coarse  fibres  which  stood  out 
■fully  the  eighth  of  an  inch  perpendicularly  from  the  surface,  and 
1 which  he  considered  as  a cuticular  growth.  The  patient,  who  was 
eighty  years  of  age,  died  after  its  removal,  from  erysipelas  of  the 
face. 

Treatment.  An  escharotic  will  suffice  to  remove  all  small  warts. 
Several  applications  of  it  may  be  necessary.  Large  warts'  should  be 
shaved  off,  and  then  the  escharotic  used.  It  may  be  best  sometimes 
to  resort  to  the  severe  measure  of  removing  the  skin  along  with  the 
wart. 

TUMOURS  SITUATED  BENEATH  THE  SKIN  OF  THE  EYELID. 


Very  few  tumours  of  any  kind  occur  in  this  position.  A fibro- 
plastic one  is  recorded  by  a French  surgeon,  and  quoted  by  Dr. 
Mackenzie.  An  enormous  nodulated  growth  on  the  upper  eyelid,  of 
peveral  years’  standing,  hung  so  low  that  the  cilia  were  earned  down 
to  a level  with  the  chin.  It  rose  in  relief  above  the  prominence  of 
the  nose.  It  measured  six  inches  in  its  vertical  diameter,  and  five  in 
its  transverse.  The  upper  part  passed  into  the  orbit  and  adhered  to 
the  eyeball,  which  wras  partially  atrophied.  It  was  removed,  and  a 
new  eyelid  was  made  at  the  same  time.  In  two  months  the  eyelid 
could  be  raised  and  depressed.  Its  dimensions  nearly  corresponded 
with  that  of  the  opposite  lid.  The  tumour  was  imbedded  in  a fibrous 
envelope  several  lines  in  thickness.  Little  serous  cysts  were  in  its 
centre. 

Painful  subcutaneous  tumour.  This  small  fibrous  or  fibro-cellular 
tumour,  which  is  nearly  hard  and  elastic,  and  grows  in  the  sub- 
cutaneous areolar  and  adipose  tissue,  is  well  known  about  the  trunk 
and  the  extremities,  but  is  very  rarely  met  with  in  the  eyelids.  It 
seldom  grows  bigger  than  a pea,  is  not  round,  but  oval  or  cylindri- 
form,  and  is  surrounded  with  a loose  capsule.  It  grows  very  slowly, 
and  may  be  painful  from  the  beginning,  or  not  till  it  has  nearly 
reached  its  full  growth.  The  pain  is  paroxysmal  or  periodic.  It 
differs  in  no  wise  in  its  physical  characters  from  an  ordinary  fibrous 
or  fibro-cellular  tumour.  The  skin  over  it  is  generally  red.  Why  it 
should  be  painful  is  a mystery  to  us,  for  it  is  unlike  a neuromatous 
tumour,  which  is  a fibrous  tumour  imbedded  in  the  sheath  of  a nerve; 
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and  nerves  have  not  been  traced  to  it  but  occasionally,  and  then  only 
after  the  manner  in  which  a few  nerve  fibres  are  distributed  to 
ordinary  innocent  tumours  that  are  painless.  Only  a single  instance 
has  come  under  my  notice.  The  tumour  grew  just  under  the  hairy 
brow.  Mr.  Middlemore  has  met  with  several  examples. 

Treatment.  Extirpation  is  the  remedy. 


TUMOURS  OF  THE  CONJUNCTIVA. 

Growths  and  excrescences  of  all  kinds  springing  from  the  con- 
junctiva are  decidedly  rare,  but  they  have  been  seen  on  all  parts, 
especially  the  caruncle  and  the  semilunar  fold. 

Polypus  is  the  most  common.  It  looks  like  a vascular  prolonga- 
tion of  the  conjunctiva  with  a long  but  delicate  peduncle,  sometimes 
so  slight  that  it  breaks  during  an  examination.  It  is  of  a rose  colour 
rather  than  red.  The  surface  is  irregular.  It  is,  in  fact,  a fibro- 
cellular  tumour,  in  which  the  gelatinous  or  serous  element  prevails, 
covered  with  epithelium.  I removed  one  lately  from  a member  of 
our  profession.  Its  chief  structural  characteristic  was  its  extreme 
vascularity.  It  sprang  from  the  palpebral  conjunctiva  of  the  lower 
eyelid,  and  lay  half  within  the  lid,  half  above  it,  and  protruded  like 
a vascular  fringe. 

One  has  been  described  as  large  as  a hazel-nut. 

Sir  W.  Lawrence  had  seen  several  small  polypi  in  the  same 
person,  growing  from  the  palpebral  conjunctiva  and  the  sinus,  or 
fornix. 

Warts  may  grow  from  any  portion  of  the  palpebral  conjunctiva, 
singly  or  in  clusters.  They  generally  produce  inflammation  of 
the  conjunctiva,  with  muco-purulent  discharge.  Dr.  Mackenzie 
removed  a small  one  from  the  external  surface  of  the  lower 
eyelid.  A crop  then  grew  on  the  conjunctiva  of  the  eyeball. 
They  disappeared  spontaneously,  but  left,  partial  symblepharon  of 
both  upper  and  lower  eyelid.  In  another  case,  he  saw  a wart  grow- 
ing by  a narrow  neck  from  the  conjunctiva  sclerotica?,  not  involving 
the  sclerotica,  and  so  large  as  to  cover  the  eyeball.  By  pressing  the 
tumour  aside,  the  sound  cornea  was  brought  into  view.  These  warts 
could  not  have  had  papilla?  as  their  starting-points  of  growth.  The 
palpebral  conjunctiva  contains  papilla?.  The  sclerotic  portion  is 
devoid  of  them. 

A youth  of  eighteen,  a patient  of  mine,  had  two  strange-looking 
tumours  arising  from  the  conjunctiva ; the  one,  of  a red  colour, 
having  a mulberry  wart-like  look,  was  on  the  inner  surface  of  the 
upper  eyelid,  and  overlapped  and  destroyed  the  punctum  ; the  other, 
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also  red,  possessed  more  of  a fungoid  appearance,  and  overlapped  and 
obscured  a part  of  the  cornea.  It  was  sufficiently  wide  to  appear 
connected  with  the  caruncle,  but  the  base  was  attached  to  the  sinus, 


Fio.  47. 


and  received  a remarkably  large  supply  of  blood-vessels  from  the 
sclerotica.  Figure  47  shows  the  relations  of  both  of  them. 

A slight  purulent  discharge  from  the  conjunctiva  was  all  the 
inconvenience  that  ensued.  I removed  both  with  the  scissors.  They 
proved  to  be  warts. 

A circumscribed  black  mass,  about  the  size  of  an  almond,  growing 
(lengthwise  in  the  interior  of  the  left  lower  eyelid,  which  it  partially 
everted,  was  observed  by  myself  in  a man,  aged  sixty-four,  in  attend- 
ance at  the  C.  L.  0.  Hospital.  The  attachment  seemed  slight ; 
indeed,  the  peculiarly  well-defined  base  induced  the  idea  that  the 
mass  might  be  readily  pulled  away.  The  conjimctiva  around  and  on 
the  lower  part  of  the  eyeball  was  of  a dirty  brown  colour.  Vision 
was  perfect.  Two  years  prior,  the  disease  was  discovered  as  a little 
black  pimple.  There  had  been  no  pain,  but  merely  inconvenience 
from  the  restriction  to  the  movements  of  the  eyelids. 

I did  not  again  see  him  for  three  years,  when  he  reapplied  at  the 
Hospital.  The  growth  had  increased  so  as  to  cover  the  globe  of 
the  eye  ; while  a piece,  about  .the  size  of  a nutmeg,  protruded  from 
between  the  eyelids,  and  was  with  some  difficulty  pulled  aside  to 
expose  the  cornea,  which  was  hazy.  I wished  to  admit  him  into  the 
|house,  and  then  carefully  to  examine  the  eye  while  he  was  under  the 
linfluence  of  chloroform ; and  he  went  home  with  the  avowed  inten- 
ation  of  procuring  some  personal  articles,  but  never  returned.  He 
Heft  a wrong  address,  and  I could  not  find  him.  The  suspicion  of 
•melanosis  crossed  my  mind;  but  the  duration  of  the  affection  without 
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the  surrounding  glands  being  implicated,  and  the  absence  of  pain, 
may  be  taken  as  some  evidence  against  the  likelihood  of  malignancy. 
The  case  bears  upon  the  writings  of  Dr.  Jacob,  of  Dublin,  in  the 
Dublin  Medical  Press,  in  which  he  urges  surgeons  to  investigate 
more  fully  the  nature  of  tumours  of  the  eye  and  the  orbit,  it  being 
his  opinion  that  many  which  are  supposed  to  be  malignant  are  not 
so  in  reality,  although  they  may  not  be  amenable  to  medical  treat- 
ment, and  would  spread  or  grow  to  any  size  unless  removed  by  the 
knife  or  escharotics.  ITis  remarks  have  particular  reference  to  what 
we  are  accustomed  to  call  melanotic  tumours.  He  argues  that  the 
blackness  of  a disordered  mass  affords  no  clue  to  its  true  character. 
He  had  seen,  in  old  persons,  deposits  of  black  matter  under  the 
conjunctiva  without  disease ; and  the  fact  of  a growth  not  healing, 
in  no  way  proves  the  existence  of  a malignant  disease,  as  he  instances 
in  sores  and  warts  that  continue  to  increase  under  any  kind  of  topical 
treatment.  In  one  of  the  two  cases  alluded  to,  a black  spongy 
tumour,  two  inches  in  diameter,  overlapped  the  eyelids  in  all 
directions,  so  as  nearly  to  close  the  whole  opening  of  the  orbit.  The 
surface  was  lobulated,  and  appeared  to  have  been  compressed  by  the 
bandage  with  which  it  had  been  covered,  and  bled  slightly  when  the 
adherent  dressing  was  removed.  It  appeared  to  be  attached  to  the 
eyeball  by  a cylindrical  stalk,  which  was  slightly  enclosed  by  the 
eyelids.  Being  prepared  to  remove  the  contents  of  the  orbit,  if j 
necessary,  Dr.  Jacob  drew  his  knife  across  the  stalk,  as  a preliminary 
step  of  the  operation,  and  found  that  he  had  incised  a healthy  j 
eyeball,  the  disease  being  confined  to  the  conjunctiva  of  the  cornea, 
and  of  the  sclerotica.  It  was,  in  fact,  a tegumentary  growth  from 
the  front  of  the  eye.  The  divided  eyeball  healed  kindly.  Sufficient I 
time  had  not  elapsed  to  enable  him  to  pronounce  as  to  the  truel 
nature  of  the  disease,  whether  it  was  to  be  consideied  malignant  or  I 
not.  Its  black  colour,  spongy  texture,  and  slightly  lobulated 
appearance,  did  not  convince  him  that  it  was  a fungoid  growth  of  a j 
fatal  nature ; although  it  might  have  produced  death  by  growing  to 
a mass  which  could  not  be  arrested  or  reduced  by  remedies. 

This  was  probably  a wart. 

Treatment.  Extirpation  with  a pair  of  scissors  is  the  ready  mode  of  I 
dealing  with  small  warts,  care  being  taken  that  the  incision  is  earned 
through  sound  conjunctiva.  Large  warts  require  to  be  carefully  dis- 
sected off,  and  whether  or  not  an  escharotic  should  be  employed  in  j 
addition,  must  quite  depend  on  the  circumstances  of  the  case. 

It  is  well  known  that  any  kind  of  morbid  growth,  especially  on  a | 
mucous  membrane,  that  keeps  up  chronic  irritation,  may  induce  ? 
epithelial  cancer.  All  tumours,  therefore,  about  the  conjunctiva, 
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should  bo  removed  early,  and  the  risk  of  still  more  dreadful  disease 
prevented. 

Cartilaginous  tumour  of  the  conjunctiva.  I removed  a small  one, 
apparently  composed  of  true  cartilage,  developed  in  the  conjunctiva, 
close  to  the  caruncle.  Sir  W.  Lawrence  met  with  several  cartilagi- 
nous bodies,  about  the  size  of  pins’  heads,  in  the  substance  of  the 
sclerotica  conjunctiva  of  a young  lady.  They  were  imbedded  in  the 
membrane,  which  was  otherwise  normal,  projecting  on  the  surface 
sufficiently  to  be  seen  and  felt.  As  uneasiness  was  experienced  in 
the  eye,  which  the  lady  referred  to  this  peculiar  condition  of  the 
mucous  membrane,  he  removed  a few  of  the  bodies,  using  a small 
hook  and  scissors.  The  patient  was  not  heard  of  after. 

He  also  describes  a cartilaginous  tumour,  as  large  as  a pea,  attached 
to  the  upper  palpebra  by  a slender  stalk.  It  had  a smooth  mucous 
surface,  and  was  considered  to  be  a polypus.  In  snipping  it  off  he 
found  the  peduncle  hard,  so  as  to  require  some  force  for  its  sepa- 
ration. It  proved  to  bo  fibro-cartilaginous  and  thoroughly  hard 
internally.  It  had  existed  fifteen  years,  and  had  caused  trichiasis  of 
one  quarter  of  the  eyelid.  No  doubt  the  same  diversity  of  structure 
that  is  met  with  in  tumours  of  this  class,  in  the  body  generally, 
exists  in  those  that  occur  on  the  eye. 

The  treatment  is  to  remove  the  tumour  along  with  the  piece  of 
conjunctiva  from  which  it  grows. 

Fungus  0f  fjie  conjunctiva.  Under  this  head,  Dr.  Mackenzie 
describes  two  distinct  diseases. 

In  the  first  kind,  of  which  he  had  met  with  an  example,  the  fungus 
was  of  a deep  red  colour,  and  adhered  chiefly  to  the  conjunctiva  cover- 
ing the  sclerotica.  It  was  elevated  in  regular  soft  smooth  masses. 

It  may  arise  from  the  inside  of  the  eyelids,  but  never  from  the 
surface  of  the  cornea.  It  may  be  pushed  forward  by  the  eyelids  so 
as  to  hide  the  cornea.  It  is  unattended  by  pain.  When  exposed 
to  the  air  it  becomes  encrusted,  gets  tender,  and  is  apt  to  bleed  when 
touched.  Portions  of  it  may  slough  away.  The  eyeball  suffers 
from  the  pressure,  inflames  and  bursts;  or  ulceration  spreads  from 
the  fungus  to  the  sclerotica,  and  so  destroys  the  eye.  The  subjects 

of  it  are  of  a decidedly  scrofulous  habit.  It  has  been  described 
and  delineated  by  Beer. 

In  the  second  kind,  of  which  he  had  no  personal  knowledge  the 
conjunctiva  is  almost  of  a gelatinous  consistence,  and  of  a light 
yellow  or  brownish  colour.  It  is  met  with  chiefly  on  the  inside  of 
the  eyelids,  and  especially  of  the  upper  one,  and  in  the  sinus  It 
sometimes  attains  a very  considerable  size,  and  although  soft  and 
destitute  of  blood-vessels,  it  is  apt  to  prove  destructive  by  the  pres- 
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sure  it  exercises  on  the  eyeball.  The  exuberant  growth  and  loose 
textures  of  the  fungous  mass,  distinguish  it  from  epithelial  cancer  of 
the  conjunctiva. 

Treatment.  Bemove  the  fungus  with  knife  or  scissors.  If  neces- 
sary, cut  through  the  eyelids  at  their  temporal  commissure,  to  allow 
the  whole  of  the  diseased  conjunctiva  to  be  exposed.  Should  the 
eyeball  be  damaged  and  vision  lost,  extirpate  it  at  the  same  time. 

Vascular  excrescences  may  be  thrown  out  by  the  membrane  in  con- 
sequence of  irritation.  They  are  red,  soft,  fissured,  or  granulated, 
sometimes  pedunculated,  and  sometimes  growing  by  a broad  basis. 
They  may  acquire  such  size  as  to  irritate  the  eyeball  and  the  eyelids* 
or  to  overlap  the  cornea  inconveniently. 

The  caruncle , and  the  semilunar  fold,  may  become  enlarged  and 
form  a tumour.  I have  been  applied  to  by  a patient  to  have  both 
of  these  structures  removed,  in  consequence  of  enlargement  brought 
on  by  a long  and  severe  attack  of  conjunctival  inflammation.  There 
was  a diminution  of  the  tumour,  on  leaving  off  the  escharotics  that 
had  been  injudiciously  applied  for  its  reduction,  but  there  remained 
a hard  growth  about  the  size  of  a horse-bean.  I lost  sight  of  the 
man. 

The  caruncle  may  enlarge  and  form  a tumour,  from  structural 
changes  and  proliferation  due  to  chronic  inflammation  consequent 
on  residence  in  the  tropics.  It  may  thus  granulate,  and  throw  out 
many  growths.  In  a case  met  with  by  myself,  it  displaced  the 
lower  eyelid  together  with  the  punctum,  and  pioduced  epiphoia. . 
The  entire  conjunctiva  was  much  inflamed. 

A tumour  made  up  of  areolar  tissue,  and  occupying  a part  of  the 
caruncle  has  been  described  by  Graefe.  It  was  removed  with  success. 

Extirpation  is  the  proper  treatment  in  all  such  tumours.  Merely? 
acute  swelling,  from  inflammatory  enlargement  of  the  parts,  must’ 
not  be  mistaken  for  tumours  strictly  so  called. 

Tumours  of  uncertain  nature.  Very  large  tumours  of  the  conjunc- 
tiva are  described  by  numerous  writers  on  ophthalmic  surgery,  of 
the  nature  of  which  there  is  no  definite  pathological  account.  In  all 
probability  some  were  of  a malignant  nature,  but  the  sequel  of  others . 

induces  me  to  suppose  that  they  were  benign. 

Pterygium.  This  generally  grows  as  a flat  triangularly-shaped 
tumour  on  the  ocular  conjunctiva,  at  the  inner  corner  of  the  eye ; the- 
base  being  within,  the  apex  without.  At  first  it  is  always  on  the 
conjunctiva,  as  it  has  its  origin  there;  later,  it  invades  the  cornea.. 
It  gets  its  name  from  the  supposed  likeness  to  an  insect’s  wing.  It  is  * 
laboriously  described  by  some  authors,  who  treat  of  four  varieties, 
the  cellular,  the  vascular,  the  fatty,  and  the  fleshy.  But  pathology 
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Joes  not  warrant  such  an  arrangement,  and  description  does  not  need 
it.  At  different  periods  of  its  growth,  different  appearances  may 
exist : one  that  is  thin  may  become  thick,  and  a pale  one  may 
become  red ; and  in  like  manner,  several  changes  may  occur.  One- 
half  of  the  growth  may  he  transparent  and  delicate,  while  the  other 
is  like  a piece  of  muscle. 

Certain  variations  in  form,  position,  number,  and  size,  must  be 
mentioned.  The  edges  may  be  unequal  and  undefined.  The  base 
may  be  at  the  cornea,  while  the  apex  is  within.  Either  end  may  be 
bifurcated.  Two,  three,  or  four  may  exist  at  once,  in  which  case 
they  do  not  crowd  on  each  other,  but  lie  iu  the  direction  of  the  recti 
muscles,  their  apices  being  generally  towards  the  cornea.  A single 
one  may  occupy  the  greater  portion  of  the  conjunctiva,  in  the  region 
where  it  occurs,  and  at  the  same  time  almost  envelope  the  cornea. 
Both  eyes  are  generally  symmetrically  affected. 

The  following  sketch  of  the  disease,  taken  from  a gentleman  of 
colour,  from  the  island  of  St.  Kitts,  exhibits  a very  marked  specimen. 


Fig.  48. 


The  position  is  the  ordinary  one,  at  the  inner  corner  of  the  eye, 
Math  the  base  connected  with  the  semilunar  fold,  from  which  it  would 
seem  to  grow.  The  form  also  is  that  which  is  most  usual. 

Etiology.  The  conjunctival  portion  consists  essentially  of  hyper- 
trophied conjunctiva,  and  thickened  sub-conjunctival  tissue,  with  a 
growth  of  blood-vessels.  I have  seen  a little  fat  in  some  old  ones. 
The  corneal  portion  is  thick  and  tendinous,  being  made  up  of  cel- 
lular tissue,  blood-vessels,  and  thickened  epithelium.  It  may  be  but 
loosely  attached  to  the  anterior  elastic  membrane,  or  incorporated 
with  the  true  corneal  tissue. 

The  ori(Jin  of  tllis  adventitious  production  is  chronic  congestion, 
or  chronic  inflammation,  of  the  conjunctiva.  It  is  always  preceded 
by  increased  vascularity  of  the  spot  of  the  conjunctiva  in  which 
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it  appears.  Tropical  influence  is  almost  invariably  the  excitant. 
Nearly  every  case  I have  seen  has  originated  in  a hot  climate.  But 
it  is  now  and  then  exceptionally  met  with  in  temperate  latitudes, 
where  workmen  are  long  exposed  to  much  heat,  glare,  and  dust.  I 
have  seen  it  in  labourers  at  gas-works,  and  at  lime-kilns,  and  in 
stokers.  As  marked  an  example  as  I ever  saw  was  in  a girl  who 
received  a small  particle  of  quick-lime  in  her  eye.  It  was  a genuine 
pterygium,  and  not  a symblepharon.  The  residue  of  a grain  of  ex- 
ploded gunpowder,  which  had  long  been  harmless,  has  at  last  caused 
one.  It  is  ascribed,  too,  to  corneal  herpes.  I have  never  seen  such 
an  origin. 

It  is  usually  after  the  adult  period  that  pterygium  appears ; yet  it 
has  been  seen  immediately  after  birth  by  Mr.  War  dr  op,  when,  doubt- 
less, it  must  have  been  congenital.  It  is  seldom,  in  these  latitudes  at 
least,  that  we  have  an  opportunity  of  observing  its  commencement 
and  progress.  Mr.  Wardrop,  in  his  work  on  the  Eye,  gives  a drawing 
of  one  that  he  saw  from  a very  early  period,  and  watched  for  upwards 
of  eight  years.  Its  first  appearance  was  that  of  a small  globule  near 
the  junction  of  the  cornea  and  the  sclerotica ; it  then  became  larger, 
so  that  its  base  adhered  to  the  semilunar  fold,  and  its  apex  passed 
over  the  edge  of  the  cornea.  It  mostly  begins  as  a pale  globule  or 
vesicle,  among  the  blood-vessels. 

Prognosis.  There  is  but  little  inconvenience  in  the  earlier  periods 
of  the  growth,  and  several  years  are  required  for  any  decided 
increase.  The  disturbances  arise  from  the  chronic  inflammation  of 
the  conjunctiva,  most  marked  in  the  region  of  the  pterygium,  the 
eclipse  of  the  pupil,  and  the  loss  of  the  acuteness  of  vision.  Where 
there  is  much  inflammation  of  the  conjunctiva,  the  sub-conjunctival 
tissue,  and  the  sclerotica,  there  is  disturbance  to  sight  from  the. 
interior  of  the  eye  becoming  congested.  With  a change  of  residence 
from  a hot  climate  to  a cold  one,  a pterygium  may  not  increase. 

Treatment.  All  local  applications  are  worse  than  useless,  because 
they  irritate,  and  cause  the  pterygium  to  grow.  Excision  alone  can 
be  depended  on.  A mere  division,  by  cutting  across  the  growth,  is 
insufficient.  Indeed,  scarifications  may  irritate,  and  so  induce  rapid 
augmentation. 

When  there  is  only  a conjunctival  pterygium,  the  whole  should  he 
removed.  When  there  is  a conjunctivo-corneal  one,  and  the  corneal 
bit  is  very  small,  it  should  be  left  while  the  conjunctival  portion  is 
excised,  because  it  will  shrink,  and  the  cornea  is  saved  all  the  risk  of 
an  operation.  When  the  corneal  portion  is  large  enough  to  admit 
of  being  held  with  a pair  of  forceps,  all  that  can  be  raised  should 

bo  cut  off. 
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The  excision  is  best  accomplished  with  a pair  of  scissors.  The 
eyelids  must  he  well  retracted,  and  for  a young  operator,  the  eyeball 
had  better  be  steadied  with  a pair  of  forceps.  I dissect  only  the 
growth  away,  and  take  care  not  to  remove  any  healthy  conjunctiva. 
The  semilunar  fold  should  be  left  as  intact  as  possible.  If  the 
pterygium  be  adherent  to  the  sclerotica,  it  must  be  removed  at  the 
expense  of  denuding  this  coat  of  the  eye. 

Sutures  may  be  used  with  advantage.  I dissect  up  the  con- 
junctiva slightly  on  each  side,  so  as  to  transpose  it  a little,  put  in 
one  or  two  stitches  at  the  extreme  margin,  and  bring  the  edges 
together.  If  the  space  left  be  too  large  to  allow  of  accurate  adapta- 
tion, but  yet  permit  of  a tolerable  approximation,  I still  adopt  the 
practice,  and  partially  adapt  the  parts,  as  healing  is  thereby  ex- 
pedited. If  the  threads  do  not  fall  out  in  four  or  five  days,  in  which 
case,  in  all  probability,  some  of  the  sub-conjunctival  tissue  is  included, 
I remove  them.  Of  the  use  of  sutures  in  wounds  of  the  conjunctiva, 
I have  spoken  especially  elsewhere. 

Other  operations  are  recommended  by  different  surgeons,  but  as 
they  are  for  the  most  part  ineffectual,  and  sometimes  make  the 
pterygium  grow,  they  need  not  be  described. 

Fig.  49  is  a sketch  I took  from  a naval  captain,  who  had  been 
long  in  the  West  Indies.  The  pterygium  had  existed  for  several 


Fig.  49. 


years,  and  was  gradually  increasing.  It  was  very  irregular  in  out- 
line. The  corneal  portion  was  remarkably  thin.  I dissected  oil' 
nearly  the  whole  of  that  which  grew  on  the  conjunctiva 

There  always  remains  opacity  of  the  cornea,  to  the  extent  to  which 
the  pterygium  had  occupied  it 

A naval  officer,  lot  twenty-seven,  consulted  me  with  double  internal 
pterygia.  That  on  the  left  eye  had  just  reached  the  cornea.  The 
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conjunctiva),  palpebral  and  ocular,  wore  much  injected.  There  was 
constant  discomfort  in  the  eyes,  and  prolonged  use  of  them  gave  pain. 
Distant  objects  were  not  seen  so  well  as  formerly.  I operated  on 
both.  My  patient  has  just  returned,  after  two  years’  absence.  The 
right  eye  bears  no  trace  ot  the  disease.  On  the  left,  a mark  on  the 
cornea  is  all  that  is  to  be  seen.  The  conjunctiva)  are  natural. 
There  is  no  inconvenience  in  using  the  eyes,  and  distant  vision  is 
restored. 

In  old,  large,  and  adherent  pterygia,  when  the  sclerotica  is  neces- 
sarily much  bared  in  their  removal,  the  natural  appearance  is  not 
regained.  The  part  is  always  a little  red. 

As  marked  instances  of  pterygia  as  ever  I met  with  occurred  in 
a mulatto,  Mrs.  Seacole,  of  Crimean  notoriety.  This  heroine  was 
brought  to  me,  about  ten  years  ago,  by  Mr.  Ambler,  formerly 
one  of  my  pupils  at  St.  Mary’s  Hospital.  There  was  a large 
pterygium  on  the  inner  corner  of  one  eye  that  had  passed  over  the 
cornea  and  travelled  to  the  margin  of  the  pupil ; it  was  very  much 
raised  from  the  surface,  and  as  red  as  a piece  of  muscular  fibre,  from 
the  numerous  vessels  wrhich  traversed  it.  There  was  a pterygium  on 
the  other  eye,  similar  in  kind,  but  not  so  advanced.  I operated  on 
the  larger  one.  Mrs.  Seacole  has  been  travelling  about  since  then, 
and  has  been  a long  time  in  the  tropics.  She  has  just  come  to  me 
with  the  second  pterygium  as  much  developed  as  the  former.  I 
have  operated  on  this  also.  It  is  satisfactory  to  find  that  the  first 
operation  has  been  quite  successful,  and  that  there  has  been  no 
further  growth,  notwithstanding  the  tropical  residence. 

Pterygium  Pingue , or  Pinguecula.  This  is  the  term  applied  to  an 
opaque,  moveable,  whitish-yellow,  roundish,  lobulated  little  tumour, 
surrounded  and  traversed  by  a few  blood-vessels,  that  is  situated 
on  the  sclerotic  coat  near  to  the  cornea,  mostly  on  the  inside,  but 
sometimes  on  the  outside  of  the  eyeball,  and  nearly  always  at  the 
horizontal  meridian. 

I have  never  myself  examined  one  microscopically.  There  is  a 
discrepancy  among  observers.  One  speaks  of  it  as  made  up  of  ill- 
developed  cellular  tissue.  Another  as  consisting  of  pavement  epi- 
thelium of  the  conjunctiva  exclusively,  rather  hypertrophied,  and 
destitute  of  vessels.  A third  dwells  on  its  vascularity.  Like 
pterygium,  it  is  very  common  in  tropical  countries,  yet  it  is  not  very 
uncommon  in  temperate  latitudes.  I meet  with  examples  of  it 
yearly,  yet  I know  of  but  one  instance  in  which  it  encroached  on  the 
cornea,  and  then  it  passed  merely  to  the  margin.  It  grows  to  the 
size  of  No.  4 shot,  and  remains  stationary.  So  inoffensive  and 
innocuous  is  this  growth,  so  long  as  it  is  small,  that  it  is  rather  for 
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the  persons  possessing  it,  than  for  the  surgeon,  to  decide  about  its 
removal.  There  is  involved  merely  the  question  of  taking  away  a 
little  blemish  or  deformity.  When  it  grows  large,  as  it  may  ac- 
cording to  some  writers,  although  I have  never  seen  a big  one,  an 
operation  is  demanded. 

The  operation  is  simple  enough.  The  tumour  and  the  conjunctiva 
are  to  be  seized  with  the  tenaculum  forceps,  drawn  forwards,  and 
cut  off  with  the  curved  scissors. 

Hair  has  been  met  with  on  the  caruncle,  and  on  the  conjunctiva. 


sub-conjunctiva!,  tumours. 

All  sub-conjunctival  growths  are  classed  by  some  surgeons  as 
orbital. 

Dacri/ojys,  is  a simple  or  barren  cystic  tumour,  associated  with  the 
lacrymal  gland.  It  consists  of  a little  bluish-white,  semi-transparent 
h<Ag,  just  under  the  reflection  of  the  conjunctiva.  It  may  be  dis- 
covered when  small  by  the  irritation  which  it  produces ; or  it  may 
not  be  noticed  until  large,  when  it  causes  projection  of  the  eyelid. 
It  does  not  seem  to  grow  larger  than  a pigeon’s  egg. 

The  origin , in  general,  is  no  doubt  dilatation,  with  more  or  less 
obstruction  of  a duct  of  the  lacrymal  gland.  The  proofs  consist  in 
increase  of  the  tumour  while  crying,  and  pressure  producing  the 
escape  of  some  of  its  contents  on  the  conjunctiva,  through  a gland 
duct.  This  is  after  the  manner  of  growth  of  cystic  tumour  of  the 
mammary  gland.  But  that  it  may  arise  also  from  enlargement  of 
the  acini  of  the  gland,  cannot  be  doubted,  because  of  analogous 
formations  in  other  glands  of  the  body. 

A gentleman,  set.  sixty,  was  sent  to  me  by  Mr.  William  Coulson, 
with  a dacryops  in  each  eye.  They  were  just  apparent  externally’ 
and  very  marked  when  the  eyelids  were  raised  with  the  finders! 

They  had  been  discovered  a few  years  before,  and  grew  but 
slowly. 

Treatment.  The  eyelids  should  be  well  retracted,  the  tumour 
transfixed  with  a tenaculum,  drawn  forwards,  and  cut  off.  The 
whole  should  be  removed  if  -possible.  To  operate  from  without  is 
to  run  the  risk  of  damaging  the  lacrymal  gland,  as  well  as  the 

I format  ion  of  a fistula. 

Small  cystic  semi-transparent  tumours,  which  are  described  as 

forming  between  the  conjunctiva  and  the  eyeball,  ore  doubtless 
cysticerci. 

Fattn  tumours,  which  lie  in  the  front  of  the  eye,  and  bulge  the 
I conjunctiva  more  or  less,  are  classed  among  the  orbital  tumours. 
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Solid  sub-eonjmctival  tumour.  It  has  fallen  to  the  lot  of  few  men 
to  meet  with  any  disease  ol  this  class,  Grraefe  observed  a tumour 
within  the  edge  of  the  orbit.  He  everted  the  upper  eyelid,  and 
there  sprang  forward  from  the  palpebral  sinus  a circumscribed 
tumour  of  an  oval  form,  as  large  as  half  a hazel  nut,  and  covered 
with  conjunctiva.  lie  drew  it  forward  and  excised  it.  Externally, 
it  was  composed  of  very  dense  cellular  tissue,  and  internally,  of  a 
nucleus  of  true  bone,  somewhat  resembling  in  shape  an  incisor 
tooth. 


TUMOURS  OF  THE  SCLEROTICA. 

Dermoid  tumour.  This ' is  a small,  yellowish- white  congenital 
growth.  It  generally  has  its  origin  close  to  the  cornea,  and  after- 
wards invades  it.  It  is  covered  by  the  conjunctiva,  the  epithelium 
of  which  is  very  thick.  Fig.  50  shows  two  of  them  in  the  same  eye, 

Fig.  50. 


an  unusual  occurrence.  In  this  instance,  the  cornea  was  not  reached 
till  puberty.  The  patient  was  thirty  when  I took  the  sketch.  Small 
hairs  may  grow  on  it. 

The  tissues  that  have  been  found  under  dissection  in  different 
specimens,  and  at  various  stages  of  growth,  are  cellular  and  elastic 
tissue,  fat,  blood-vessels,  nerve  fibre,  hair  follicles,  sebaceous  glands, 
and  sweat  glands. 

Its  tendency  is  to  increase,  but  yet  slowly.  In  a case  on  record 
there  was  one  on  each  eye  at  birth.  At  fifteen,  they  encroached  on 
the  cornea,  and  one  of  them  had  passed  beyond  the  margin  of  the 
pupil. 

I have  met  with  a variety.  A man,  cot.  thirty,  came  to  me  with 
a circular  one  in  each  eye.  The  entire  corneas  were  surrounded,  and 
both  pupils  were  partially  covered,  the  one  so  much  that  vision  was 
interfered  with.  There  was  a great  deal  of  vascularity  of  the  entire 
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conjunctivse.  The  tumours  had  gradually  increased  since  boyhood. 
I could  not  learn  how  they  commenced.  My  proposal  to  operate 
was  declined. 

Treatment.  The  sooner  the  tumour  is  removed  the  better.  The 

! operation  is  readily  effected  by  shaving  off  all  that  projects,  to  a level 
with  the  surface  of  the  eyeball.  No  bad  consequences  have  ever 
followed  any  of  my  operations  conducted  in  such  a manner.  A 
2 careless  operator  managed  on  one  occasion  to  cut  through  the 
sclerotica.  A large  amount  of  the  vitreous  humour  escaped,  and 
the  eye  was  lost. 

A semi-transparent  Jinn  oral  swelling  about  the  size  of  a pea,  on  the 


sclerotica , close  to  the  margin  of  the  cornea,  of  some  years’  duration, 
is  mentioned  by  Sir  W.  Lawrence.  Evacuation  of  the  contents  had 
been  tried,  but  without  effect.  Then  the  cyst  was  punctured,  and 
the  prominent  part  cut  away  with  curved  scissors.  The  excised  bit 
was  thin  but  tough,  the  sides  being  firm  enough  to  retain  the  figure 
of  the  tumour.  The  interior  of  that  which  was  left  was  smooth,  and 
a round  aperture  was  observed  in  the  middle,  apparently  passing 
through  the  sclerotica.  The  wound  quickly  healed. 

A cyst  on  the  sclerotica , as  large  as  an  almond,  producing  irritation 
when  the  eye  was  moved,  is  described  by  the  same  author.  An 
operation  was  performed  as  in  the  last  case.  The  patient  was  not 
seen  again. 

Scrofulous  tubercles , growing  from  the  sclerotica,  and  elevating  the 
conjunctiva,  have  been  described.  They  are  whitish  or  yellowish, 
appear  as  if  about  to  suppurate,  but  continue  firm,  increase  slowly 
to  perhaps  the  size  of  a hazel-nut,  and  burst,  but  do  not  suppurate. 
If  left  to  themselves  they  are  apt  to  induce  disorganization  and 
atrophy  of  the  eyeball.  If  extirpation  be  undertaken,  the  diseased 
mass  is  found  to  be  soft  and  easily  torn. 


TUMOURS  OF  THE  CORNEA. 

A small  dermoid  tumour , in  all  respects  like  that  which  I have 
described  as  growing  from  the  sclerotica,  and  sometimes  occupying 
as  well  a part  of  the  cornea,  may  be  entirely  seated  on  the  cornea. 
It  is  always  supplied  with  blood-vessels.  Hairs  may  grow  from  it. 

Warty  tumours  grow  on  the  cornea.  Two  tumours  of  this  class, 
covering  the  front  of  the  eyeball,  were  beautifully  delineated  by  the 
late  Mr.  Wardrop,  in  two  plates,  in  his  work  on  the  Eye.  One  is 
called  tumour  of  the  corneal  conjunctiva  ; and  here  the  growth 
covers  one-half  of  the  corneal  surface,  having,  as  the  author  describes 
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it,  no  regular  form,  and  a fine  granulated  texture.  The  other  con- 
sists of  a warty  excrescence,  occupying  two-thirds  of  the  cornea, 
with  an  uneven  surface  of  a'  peculiar  dark  brown  colour.  Other 
instances  are  recorded  by  authors,  in  one  of  which  the  tumour 
involved  the  whole  cornea,  and  had  attained  the  size  of  a lien’s  egg. 
In  the  Museum  ol  the  ltoyal  College  of  Surgeons,  is  the  anterior 
half  of  an  eye  from  Sir  A.  Cooper’s  collection,  with  a large  and 
broad  wart-like  growth  covering  the  superficies  of  the  cornea  and  a 
small  portion  of  the  sclerotica  around,  and  standing  out  in  relief  for 
about  half  an  inch. 

Fleshy , fatty , and  albuminous  tumours,  are  described.  Nothing  of 
their  real  nature  can  be  gathered  from  the  vague  accounts  given  of 
them.  Some  have  grown  to  a great  size.  Bouttatz’s  celebrated 
case,  mentioned  by  Abernethy  in  his  “ Surgical  Observations  on 
Tumours,”  was  seven  inches  long  and  three  and  a half  in  circum- 
ference, and  weighed  two  pounds  and  a half. 

Growths  which  were  originally  corneal  may  spread  to  the  sclero- 
tica, and  become  identified  with  it. 

Treatment.  A strong  reason  for  the  early  removal  of  all  tumours, 
is  to  be  found  in  the  slighter  attachment  of  a recent  growth.  At 
first,  in  the  true  surface  tumours,  the  epithelium,  and  the  anterior 
elastic  lamina  of  the  cornea,  are  alone  involved.  In  time,  the  proper 
corneal  tissue  is  reached.  The  testimony  of  British  and  Continental 
surgeons  establish  the  fact  that  it  is  possible  for  the  cornea  to  regain 
its  transparency  after  the  removal  of  a growth.  But  it  may  be  relied 
on  that  this  can  occur  only  where  the  tumour  is  small,  and  the  cor- 
neal laminae  have  not  been  interfered  with. 

To  remove  by  dissection,  with  knife  or  scissors,  the  whole  of  the 
tumour,  is  the  rule.  Where  the  connection  with  the  cornea  is  such 
as  to  render  this  impracticable  without  cutting  through  it,  and  there 
yet  remains  unspoiled  a portion  that  can  transmit  light  to  the  retina, 
a paid  of  the  growth  must  be  excised,  all  that  is  superficial.  If  this 
should  not  suffice  to  arrest  the  disease,  an  escharotic  must  be  resorted 
to.  When  vision  is  lost  in  consequence  of  the  pupil  being  covered, 
complete  extirpation  must  be  made,  that  is,  the  cornea  must  be  cut 
off,  the  operation  for  abscission  being  adopted.  When  the  tumour 
has  reached  to  the  sclerotica  as  well,  in  which  case  the  growth  will 
possess  much  activity,  extirpation  of  the  eyeball,  within  the  ocular 
tunic,  is  the  proper  course. 

A few  words  of  caution  about  the  use  of  escharotics  may  be  accept- 
able. Caustic  potash,  and  the  mineral  acids,  are  unsafe  agents  about 
the  eyeball,  for  unless  great  care  be  exercised,  they  are  apt  to  run 
beyond  the  spot  to  which  they  should  be  restricted.  I have  seen 
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the  potash  applied  to  a little  tumour  of  the  sclerotica  near  the 
margin  of  the  cornea,  and  although  as  a precaution,  the  cornea  was 
oiled,  yet  the  caustic  spread  to  it,  and  produced  opacity.  Again, 

I strong  escharotics  may  produce  a deeper  slough  than  is  required  ; 
and  however  unimportant  going  a little  beyond  bounds  might  be  in 
other  parts  of  the  body,  here  precision  must  be  secured.  The  potassa 

j cum  calce,  is  more  manageable  and  safer,  and  should  be  used  in 
preference.  But  the  milder  caustics,  such  as  nitrate  of  silver,  sul- 
phate of  copper,  and  dilute  acids,  should  be  tried  first,  and  always, 
when  practicable,  with  the  precaution  of  covering  the  transparent 
part  of  the  cornea  with  such  substances,  in  themselves  harmless,  as 
have  the  power  of  protecting  it,  or  of  neutralizing  the  agent,  should 
it  pass  beyond  bounds.  During  this  process  the  eyelids  should  be 
held  open,  and  before  they  are  set  free,  any  superfluous  portion  of 
the  escharotic  must  be  wiped  off.  It  is  well  to  grease  the  surfaces 
that  have  been  cauterized,  lest  they  affect  the  parts  with  which  they 
naturally  come  into  contact. 

Warty  growths  on  each  cornea  existed  in  a chimney-sweeper,  aged 
thirty.  In  the  right  eye  the  pupil  was  entirely  obscured,  and 
the  greater  part  of  the  cornea  was  covered.  I left  this  eye  alone. 
In  the  left,  the  lower  portion  of  the  cornea  only  was  involved,  and 
but  half  of  the  pupil  eclipsed.  I scraped  off  the  excrescences  com- 
pletely. There  was  a little  bleeding.  As  they  were  reproduced, 

I I repeated  the  process  three  times  in  two  years.  The  effect  in  com- 
pletely stopping  the  spreading  of  the  warts  was  beyond  doubt. 
Scrotal  cancer  now  appeared,  and  the  poor  sufferer  soon  died  from 
haemorrhage  consequent  on  cancerous  ulceration  in  the  groin. 

!■  Another  instance  of  warty  opacity  of  the  cornea  relieved  by  opera- 
tion, is  published  by  Mr.  Bowman.  The  growth  is  spoken  of  as  an 
old  standing  prominent  opacity  of  the  right  cornea,  with  a rough 
J surface  like  that  of  a soft  corn,  and  having  the  iris  adherent  to  It. 

1 It  fretted  the  eyelids,  and  kept  up  inflammation,  was  of  four  years’ 

I standing,  and  had  followed  a severe  ophthalmia.  Astringents  were 
J of  110  avail-  It  was  sliced  off  to  the  level  of  the  cornea.  The 
I excised  bit  contained  a great  abundance  of  papilke,  covered  with 
3 thick  epithelium.  The  report  concludes  with  saying  that  the  part 
| is  much  flatter  and  the  sight  has  improved.  1 * 
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The  circumference  of  the  orhit  is  a frequent  site  of  tumours 
There  is  seldom  here  any  difficulty  in  diagnosis. 

Tnw  ajstk  scbaceom  tumour.  This,  is  a proliferous  cyst,  and  called 
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cutaneous  proliferous,  because  there  grows  on  its  internal  surface  a 
structure  with  the  productive  properties  of  the  skin,  by  which  certain 
cutaneous  secretions  are  produced,  such  as  epithelium  and  sebaceous 
matter.  It  is  not  necessarily  connected  with  the  skin.  Indeed, 
it  is  subcutaneous,  it  is  rarely  seen  in  man,  except  in  this  situa- 
tion. It  is  generally  seated  at  the  upper  margin  of  the  orbit,  and 
constitutes  the  common  tumour  of  this  region.  It  is  soft,  and  not 
attached  to  the  integument.  The  cyst  is  usually  thin,  and  often 
contains  hair,  either  loose,  imperfectly  formed,  and  mixed  with  the 
fatty  contents,  or  growing  from  the  cyst-wall,  with  bulbs  of  nearly 
natural  size.  Lebert  has  detected  in  it  the  minute  structures  of 
skin.  But  it  may  be  dense  and  even  semi-cartilaginous  ; hence  it  is 
then  that  the  tumour,  from  its  hardness,  might  be  mistaken  for  a 
fibrous  one.  But  the  contents  vary  very  much.  They  may  be 


Fig.  51. 


chiefly  epithelium  scales  with  cholesterine,  &c.  The  accompanying 
sketch  conveys  a good  idea  of  the  form  and  usual  position  of  the 
tumour.  The  locality,  however,  may  vary ; some  of  these  tumours 
are  at  the  internal  angle,  some  just  within  the  orbital  ridge,  some 
quite  under  it.  All  are  congenital,  and  beneath  the  orbicular  muscle, 
and  are  partially  adherent  to  the  periosteum. 

On  one  occasion,  when  removing  what  seemed  to  be  the  ordinary 
sebaceous  tumour,  I discovered  that  the  cyst  contained,  to  all  appear- 
ance, pure  oil. 

Treatment.  Extirpation.  If  an  attempt  be  made  to  remove  the 
t entire,  the  edge  of  the  knife  must  be  kept  rather  away  from  the 
surface  after  the  superficial  dissection  has  been  completed,  which  is 
contrary  to  the  general  rule  for  the  extirpation  of  solid  tumours,  or 
in’  all  probability  the  cyst  will  be  cut  into.  This  is  very  likely  to 
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happen  even  in  the  first  incision  except  to  a practised  hand,  if  the 
integuments  he  not  pinched  up  and  divided  from  within  outwards. 

I never  undertake  to  dissect  out  such  a tumour  unbroken,  for  it  is 
most  difficult  to  effect,  unless  a very  large  preliminary  incision  be 
made ; even  then  the  tumour  is  frequently  cut  into  at  the  base.  In- 
stead, therefore,  I tighten  the  integuments,  transfix  the  tumour  to  the 
bottom,  cut  outwards,  then  squeeze  out  the  contents,  and  afterwards 
dissect  away  the  cyst  with  the  tenaculum  forceps  and  scalpel.  The 
integuments  should  be  brought  together  by  sutures.  It  is  distress- 
ing to  see  the  wound  stuffed  with  lint  or  charpie,  a practice  of  some 
surgeons.  The  operation  performed  in  the  way  described  is  more 
certainly  and  expeditiously  executed.  More  than  this,  primary  union 
is  almost  certain,  and  should  it  not  occur,  the  smallest  possible  scar 
only  is  left.  I have  seen  very  tedious  suppuration  after  prolonged 
dissections  in  the  ordinary  way. 

If  a portion  of  the  cyst  be  left,  and  is  not  destroyed  by  suppuration 
or  ulceration,  it  will  not  heal  over,  and  a fistula  ensues;  or  there  will 
be  a reproduction  of  the  tumour,  this  last  depending  on  the  amount 
of  the  cyst  that  remains. 

I operated  on  the  largest  specimen  of  this  disease  that  I have  seen. 
It  was  situated  partly  over  the  eye,  and  partly  on  the  temple,  and  of 
eighteen  years’  growth.  A few  years  before,  there  had  been  an 
ineffectual  attempt  at  its  removal,  the  reproduction  soon  following 
the  operation.  I proceeded  as  I have  advised,  cutting  through  it 
from  within  outwards.  The  incision  passed  through  the  old  cicatrix. 
Without  any  difficulty  I then  removed  the  cyst,  which  was  as  usual 
in  contact  with  the  periosteum.  The  temporal  artery  passed  over 
the  tumour  and  was  of  course  divided.  Some  ligatures  were 
applied. 

The  bone  is  often  indented.  I removed  a cyst  from  a boy,  eet. 
nine,  brought  to  me  by  Dr.  Randall.  After  the  contents,  which 
were  so  thin  as  almost  to  escape  observation,  had  been  removed 
the  cyst  came  away  with  the  gentlest  application  of  the  forceps' 
The  bone  was  indented  so  deeply  that  it  readily  received  the  tip  of 
the  little  finger,  and  it  was  quite  bare,  so  that  the  cyst  had  been  in 
t contact  with  it  and  acted  as  periosteum. 

I have  not  met  with  a single  bad  result  from  the  extirpation  of  a 
I cystic  tumour  external  to  the  orbit,  although  I have  removed  over 
sixty.  In  one  instance  erysipelas  ensued,  but  the  patient  soon  o-0t 

\ welL  1 find  that  Mr-  TI1're11  mentions  two  cases,  and  alludes  to 
j others,  where  exfoliation  of  bone  followed. 

Fatty  hmour.  This  is  uncommon  here.  I will  give  one  example. 

Anne  ]!.,  aged  twenty-five,  applied  at  St.  Mary’s  Hospital  on 
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account  of  a tumour  about  the  size  of  a walnut,  which  overlay  the 
upper  border  of  the  right  orbit,  elevating  the  eyebrow,  and  depressing 
the  eyelid.  It  extended  a little  into  the  orbit,  and  very  slightly  pro- 
truded the  eyeball.  It  had  firm  attachments  ; felt  dense  and  solid. 
The  skin  covering  it  could  be  pinched  up,  excepting  in  some  parts, 
where,  in  the  lines  of  cicatrices  of  former  treatment,  it  was  adherent. 
There  were  several  large  tortuous  veins  over  it.  The  disease  had 
existed  from  birth,  but  had  increased  very  slowly.  Till  she  was  about 
the  age  of  fourteen  it  was  in  the  forehead,  and  then  seemed  to  drop. 
This  is  not  altogether  an  imaginary  thing,  for  there  can  be  no  doubt 
that  fatty  tumours  may  shift  their  positions.  It  was  quite  painless, 
and  annoyed  her  only  by  the  deformity.  Pressure  seemed  a little  to 
reduce  its  volume.  When  the  jugulars  were  compressed,  it  appeared 
to  swell.  She  said  that,  when  she  was  excited,  it  generally  filled 
out  more  than  usual.  She  had  been  under  the  care  of  a surgeon  a 
few  months  ago,  who  told  her  it  was  a mevus,  and  treated  it  with 
setons.  I made  a free  incision  over  the  long  axis,  and  soon  found 
that  the  doubtful  tumour  consisted  of  an  encapsuled  mass  of  very 
dense  fat.  That  part  which  lay  over  the  frontal  bone  had  con- 
tracted very  firm  adhesions,  and  required  to  be  dissected  away  ; but 
the  lobule  which  extended  into  the  orbit  was  not  adherent,  and 
came  out  by  mere  traction.  Very  active  haemorrhage  took  place, 
and  several  vessels  required  ligature.  Recovery  was  rapid.  I saw 
my  patient  three  years  afterwards ; she  was  well,  and  happy  in 
having  been  operated  on. 

The  obscurity  in  the  diagnosis  arose  from  the  cellular  tissue  in 
the  tumour  prevailing  over  the  fatty. 

Tuberculous  matter  deposited  around  the  circumference  of  the  orbit , 
and  constituting- a tumour.  A pale  and  most  miserable-looking  child,  > 
eight  months  old,  was  brought  to  the  Central  London  Ophthalmic 
Hospital,  with  a hard  swelling  of  the  eyelids,  something  resembling 
that  attendant  upon  infantile  purulent  ophthalmia,  but  having  a 
wider  circumference.  The  scalp,  the  trunk,  and  the  limbs  displayed 
several  swellings  of  similar  physical  characters.  The  lobes  of  the 
ears  were  enlarged,  and  very  hard.  The  testicles  were  four  or  five 
times  their  natural  size,  and  of  stony  hardness  ; and  the  foreskin 
was  about  as  large  as  a pigeon’s  egg.  A few  weeks  later  the  orbital 
tumours  increased  and  became  livid,  at  which  period  the  following 
sketch  was  taken. 

There  was  an  increase  of  all  the  deposits.  The  eyes  were  closed 
so  tightly  by  the  distended  palpebroe,  that  a sight  of  the  eyeballs 
could  not  be  obtained.  The  head  and  face  being  swollen  to  more 
than  twice  their  natural  size,  there  was  the  most  hideous  deformity. 
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I The  entire  frame  was  distressingly  misshapen.  The  child  died  seven 
! weeks  after  1 saw  him.  The  swellings  were  all  formed  by  mfiltra- 
| tions  of  tuberculous  matter.  The  heart  was  exhibited  by  myself  at 
I the  Pathological  Society  of  London,  as  a rare  specimen  of  tuberculous 
( deposit  in  that  organ.  Except  the  lungs,  which  were  healthy,  every 


i other  internal  organ  gave  manifestation  of  this  remarkable  example 
I of  malnutrition.  The  child  was  perfectly  healthy  until  five  months 
J old,  when  the  eyes  began  to  be  affected,  and  then  the  disease  ap- 
( peared  in  other  parts  of  the  body. 

Symmetrical  tumours  of  doubtful  character.  I was  requested  by  Mr 
S Francis  A.  Pulley,  of  Reading,  to  meet  him  in  consultation  on  a 
patient  who  seemed  in  danger  of  having  his  eyes  closed  by  a series 
s of  small  tumours  around  the  edge  of  each  orbit,  to  consider  the  pro- 
i priety  of  a surgical  operation  for  his  relief.  The  palpebrse  of  each 
I eye,  but  particularly  of  the  left,  were  so  pushed  together,  and  the 
! eyeball  so  covered,  that  vision  was  interfered  with.  The  tumours 
1 were  irrcnmln/r  in  form,  verv  movcnblp  n+‘  n c.4-^ i _i . 


Fig.  52. 


was  very  striking.  The  orbital  affection,  however,  was  hut  a local 
manifestation  of  a disease  existing  in  many  parts  of  the  body, 
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including  the  absorbent  glands.  I did  not  operate.  The  man  died 
soon  after.  A full  history  of  the  case,  as  supplied  by  Mr.  13 alley, 
is  in  the  last  edition  of  this  work. 

Special  directions  about  the  removal  of  solid  tumours  about  the 
orbit  are  not  necessary.  I will  only  say  that  when  the  tumour  is 
small  and  cannot  be  readily  got  at,  I often  bring  it  nearer  to  the 
surface,  and  secure  it  by  pushing  a strong  steel  pin  under  it.  The 
process  is.  simple.  I introduce  the  pin  vertically,  carry  it  under  the 
tumour,  turn  it  up  sharply,  and  bring  the  point  to  the  surface.  But 
the  plan  may  be  applicable  to  any  free  tumour. 

INTRA-ORBITAL  TUMOURS. 

Remarks  respecting  the  position  of  these  tumours , their  diagnosis , and 
their  physical  effects. 

A tumour  may  lie  in  one  of  many  positions  around  the  eyeball.  It 
may  be  within  the  ocular  tunic,  at  the  apex,  or  any  part  within  the 
circumference  of  the  orbit.  It  may  be  merely  attached  to  the  areolar 
tissue,  or  adherent  to  the  periosteum,  or  to  any  of  the  orbital  tex- 
tures, or  to  most  of  them.  It  may  lie  partly  within  the  orbit,  and 
partly  without,  passing  out  through  the  one  or  the  other  of  the 
orbital  foramina.  One  has  been  found  within  the  very  substance  of 
the  inferior  rectus  muscle,  the  muscular  fibres  expanding  over  the  cyst. 

Tumours  are  far  more  frequently  seated  between  the  muscles  and 
the  walls  of  the  orbit,  than  between  the  eyeball  and  the  muscles,  or 
the  optic  nerve  and  the  muscles. 

According  to  M.  Berancl,  when  the  tumour  lies  between  the  levator 
palpebrae  muscle  and  the  eyeball,  it  will,  as  it  grows,  thrust  the 
muscle  upwards,  and  leave  the  eyeball  almost  uncovered ; and  if  the 
finger  be  placed  on  it,  and  the  patient  told  to  raise  the  eyelid,  the 
effort  which  is  made  by  the  muscle  to  contract  is  felt.  When,  on 
the  contrary,  it  lies  between  the  muscle  and  the  orbit,  the  eyelid  can 
still  be  naturally  lowered,  and  when  it  is  raised,  the  finger  feels  no 
muscular  contraction. 

The  mere  projection  of  the  palpebrie  will  not  always  suggest  the 
exact  locality  of  a tumour.  An  eyelid  may  be  thrown  forward  in 
such  a manner  as  to  cause  the  supposition  that  the  morbid  growth 
is  nearer  to  the  orbit  than  to  the  globe  of  the  eye,  and  very  little 
covered  by  soft  parts,  while  it  is  in  actual  contact  with  the  eyeball, 
and  deeply  situated. 

It  may  be  remarked  incidentally,  that  orbital  tumours  are  to  be 
distinguished  from  inflammatory  swellings  and  exudations,  by  the 
absence  of  any  acute  symptoms,  and  by  duration. 
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A knowledge  of  the  nature  of  a tumour , whether  it  he  cystic  or  solid , 
\ malignant  or  benign , is  the  key  to  prognosis  and  to  treatment.  On  it 
rests  tlie  question  of  operating  or  not. 

The  differential  points  of  diagnosis  are  to  be  learned  chiefly  by 
ji  touch.  Only  the  surgically  educated  finger  can  avail  much. 

A tumour  may  be  marked  by  oedema  of  the  conjunctiva  and  of 

* the  eyelids,  yet  if  a bit  of  it  can  be  fairly  touched,  its  form,  size,  and 
a character,  can  generally  be  told. 

A cystic  tumour  mostly  gives  the  sense  of  fluctuation,  and  seems 
] capable  of  being  temporarily  pushed  back.  The  thicker  the  cyst, 
\ the  less  is  fluctuation  apparent,  and  the  harder  will  the  mass  seem, 
i The  cystic  are  the  most  common,  and  the  largest,  and  grow  the 
fastest. 

A solid  tumour  has  a feeling  of  elasticity,  except  the  bony,  which 
f may  always  be  recognised  by  its  hardness. 

Between  hard  and  soft  cancer,  and  tumours  not  of  this  nature, 
there  is  not  in  reality  any  absolute  line  of  demarcation.  All  tumours 
. are  constitutional,  and  most  are  liable  to  return  after  removal ; but 
for  our  object  sufficient  distinction  exists. 

Innocent  tumours  do  not  adhere  to  the  skin  ; they  progress 

- slowly  ; have  an  uncertain  period  of  increase,  and  may  remain 
< stationary  for  an  indefinite  time  ; are  definite  in  outline  and  rnove- 
i able,  or  at  least  are  not  firmly  fixed  as  though  incorporated  with 

the  bone  ; are  unattended  with  surface  vascularity  ; are  painless. 
Malignant  tumours  possess  opposite  characters : pain  is  a great 
I characteristic,  and  they  may  be  painful  from  the  first.  Pain  and 

* fixedness,  and  rapid  growth,  should  be  regarded  with  the  greatest 

- suspicion  as  evidence  of  the  presence  of  the  horrible  and  destructive 
' disease.  It  may  be  added,  that  in  a late  stage  they  may  feel 
; dense  part,  and  soft  in  another.  Nothing  can  be  gathered  diag- 

* nostic  of  malignancy,  from  the  state  of  the  patient’s  health  in  the 

- early  stage  of  the  disease,  although  later,  the  malignant  cachexia 
,j  may  be  well  marked.  For  more  directions  on  these  points,  the  reader 

is  referred  to  the  chapter  on  “ Malignant  Affections.” 

The  so-called  semi-malignant,  or  intermediate  class  of  tumours, 

' spoken  of  often  as  cancroid,  those  which  in  them  structures  are  iden- 
' tical  with  normal  tissues,  or  very  closely  resemble  them,  but  recur 
’ after  extirpation,  and  involve  contiguous  parts  and  the  system  in 
| general,  such  as  the  malignant  fibrous,  the  fibro-plastic  or  the  recur- 
' rent  fibroid,  have  not,  while  growing  as  primitive  tumours  any 
i.  marks  by  which  they  can  be  distinguished  from  solid  innocent 
> tumours.  The  enchondroma  or  cartilaginous  tumour  belongs  to 
■ thls  cla88‘  But  1 am  nnaware  of  any  example  having  been  met 
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with  about  the  orbit,  unless  we  receive  in  confirmation  of  such,  a 
statement  of  the  late  Mr.  Travers,  that  he  removed  a tumour  of  the 
hardness  of  cartilage  and  of  great  extent  from  the  outer  side  of  the 
orbit,  by  scraping  it  away  from  the  bone.  The  patient  was  lost 
sight  of. 

The  effects  of  intra-orbital  tumours  are  serious.  The  following  ac- 
count includes  the  worst  of  them. 

Ocular  protrusion.  All  tumours  have  a tendency  to  come  forwards, 
that  is  to  the  surface,  and  in  their  transit  to  protrude  the  eyeball, 
generally  to  turn  it  aside  as  well,  and  to  bulge  the  eyelids.  Ever- 
sion of  the  tarsal  borders  occasionally  happens.  The  eyeball  may  be 
pushed  quite  out  of  the  orbit.  In  proportion  to  the  protrusion  are 
the  ocular  movements  generally  restricted.  When  the  tumour  is 
above,  ptosis  is  often  produced. 

The  effect  on  the  eyeball  may  be  complete  destruction  by  bursting ; 
or  when  the  protrusion  is  very  great,  a collapse  from  ulceration  of 
the  cornea  and  suppuration.  I think  that  the  latter  is  not  due 
altogether  to  the  mere  protrusion,  but  also  to  local  conditions  that 
injuriously  influence  the  nutrition.  Atrophy  may  supervene  without 
bursting,  or  suppuration. 

The  return  of  blood  from  the  interior  of  the  eye  by  the  retinal 
veins  may  be  retarded,  and  secondary  mischief  to  the  eye  thereby 
occasioned. 

Alteration  in  the  orbital  circulation.  Any  arrest  to  the  return  of 
blood  from  the  orbit,  through  compression  of  the  ophthalmic  vein, 
causes  tumefaction  of  the  eyelids,  and  preternatural  vascularity  of 
the  conjunctiva,  with  oedema  of  the  orbital  structures. 

Disturbance  of  sight.  Double  vision  may  be  the  first  recognised 
effect  of  an  orbital  tumour.  This  is  due  to  the  parallelism  of  the 
eyes  being  lost.  The  least  deflection  may  cause  it,  yet  it  might  be 
absent  when  the  divergence  is  very  marked ; and  why  there  should 
be  that  uncertainty  I know  not. 

There  is  very  often  deterioration  of  vision  from  pressure  on  the 
eyeball,  or  pressure  on  the  optic  nerve,  or  elongation  of  it.  There 
may  also  be  changes  in  the  focal  range,  and  the  eye  seem  to  become 
myopic  or  presbyopic ; but  this  is  not  the  true  nature  ot  the  change, 

as  concave  or  convex  glasses  give  no  help. 

The  solid  orbital  walls  may  safer  in  several  ways , from  the  pressure 
of  agrowing  tumour.  Periostitis  may  be  set  up,  inducing  abscess, 
and  ultimately  caries. 

Expansion  of  the  greater  part,  or  the  whole,  of  the  orbital  cavity 
may  ensue,  and  to  such  a degree  as  to  alter  the  form  of  the  forehead, 

the  nose,  and  the  upper  jaw. 
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One  or  more  of  the  orbital  walls  may  be  absorbed. 

The  brain  mat/  be  damaged  from  alterations  in  the  upper  orbital 
wall  : death  even  may  ensue. 

Injury  to  the  orbital  tissues.  The  lacrymal  gland  may  become 
atrophied  from  pressure. 

The  motor  nerves  may  be  injured,  and  the  ocular  muscles  may  be 
thereby  paralyzed. 

The  fifth  nerve  may  suffer  from  pressure. 

Pain  is  not  generally  present,  but  it  might  be,  and  with  extreme 
severity.  It  is  nearly  always  of  a neuralgic  character,  and  is  most 
felt  in  the  eyebrow  and  the  head,  in  the  direction  of  the  supra-orbital 
nerve. 

Watering  of  the  eye.  Epiphora  exists  when  the  lower  punctum  is 
thrown  out  of  place,  from  eversion  of  that  portion  of  the  eyelid  on 
which  it  lies. 

Progress.  There  is  no  regularity  in  the  order  of  the  appearance 
fii  the  several  effects  or  symptoms,  nor  in  their  development.  Thus 
it  is  that  the  eye  may  be  blinded  before  it  is  displaced,  or  sight  may 
be  perfect  when  the  protrusion  is  very  considerable,  and  pain  which 
was  excessive  at  first,  may  decline  with  the  increase  of  the  tumour. 
These  seeming  irregularities  (pathology  is  never  wrong)  depend  on 
the  nature  of  the  tumour,  and  its  form  and  attachment.  Some 
I growths  exist  for  years  without  any  subjective  local  symptoms,  which 
may  ultimately  come  on  most  markedly. 

In  the  chapter  on  “ Protrusion  of  the  Eyeball,”  there  are  men- 
tioned some  other  points  in  connection  with  the  symptoms  of  orbital 
tumours,  which  are  better  placed  there,  as  they  relate  to  obscure 
tumours,  of  which  the  position  is  doubtful. 

General  surgical  observations.  Tumours  in  the  orbit  capable  of 
being  eradicated,  should  be  treated  early,  because  it  might  be  easy 
to  remove  one  while  it  is  small,  but  difficult  or  even  impossible  when 
it  has  grown  large ; to  say  nothing  of  the  injurious  influence  from 
augmentation  to  the  motor  apparatus  of  the  eye,  as  well  as  to  the 
eyeball  itself,  and  to  the  parts  around.  Spontaneous  cure  is  never 
to  be  expected. 

The  sacrifice  of  the  eyeball  must  not  be  regarded  should  its  re- 
moval be  requisite  to  ensure  extirpation  of  a tumour,  undertaken 
chiefly  on  account  of'  cerebral  symptoms  arising  from  pressure  on 
the  brain. 

It  would  be  bad  simgery  to  remove  a comparatively  insignificant 
) tumour,  one  that  may  protrude  the  eyeball  a little,  but  does  not 
I threaten  any  damage  to  the  parts  around,  where  injury  to  sight,  or 
V loss  of  sight,  might  be  the  consequence. 
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Much  valuable  time  is  frequently  lost  in  attempts  to  disperse 
tumours  by  local  applications  and  medicines ; indeed,  great  faith  in 
drugs  is  necessary  to  suppose  that  they  can  remove  cystic,  fatty,  and 
osseous  growths. 

In  the  operations  for  extirpation , the  size , figure , and  position  of  the 
tumour  to  be  removed , must  determine  the  direction,  the  form,  the 
number,  and  the  extent  of  the  incisions.  Although  no  special 
rule  can  be  laid  down  on  this  head,  yet  it  may  be  stated  gene- 
rally that  the  preliminary  cuts  through  the  sldn  should  be  suffi- 
ciently extensive  to  facilitate  the  intended  dissection  ; that  the  most 
direct  route  is  generally  the  best ; that  the  most  prominent  part  of 
a tumour  should  be  that  first  reached,  over  which  therefore  the 
centre  of  the  dissection  should  fall ; that  when  much  room  for 
operating  is  needed,  and  some  part  of  the  eyelid  must  be  cut 
through,  it  is  better  to  make  the  division  at  the  external  com- 
missure, than  vertically,  through  the  tarsal  cartilage,  while  the 
latter  method  is  preferable  to  division  at  the  internal  commissure. 
Further,  the  eyelids  should  be  left  intact  whenever  a tumour  can 
be  “removed  by  dissecting  within  them.  It  may  also  be  observed 
that  all  external  cuts  should  be  made  with  reference  to  the  least 
after-disfiguration ; and  this  may  be  effected  for  the  most  part  by 
horizontal  incisions,  a little  curved,  to  correspond  with  the  wrinkles 
about  the  eye.  Such  cuts  have  the  advantage  of  being  in  the  direc- 
tion of  the  fibres  of  the  orbicularis  muscle,  and  not  across  them. 

Healthy  integument  scarcely  ever  requires  to  be  removed.  A bit  that 
adheres  to  the  tumour  should  be  excised.  The  loss  of  a piece  of 
healthy  skin  is  always  a disadvantage,  except  in  pendulous  tumours. 

A disagreeable  sense  of  numbness  and  coldness,  and  partial  insen- 
sibility to  touch,  affect  the  integument  of  the  forehead  and  the  side 
of  the  head,  after  the  division  of  the  supra-orbital  and  the  supra- 
trochlear nerves.  Such  division  should  therefore  be  av  oided  if  pos- 
sible. A gentleman  in  whom  this  state  existed  could  not  at  first 
feel  a comb  or  a brush  when  used  to  the  head.  He  nearly  recoveied 

the  natural  sensations  at  the  end  of  a year. 

The  position  of  the  levator  palpebrce  must  be  remembered,  for  an 
operation  should  not  be  commenced  beneath  it,  for  the  removal  of 
a tumour  which  lies  above;  nor  the  contrary,  for  ptosis  will  follow 
the  division  of  the  muscle.  It  is  also  advisable  that  the  scalp 
should  not  be  cut,  on  account  of  its  great  liability  to  erysipelas ; 
but  the  superior  palpebra  may  be  so  attenuated  that  an  incision 
mi  "lit  risk  its  vitality ; in  which  case  it  would  cert  ainly  be  much 
better  that  there  be  a division  of  the  cranial  integuments. 

An  extensive  dissection  about  the  upper  eyelid,  followed  by  sup- 
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puration,  is  apt  to  cause  ptosis,  which  may  remain  or  not,  the  cause 
being  apparently  infiltration  and  condensation  of  the  skin  and 
subjacent  tissue,  and  perhaps,  too,  of  the  levator  muscle,  rather 
than  loss  of  nerve-force.  There  seem  to  be  two  ways  of  avoiding 
this : to  be  scrupulously  careful  not  to  involve  the  eyelid  in  any 
operation,  more  than  is  absolutely  necessary  ; and  to  use  all  means 
to  secure  primary  adhesion.  When  the  wound  is  large,  and  there  is 
a tendency  to  oozing  of  blood,  the  surfaces  should  not  be  brought 
together  until  all  bleeding  has  ceased,  to  insure  which  it  may  be 
better  in  some  cases  to  wait  some  hours  till  they  are  glazed.  No 
more  sutures  should  be  used  than  are  actually  required.  Erysipe- 
latous attacks  should  meet  with  prompt  treatment.  Surely  all  this 
inculcates  the  necessity  for  removing  tumours  while  they  are  small. 

Whenever  it  is  possible  to  remove  a tumour  without  cutting  through 
the  palpebral  ligament,  and  so  opening  the  cavity  of  the  orbit,  it 
should  be  done,  because  if  the  true  orbital  tissues  be  troubled,  orbital 
i cellulitis  is  risked. 

The  scalpel  which  is  figured  at  page  4 is  from  its  size  and  shape 
particularly  adapted  for  operations  about  the  orbit ; and  small  as  the 
blade  is,  I have  found  it  safer,  when  dissecting  deeply,  to  blunt  the 
greater  part,  and  to  use  the  point  alone,  so  as  to  pick  and  scratch 
rather  than  to  cut. 

A syringe  may  be  very  useful,  for  a jet  of  water,  by  washing  away 
j the  blood  and  clots,  will  often  expose  parts  when  a sponge  cannot 
' well  reach  them. 

Small,  bent,  metal  spatulas  are  necessary  to  pull  aside  the  eyeball, 

.•  and  also  at  times  to  protect  it  from  injury,  as  well  as  to  guard  other 
parts. 

A pair  of  tenaculum  forceps,  with  points  of  the  size  and  shape  that 
1 are  figured  at  page  4,  together  with  curved  scissors,  complete  the 
5 instruments  necessary  for  the  removal  of  any  tumour  about  the  eye. 

Careful  adaptation  of  divided  parts , with  the  adoption  of  all  the 
i measures  that  are  calculated  to  promote  primary  union,  are  among 
j the  chief  essentials  after  operating. 

Cj/stic  orbital  tumours.  These  may  consist  of  the  simple  or 
barren,  and  the  proliferous  cysts,  just  as  we  have  seen  occur  about 
> the  eyelids. 

The  serous  cyst.  Its  origin  liere  is  not  from  a secreting  gland 
but  by  the  enlargement  and  consolidation  of  a natural  space  in 
I-  the  areolar,  or  other  tissue  which  secretes  fluid  ; or  by  the  inde- 
( Pen<leU  development  of  nucleate  cells  which  become  exaggerated 
f into  a cyst,  and  even  perhaps  by  other  changes  which  need  not 
r be  described.  It  is  the  commonest  of  all  orbital  tumours.  It  is 
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met  with  no  larger  than  a pea,  or  as  big  as  a turkey’s  egg.  Its 
contents  have  been  already  described. 

The  proliferous  cyst  has  been  spoken  of.  The  cutaneous  form, 
which  I have  described  as  occurring  at  the  circumference  of  the 
orbit,  is  frequently  intra-orbital,  and  is  the  most  common  variety 
of  that  class  met  with  here.  It  is  the  atheromatous  and  the  steato- 
matous  tumour  of  the  old  authors.  Even  a liquid  like  pure  oil  may 
be  secreted.  I have  met  with  an  example.  Another  on  record  is 
copied  into  the  Catalogue  of  the  Museum  of  the  Royal  College  of 
Surgeons,  from  a manuscript  volume  of  cases  in  Medicine  and 
Surgery  by  Sir  E.  Home,  originally  collected  by  John  Hunter. 
A young  gentleman  had  a small  tumour  in  the  upper  part  of  the 
orbit,  at  first  no  larger  than  a pea,  but  which  increased  and  extended 
towards  the  nose,  and  pressed  down  the  upper  eyelid,  keeping  the 
eve  half  shut.  It  was  unattended  with  pain.  Reading  by  candle- 
light induced  uneasiness  of  the  eye,  with  throbbing.  It  was  not 
firmly  attached  to  the  orbit,  and  evidently  contained  fluid.  By 
puncture  it  poured  forth  pure  oil  perfectly  clear  and  sweet,  that 
burned  with  a very  clear  light,  did  not  mix  with  water,  and  when 
exposed  to  cold  became  as  solid  as  human  fat. 

It  often  contains  large  and  complicated  cysts,  having  many  cells, 
holding  dissimilar  materials.  It  may  be  partly  cystic  and  partly 
solid.  Indeed,  in  the  orbit  there  occur  nearly  all  the  proliferations 
that  have  been  met  with  in  this  cyst  in  other  pails  of  the  body. 

Cystic  tumours  are  generally  below  the  eyeball , and  extend  somewhat 
behind.  Seldom  do  they  originate  on  the  temporal  or  nasal  side. 
They  accommodate  themselves  to  the  pails  among  which  they  groAv. 
At  first  they  adhere  slightly,  and  get  firmer  connexion  with  age. 

Treatment.  A cystic  tumour  should  be  explored  by  a probe  with 
care  and  delicacy,  and  in  an  efficient  manner,  through  an  opening 
made  with  a scalpel,  or  a trocar.  By  this  procedure,  the  class  to 
which  it  belongs  can  generally  be  ascertained,  and  certain  mistakes 
are  avoided.  There  is  no  external  physical  sign  by  which  a cyst 


can  be  distinguished  from  a chronic  abscess,  and  it  is  no  very  un- 
common thing  for  it  to  suppurate  in  consequence  of  a blow,  or  even 
without  any  injury. 

When  exploration  has  proved  the  existence  of  a cyst  the  rule  is  to 
remove  it.  A small  superficial  one  admits  of  ready  removal.  M ith- 
out  complete  extirpation  there  must  be  always  uncertainty  as  to  the 
result.  Under  some  conditions  it  may  be  better  to  leave  a cyst  after 
evacuating  its  contents.  These  conditions  are,  the  nature  and  size 
of  the  cyst  and  its  attachments.  This  half  measure  of  operating 
might  be  quite  effectual  in  causing  the  cyst  to  heal,  especially  if  it 
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lie  a serous  one,  or  to  suppurate  and  be  destroyed ; or  to  discharge 
pus  for  a few  weeks  and  then  to  be  exfoliated.  Of  the  three  processes 
I have  had  several  examples.  When,  then,  I meet  with  a simple 
i cyst  which  cannot  be  removed  in  consequence  of  its  extent,  I merely 
I open  it  freely  and  wait  for  the  result.  When  I find  a large  prolife- 
rous cyst  with  any  internal  growth,  say  a sero-cystic  sarcoma,  I 
dissect  it  away  at  any  cost,  because  short  of  this  no  treatment  can  be 
i depended  on.  When  I find  one  of  the  same  class  to  be  “ cutaneous  ” 
and  of  large  dimensions,  or  of  intricate  attachments,  I remove  all  of 
it  that  can  be  readily  reached  and  see  what  happens.  In  such  a case 
the  dissection  should  be  carried  as  far  as  possible  before  the  partial 
I amputation  is  made,  because  premature  collapse  might  spoil  the  pro- 
ceeding and  mar  the  operation.  I have  known  operations  partly 
done,  and  abandoned  in  despair,  when  a little  more  patience  and 
confidence  on  the  part  of  the  operator  would  have  enabled  him  to 
complete  them. 

Whether  in  any  instance  the  eyeball  should  be  taken  away  with  a 
morbid  growth , must  depend  on  the  nature  of  the  tumour , and  other  cir- 
l cu  instances  of  the  case.  With  all  the  advantages  of  superior  appliances, 
and  better  knowledge  of  the  anatomy  of  the  ocular  appendages,  the 
relations  of  a tumour  may  render  its  detachment  impossible,  Avithout 
some  of  the  contents  of  the  orbit  being  also  taken  away.  The  pro- 
bability of  so  dire  a contingency  should,  as  far  as  possible,  be  con- 
sidered before  operating.  But  this  applies  more  especially  to  solid 
tumours ; since  the  nature  of  the  case  must  be  peculiar  which  Avould 
necessitate  extirpation  of  the  eye  before  trying  the  effect  of  the 
partial  removal  of  the  cyst,  or  other  means  for  its  destruction. 

When  the  free  incising , or  partial  excision  systems  fail , and  the  cyst 
continues  to  discharge  for  weeks  or  months,  a cure  must  be  attempted  by 
injecting  an  astringent  fluid , or  by  placing  some  solid  material  in  the 
wound,  as  a piece  of  lint,  to  excite  destructive  or  adhesive  inflammation. 
I am  quite  familiar  Avith  this  practice.  I will  give  tAvo  of  my  cases. 

A man  applied  to  me  Avith  his  eyeball  thrust  fonvards  and  out- 
wards. I detected  a fluctuating  tumour,  opened  it,  and  evacuated 
serum.  After  a short  time  the  aperture  healed,  and  the  eye  partially 
returned  to  its  place.  In  a feAv  months  the  symptoms  returned  with 
greater  severity,  and  vision  Avas  nearly  lost.  The  cyst  Avas  iioav 
opened  by  Mr.  John  Gay.  Two  months  afterwards  I Avas  called 
to  see  the  patient  in  consultation  Avith  Mr.  Gay.  The  eyeball  had 
receded  but  little,  although  the  discharge,  Avliich  Avas  creamy,  had 
lessened.  I lie  aperture  Avas  just  above  the  upper  eyelid,  and  near 
to  the  inner  canthus.  A probe  could  be  passed  to  the  apex  of  the 
mbit,  and  when  bent  AVrith  an  elboAV  of  half  an  inch,  could  be  turned 
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completely  round,  which  showed  tire  extent  of  the  cavity.  I recom- 
mended an  injection  of  sulphate  of  zinc,  two  grains  to  the  ounce 
of  water,  to  he  used  twice  daily.  In  a week  the  discharge  ceased. 
A month  later  the  eye  was  very  much  less  protruded,  and  vision  was 
returning. 

I treated  successfully  also  in  private  a case  like  the  above.  The 
cyst  passed  to  the  apex  of  the  orbit,  and  opened  by  a fine  orifice, 
just  under  the  eyebrow.  There  had  been  spontaneous  evacuation 
of  the  contents  several  months  before,  and  the  thin  purulent  dis- 
charge had  existed  ever  since.  I enlarged  the  aperture,  and  directed 
a weak  zinc  injection  to  be  used  daily.  Healing  was  soon  effected. 

Many  drugs  may  be  used  for  injecting  with  equal  effect.  Sur- 
geons mostly  give  the  preference  to  this  or  to  that  agent,  according 
to  the  practice  that  they  have  seen.  French  surgeons  nearly  always 
employ  iodine. 

Should  the  process  of  injecting  the  cyst , or  of  stuffing  it,  fail,  it  might 
he  necessary  from  threatening  symptoms  to  resort  to  extirpation.  Such 
a measure  is  but  seldom  called  for  as  a last  resource.  The  difficulty 
of  dissecting  out  a collapsed  cyst  can  only  be  appreciated  by  one 
who  has  done  it. 

Sero-cystic  sarcoma  within  the  orbit.  My  patient  was  a female 
aged  forty-two.  The  figure  shows  correctly  the  form  and  pro- 
portion of  . the  parts  between  the  eyeball  and  the  orbit.  The 


Fig.  53. 


ocular  movements  were  not  interfered  with  till  pressure  thrust  the 
eyeball  downwards  and  outwards,  when  they  were  nearly  altogether 
arrested.  The  tumour  was  hard  and  immovable,  projected  far  be- 
yond the  eyebrow,  which  was  raised,  while  its  orbital  limit  passed 
out  of  the  reach  of  the  finger.  There  had  been  an  unsuccessful 
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attempt  at  its  removal  ten  years  before,  by  a surgeon  who  was 
unaccustomed  to  operate,  and  the  patient  now  sought  relief  only 
because  the  sight  was  nearly  extinct,  from  pressure  on  the  globe 
of  the  eye. 

As  there  was  no  doubt  about  the  nature  ot  the  case,  extirpation 
was  undertaken.  I divided  the  skin  crucially,  and  removed  the  mass 
entire.  The  orbital  portion  was  flattened,  reached  to  the  centre  of 
the  orbit,  and  adhered  to  the  periosteum.  The  bleeding  was  very 
free,  and  difficult  to  suppress. 

Recovery  was  slow,  the  woimd  being  six  weeks  in  healing  ; but 
before  that  time  the  position  of  the  eye  was  quite  restored,  and  the 
impairment  of  the  vision  consequent  on  pressure  was  nearly  removed. 
Three  years  after,  I had  the  gratification  of  learning  that  the  result, 
up  to  that  period,  was  satisfactory. 

Hydatids.  The  acephalocyst,  and  echinococci,  have  been  fully 
described  in  the  chapter  on  “ Entozoa,”  but  must  be  alluded  to  here. 
They  are  the  sero-hydatid  tumours  of  most  authors.  I have  said 
that  the  presence  of  an  hydatid  has  never  been  diagnosed  in  an 
early  period  of  its  existence ; I must  now  add  that,  according  to 
what  I have  seen  and  read,  whenever  the  presence  of  one  has  been 
suspected,  it  has  turned  out  that  some  other  tumour  was  present. 
Still,  whenever  an  operator  opens  a serous  cyst,  he  must  bear  in  mind 
[ that  he  may  have  before  him  an  hydatid,  and  therefore  it  is  wise 
to  examine  for  such,  not  only  at  once,  but  on  other  occasions  when 
he  is  dressing  the  wound  or  carrying  out  his  plan  of  treatment. 

Recognition  may  be  accomplished  by  seeing  the  daughter  cyst 
or  cysts  protrude,  or  come  away  ; and  by  detecting  echinococcus 
hooks  in  the  fluid  that  escapes.  In  every  case  of  serous  tumour,  the 
fluid  should  be  examined  by  the  microscope,  with  an  object-glass  of 
a quarter  of  an  inch  focal  power.  The  hooks  are  very  minute,  and 
require  to  be  carefully  looked  for.  Again,  the  cyst  wall  is  extra- 
ordinarily elastic,  and  does  not  collapse  entirely.  Nor  when  dead 
does  it  lie  at  the  bottom  of  the  fibrous  envelope,  but  adheres  to 
particular  spots  by  a kind  of  plastic  exudation. 

I shall  quote  a few  cases  of  cystic  tumours  which  are  of  great 
surgical  value.  The  first,  as  far  as  mere  operating  goes,  is  a splendid 
record  of  what  may  be  accomplished  in  the  small  orbital  cavity. 
The  result  was  singularly  fortunate.  The  practice  is  rather  bolder 
than  that  which  I advocate.  The  late  Mr.  Barnes,  of  Exeter,  was 
the  operator,  and  he  has  recorded  the  operation  in  full  in  the 
“ Medico-Chirurgical  Transactions.”  I shall  give  them  much  con- 
densed. 

A tumour  occupied  a considerable  portion  of  the  orbit,  and  pushed 


TUMOURS. 


the  eyeball  upwards,  in  a lad  cot.  seventeen.  It  extended  far  back- 
wards, and  projected  beyond  the  orbit.  A superficial  groove,  run- 
ning obliquely  across  the  projecting  surface,  formed  a slight  line  of 
division  between  the  more  prominent  and  moveable  part,  and  that 
more  immediately  under.  This  front  portion  could  be  moulded  into 
different  shapes  by  tbe  fingers  ; the  posterior  was  more  elastic.  It 
adhered  firmly  to  the  outer  angle,  and  part  of  the  lower  edge  of 
the  orbit.  It  was  painless,  and  the  eyeball  was  sound. 

The  hidden  or  deep-orbital  part  of  this  very  remarkable  growth 
was  revealed  at  the  operation.  It  extended  to  the  bottom  of  the  orbit, 
and  occupied  more  of  the  cavity  than  the  eyeball  itself.  As  it  was 
impracticable  to  proceed  far  in  the  dissection,  without  greatly  endan- 
gering the  eyeball,  the  contents  of  the  cyst  were  partially  evacuated, 
to  obtain  room,  and  the  sac  was  separated  from  its  deeper  attach- 
ments. Towards  the  posterior  point  on  the  inner  side,  and  more 
than  an  inch  from  the  edge  of  the  orbit,  the  sac  felt  as  if  it  embraced 
a sharp  bony  process,  projecting  outwards  nearly  in  a perpendicular 
direction,  and  apparently  attached  to  the  periosteum.  This  proved 
to  be  a tooth,  in  form  and  size  like  one  of  the  supernumerary 
teeth  sometimes  found  in  the  palate.  The  crown  was  within  the 
sac ; the  root,  with  its  dental  vessels,  was  attached  to  the  orbit. 
There  were  two  cysts.  The  front  one  had  a chalky  matter  on 
some  parts  of  it,  and  contained  a compact  lardaceous  yellow  sub- 
stance ; the  other,  which  in  the  interior  was  smooth,  excepting  a part 
near  the  tooth,  contained  a whey-coloured  fluid,  and  a yellow  curdy 
substance.  The  patient  did  well ; he  could  not  move  the  eye  down- 
wards, or  freely  in  any  direction,  but  vision  was  perfect. 

The  two  next  are  taken  from  Sir  W.  Lawrence’s  work. 

Langenbeck  removed  from  the  orbit  of  a woman,  forty  years  of 
age,  a steatomatous  tumour  which  was  connected  with  the  eyeball  and 
its  muscles.  It  was  situated  behind  the  lower  eyelid,  reached  from 
the  inner  to  the  outer  angle,  and  extended  to  the  upper  margin  of 
the  orbit.  The  eyeball  was  pushed  upwards  and  inwards.  It  was 
natural  in  appearance.  Vision  was  lost.  The  eyelids  were  separated 
at  the  external  commissure,  and  the  tumour  was  then  dissected  away 
by  cutting  through  the  conjunctiva.  The  eyeball  gradually  returned 
to  its  proper  position,  the  deformity  caused  by  its  displacement  was 
completely  removed,  and  the  patient  was  able  to  see  the  smallest 
objects  before  she  left  the  hospital. 

Another  case  of  a much  slighter  nature  in  which  Langenbeck 
operated,  the  patient  during  the  next  day  showed  symptoms  of 
cerebral  inflammation,  and  died  quickly. 

The  removal  of  the  right  eyeball,  and  a large  encysted  tumour, 
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| is  recorded  by  Dr.  Bushe  in  the  Lancet.  The  child  was  seven  years 
2 of  age.  A tumour  at  the  upper  part  of  the  orbit  pushed  the  eyeball 
downwards  and  forwards.  It  was  supposed  by  some,  from  the  situa- 
tion of  the  swelling,  its  rapid  growth,  and  the  accompaniment  of 
cerebral  symptoms,  that  a fungus  was  growing  from  the  anterior 
lobe  of  the  brain.  Dr.  Bushe  correctly  argued  that  as  the  brain 
was  not  primarily  damaged,  the  symptoms,  the  coma,  the  paralysis 
of  the  left  side  of  the  face,  body,  and  of  the  upper  extremity,  the 
dilated  and  fixed  pupil,  arose  from  pressure  of  the  tumour  on  the 
brain,  and  under  this  idea  he  proceeded  to  operate.  He  divided 
the  commissures  of  the  eyelids,  and  discovered  in  the  dissection 
that  the  tumour  and  the  eyeball  were  so  connected  that  to  remove 
the  one  the  other  must  be  sacrificed.  He  continues  to  say,  “ I 
therefore  drew  the  contents  of  the  orbit  downwards  and  forwards, 
by  inserting  a curved  needle  armed  with  a strong  ligature  through 
the  edge  of  the  tumour,  and  globe  of  the  eye ; I now  cautiously 
proceeded  to  detach  the  tumour  at  its  posterior  part ; but  before 
I had  proceeded  far  I was  not  a little  surprised  to  find  that  what  I 
had  anticipated  was  correct,  viz.,  that  the  tumour  pressed  on  the  ante- 
rior lobe  of  the  brain,  the  posterior  and  superior  part  of  the  roof  of 
the  orbit  being  absorbed ; however,  I cautiously  pursued  the  separa- 
tion of  parts  to  the  foramen  opticum,  and  finally  divided  the  optic 
nerve  and  recti  muscles  with  a curved  scissors.  Slight  haemorrhage 
followed  the  operation,  but  was  easily  restrained  by  a portion  of 
sponge.”  In  ten  days  the  wound  had  nearly  healed,  and  the  little 
patient  was  walking  about  without  any  inconvenience. 

Cystic  tumours  may  even  pass  beyond  the  orbit.  Thus,  in  the  London 
Medical  Gazette , Dr.  Hall  has  given  an  abstract  of  a case  that 
occurred  to  Delpech,  where  a tumour  passed  through  the  optic 
foramen,  into  the  cavity  of  the  skull,  and  was  imbedded  in  the 
left  anterior  lobe  of  the  brain.  The  foramen  was  dilated  sufficiently 
to  admit  the  finger,  the  optic  nerve  having  disappeared.  Death 
•ensued  from  the  puncture  of  the  cyst,  which  had  formed  a large 
projection  between  the  eyelids. 

In  another  instance  that  occurred  to  Delpech,  a cyst  which  fol- 
lowed the  ocular  movements,  and  seemed  to  belong  to  the  globe  of 
the  eye,  had  also  intimate  connections  within  the  orbit. 

Enough  has  been  said  incidentally  to  show  that  danger  attaches 
to  the  treatment  of  orbital  tumours  by  any  surgical  proceeding. 
Such  should  always  be  remembered,  and  when  intense  inflammation 
arises,  it  must  be  treated  in  a prompt  manner. 

Solid  orbital  tumours.  These  are  not  so  common  as  the  cystic. 
They  consist  chiefly  of  the  fibrous,  the  fatty,  ami  the  bony  classes. 
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Any  part  of  the  orbit  may  be  occupied  by  a solid  tumour , and  the 
contents  more  or  less  involved  by  it.  A large  one  has  been  found, 
completely  encircling  the  optic  nerve,  and  resting  on  the  posterior 
surface  of  the  eyeball.  Such  connexions  were  inseparable ; and 
when,  in  the  course  of  operating,  this  difficulty  appeared,  the  eyeball 
was  extirpated  with  the  tumour. 

Another,  intimately  connected  with  the  orbital  contents,  is  exhi- 
bited as  a preparation  in  the  Museum  of  St.  Bartholomew’s  Hospital, 
and  is  much  more  marked  and  peculiar  in  its  relations  than  any  I 
have  seen.  It  is  firm,  compact,  and  lobnlated,  and  adheres  to  the 
back  part  and  sides  of  the  sclerotica.  The  optic  nerve,  which  is 
elongated,  passes  through  it.  The  recti  muscles,  quite  unaltered, 
adhere  to  it  externally.  The  humours  of  the  eye  escaped  through 
an  ulcerated  opening  in  the  cornea.  The  retina  and  the  choroid 
are  collapsed,  and  occupy  the  axis  of  the  eye  between  the  entrance 
of  the  optic  nerve  and  the  iris ; and  the  space  thus  left  between  the 
choroid  and  the  sclerotica,  contains  a clot  of  blood. 

A fibrous  tumour,  preserved  by  the  late  Mr.  Liston,  and  now  the 
property  of  the  Loyal  College  of  Surgeons,  filled  the  orbit,  sur- 
rounded the  optic  nerve  and  the  eyeball,  and  extended  forwards  as. 
far  as  the  conjunctiva. 

More  examples  are  unnecessary. 

The  fibrous  tumour  is  the  rarest  of  orbital  solid  tumours.  It  is  for 
the  most  part  attached  to  the  periosteum,  of  which  it  seems  to  be  an 
expansion.  It  increases  tardily,  does  not  grow  very  large,  is  some- 
what lobulated,  and  indolent  as  regards  pain  or  tenderness,  when 
touched. 

The  foil  owing  case  was  under  the  care  of  Mr.  Critchett.  It  is 
reported  in  the  Medical  Times  and  Gazette  for  18o2. 

In  the  lower  half  of  the  right  orbit  was  a large  solid  tumour 
which  protruded  the  eyeball  and  turned  it  upwards  and  outwards. 
The  upper  eyelid  was  distended  and  tense,  the  lower  was  everted. 
There  was  very  little  pain. 

The  operation  was  executed  in  this  manner.  The  conjunctiva 
was  dissected  off  the  tumour,  parts  of  which  were  removed,  till  the 
mass  was  found  to  extend  very  deeply  into  the  orbit.  In  conse- 
quence of  considerable  haemorrhage,  and  the  unmanageableness  of 
the  patient,  the  operation  was  abandoned. 

A large  slough  came  out  of  the  orbit. 

The  tumour  increased  to  nearly  its  former  size,  and  was  removed 
just  a year  after  by  the  same  surgeon.  It  had  a fibrous  capsule,  was 
as  big  as  a walnut,  and  consisted  of  white  fibrous  tissue  with  many 
elongated  cells,  numerous  particles  of  bone,  and  a few  very  small 


INTRA-ORBITAL  TUMOURS. 


171 


smooth-walled  cysts.  There  were  no  ecchymosed  spots,  nor  any 
tumour  juice. 

Acute  suppuration  of  the  cellular  tissue  of  the  orbit  ensued.  A 
month  afterwards  the  parts  had  healed,  the  eye  being  a little 
sunken.  Vision  was  perfect.  The  eyeball  was  directed  a little 
upwards.  It  could  be  moved  with  ease,  except  in  a downward 
direction.  The  reporter  of  the  case  remarks  that  the  tumour  be- 
longed to  the  loose-textured  cyst  containing  variety  of  the  fibrous 
class,  and  had,  as  is  not  unusual,  undergone  interstitial  calcification. 
Many  examples  are  recorded  by  De  Marquay,  Lawrence,  and  others. 
Some  have  been  found  much  lobulated,  with  attachments  to  several 
parts  of  the  periosteum  of  the  orbit. 

Fibrous  tumour  within  the  ocular  tunic.  Such  a case  is  given  by 
Dr.  O’Ferrall,  in  vol.  xix.  of  the  Dublin  Journal.  A woman,  twenty- 
eight  years  old,  had  the  right  eyeball  displaced  upwards,  inwards, 
and  forwards.  The  lower  eyelid  was  thrown  forward.  A firm 
tumour  could  be  felt  through  the  eyelid,  and  through  the  con- 
junctiva, when  the  eyelid  was  depressed.  A free  incision  was  carried 
along  the  inferior  palpebral  sinus,  the  tumour  exposed,  hooked, 
drawn  forwards,  and  detached  by  a few  slight  touches  of  the  scalpel. 
A process  remained,  which  passed  backwards  in  close  contact  with 
the  eyeball.  By  drawing  downwards  and  forwards  the  ocular 
sheath,  it  was  brought  more  fully  into  view,  and  readily  separated 
with  the  sharp  end  of  a probe.  The  wound  healed  in  a few  days, 
md  vision,  which  had  been  nearly  lost,  was  soon  regained.  The 
tumour  was  lobulated,  and  encapsuled. 

Treatment.  Exploration  is  often  called  for  to  establish  the  dia- 
gnosis of  a solid  tumour.  Where  extreme  caution  is  required,  it 
might  be  prudent  even  partially  to  dissect  and  expose  the  tumour 
before  deciding  what  should  be  done  ultimately. 

Where  it  is  possible,  the  tumour  should  be  removed  within  the 
hyelids,  by  cutting  through  the  conjimctiva.  If  it  be  attached 
j ° the  conjunctiva,  the  adhering  portion  of  this  membrane  must 
1 ilso  be  excised. 


An  operation  done  much  within  the  orbit  is  always  difficult  and 
langerous,  because  the  space  is  very  limited,  and  important  parts 
ie  in  the  way  of  dissection.  After  a tumour  has  been  exposed, 
ts  separation  should  be  affected  as  much  as  possible  by  drawing 
t well  forwards  and  cutting  on  it.  If  it  be  encapsuled,  the  process 
s all  the  easier  accomplished.  If  it  do  not  actually  surround  the 
jptic  nerve,  nor  is  particularly  adherent  to  the  orbit,  it  may  be 
>ulled  out  to  an  extent  almost  incredible. 

Fatbj  tumour.  I shall  speak  first  of  the  true  tumour,  the  cir- 
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oumscribed  fat  with  a capsule  of  fibro-cellular  tissue,  sometimes 
called  the  discontinuous  tumour.  It  is  probably  frequently  con-, 
genital.  I have  met  with  several  of  small  size  just  under  the  ocular 
conjunctiva,  in  the  space  between  the  external  and  inferior  recti. 
They  were  oblong  and  bulged  between  the  eyeball  and  the  orbital 
margin. 

It  may  be  seated  in  any  position.  It  is  often  mistaken  for  a i 
cystic  tumour.  The  most  skilful  surgeon  might  not  at  times  be  j 
able  to  tell  whether  he  has  under  his  fingers  the  one  or  the  other.  : 
When  it  can  be  pinched  up,  that  is,  when  it  is  just  under  the  skin, 
lobules  are  sometimes  apparent,  standing  out  like  little  dimples, 
and  this  would  at  once  declare  the  nature  of  the  disease ; but  such  j 
a test  is  not  often  available  in  the  orbit. 

It  may  differ  much  as  to  firmness.  In  some  the  capsule  is  very  j 
thin,  the  septa  delicate,  and  the  loculi  very  large,  containing  pure 
fatty  material.  In  others,  the  ultimate  lobules  are  minutely  sub-  1 
divided,  forming  granular  fat,  and  the  proportion  of  fibro-cellular  j 
tissue  to  fat,  very  considerable ; the  capsule  is  very  dense.  The  , 
latter  kind  are  often  difficult  to  distinguish  from  other  tumours,  since  | 
they  possess  none  of  the  softness  and  pseudo-fluctuation  of  fat. 

A young  girl  applied  to  Mr.  Simon,  of  St.  Thomas’s  Hospital, 
with  symptoms  of  an  orbital  tumour.  The  eyelid  was  pushed  out,  , 
but  the  eyeball,  excepting  having  been  turned  a little  down,  was  . 
not  much  displaced.  Mr.  Simon  made  a free  incision  beneath  the 
eyebrow,  and  exposed  a large  mass  of  clear  white  fat.  The  edges  of  j 
the  wound  being  held  widely  asunder,  the  deep  attachments  weie  j 
carefully  divided,  and  the  whole  mass,  about  the  size  of  a v alnut, 
was  removed.  The  wound  healed  kindly,  and  no  ill  effects  remained.!  j 

Symmetrical  fatty  tumours  in  both  orbits.  These  came  under  Mi. 
Bowman’s  notice.  The  swelling  was  nearly  limited  to  the  outer  half  i 
of  each  eyelid,  and  extended  from  the  brow  to  within  a quarter  of  an  j 
inch  of  the  tarsal  border,  where  it  ceased  by  a groove,  over  which  j 
hung  the  relaxed  and  distended  integument.  These  tumours  were 
quite  soft,  as  if  from  oedema  of  the  parts  subjacent  to  the  skin,  and 
pressure  did  not  meet  with  any  resistance,  nor  did  indentation  ensue. 
In  one  a seton  was  passed  to  produce  consolidation  of  the  parts, 
under  the  conviction  of  there  being  oedema  only,  and  afterwards 
medicines  and  low  diet  were  enjoined.  Subsequently  an  operation 
was  undertaken  to  remove  a piece  of  the  supposed  infiltrated  tissues ; 
the  skin,  orbicularis  muscle,  and  fascia  were  divided,  and  there  fell 
forward  a mass  of  fat  as  large  as  an  almond,  in  pellets  or  lobes,  j 
resembling  the  fat  in  the  orbit.  The  second  eye  was  operated  upon. 

Success  ensued. 
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Fatty  tumour  mistaken  for  hydatid.  A ease  is  given  by  a 
foreign  author,  of  a tumour  as  big  as  an  egg,  protruding  above  the 
eyeball  and  pushing  it  outwards  and  downwards.  The  cornea 
[became  opaque.  Hydatid  was  suspected,  but  exploration  gave  no 
\ result.  The  eyeball  and  the  contents  of  the  orbit  were  extirpated. 

1 The  disease  was  a fatty  tumour,  somewhat  altered  in  parts,  as  if  from 
! inflammatory  deposits. 

Difu.se  fatty  tumour , called  also,  fatty  outgrowth,  and  continuous 
} fatty  tumour.  This  has  not  any  capsule,  and  is  less  soft  and  elastic 
j than  the  true  tumour.  It  cannot  therefore  be  said  where  the  natural 
fat  ends,  and  the  morbid  deposit,  if  it  can  be  called  such,  begins. 
It  has  been  described  as  occurring  in  the  orbit.  Such  a state  is 
• merely  increase  of  the  orbital  fat.  I think  that  I have  met  with 
[ such  a case.  It  is  described  in  the  chapter  on  “ Protrusion  of  the 
Eyeball.”  There  are  not  any  diagnostic  points  that  can  be 
relied  on. 

Treatment.  A small  fatty  tumour  at  the  front  of  the  orbit  may 
be  removed,  by  sufficiently  dividing  the  conjunctiva,  drawing  it 
' forwards,  and  cutting  the  attachments  with  a scalpel  or  scissors. 

' Any  adhering  portion  of  the  conjunctiva  should  be  removed  with  it. 
Where  it  is  deep,  it  must  be  treated  according  to  the  general  rules 
I have  given  for  the  removal  of  a tumour  in  such  a situation. 

As  to  whether  an  operation  should  be  undertaken  for  the  removal 
of  some  of  the  fat,  in  a case  of  suspected  diffuse  fatty  tumour,  it  is 
i difficult  to  give  a general  opinion.  I should  not  interfere,  except 
under  the  most  pressing  urgency  from  protrusion  of  the  eyeball,  and 
after  exploration  had  declared  the  presence  of  fat.  I have  operated 
■ for  such  a tumour  in  the  neck,  and  reported  the  particulars  in  the 
1 Medical  Timex  and  Gazette. 

Bony  tumour.  Exostosis.  Even  within  the  orbit  there  has  grown 
I a bony  tumour  among  the  soft  tissues,  after  the  manner  more  com- 
1 monly  seen  in  other  parts  of  the  body.  Surgically  speaking,  it 
i possesses  no  special  interest.  It  is  the  tumour  that  is  attached 
to  some  part  of  the  orbital  walls  that  I intend  to  write  about  : the 
; exostosis'. 

It  is  questioned  by  some  whether  an  exostosis  is  not  a continuous 
I outgrowth  of  bone,  rather  than  a tumour,  according  to  modern 
definition.  I shall  consider  it  in  a surgical  sense,  as  a tumour.  It 
S is  necessary  practically  to  make  a distinction  between  an  exostosis, 
which  I recognise  as  a tumour  having  a defined  base,  and  an  accunm- 
! lation  of  neAV  bony  matter,  the  result  of  inflammation  of  periosteum, 
or  of  bone. 

An  exostosis  is  leally  true  bone.  In  some  examples,  there  are 
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differences  in  the  arrangements  of  the  blood-vessels,  and  in  the  size 
and  development  of  the  bone  corpuscles  and  their  canals. 

There  are  two  varieties  .of  this  tumour,  the  compact  or  ivory,  and 
the  cancellous  or  spongy. 

The  compact  variety  is  intensely  hard.  This  is  due  to  mechanical 
difference  in  the  manner  in  which  the  material  is  compacted,  and 
not  to  chemical  dissimilarity  from  ordinary  bone.  It  is  the  exostosis 
almost  proper  to  the  orbit,  is  generally  attached  to  the  frontal  bone, 
and  probably  has  its  origin  by  ossification  in  the  periosteum,  or 
congenitally  in  the  fibrous  membrane,  from  which  the  bone  to  which 
it  is  attached  is  formed.  The  cranial  bones  are  developed  from  the 
ossification  of  fibrous  tissue. 

It  is  uniform  or  simple,  when  the  base  is  generally  small ; or 
lobulated,  with  a large  base,  from  which  it  may  project  only  on 
one  side,  like,  as  Mr.  Paget  says,  a bi-convex  lens  resting  with  one 
convex  sin-face  on  the  skull ; or  a nut  bisected,  the  flat  surface  being 
in  contact  with  the  skull.  It  may  be  dense  throughout,  or  consist 
of  a dense  exterior,  and  a cancellous  interior,  continuous  respectively 
with  the  outer  table  and  the  diploe. 

The  cancellous  variety  is  very  much  less  dense  than  the  other,  and 
is  rarely  found  about  the  orbit.  It  is  round,  with  lobules  smooth 
or  rough.  Sometimes  they  are  angular  or  pointed.  Most  likely  it 
is  formed  about  the  orbit  from  ossification  of  outgrowth  of  cartilage, 
as  occurs  on  the  ends  of  the  long  bones,  and  phalanges  of  the  fingers 
and  toes,  where  it  is  not  uncommon.  A case  is  published  by  Mr. 
Heath  in  the  “ Pathological  Transactions,”  of  a large  cartilaginous 
tumour  of  the  face,  implicating  the  orbit,  undergoing  ossification. 
Another  of  the  same  kind  occurred  in  the  practice  of  Sir  William 
Fergusson,  of  which  I shall  presently  say  more.  Like  the  compact 
variety  when  it  is  fully  formed,  its  compact  and  cancellous  portions 
correspond  with  those  of  the  bones  to  which  it  is  attached. 

An  exostosis  may  grow  from  any  part  of  the  orbit,  but  it  is 
mostly  developed  at  the  upper  and  outer  sides. 

When  an  exostosis  can  be  touched,  its  nature  is  readily  determined. 
When  it  is  hidden,  for  instance  when  it  lies  behind  the  eyeball, 
or  at  the  side  of  the  orbit  out  of  reach,  there  is  not  any  objective 
symptom  by  which  it  can  be  distinguished  from  any  other  tumour. 
The  slowness  of  growth  is  the  only  circumstance  that  might  cause  a 
suspicion  of  its  nature.  It  may  be  attended  with  pain  or  not,  but 
being  itself  devoid  of  subjective  symptoms,  any  distress  arising  from 
it  would  be  due  to  its  pressing  on  a nerve.  It  is  the  only  kind 
of  tumour  which  grows  in  the  orbit,  that  is  never  detrimental  except 
from  pressing  upon  other  parts.  Heath  has  ensued  from  one  ol 
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5 them  pressing  upon  the  brain,  before  the  orbital  contents  were 
i injured. 

Of  the  constitutional  origin  of  exostosis,  we  are  ignorant.  It  lias 
^ been  fairly  traced  to  outward  injuries.  Among  these  may  be  men- 
tioned  a butt  from  a cow ; a blow  from  a stick  ; fracture  of  the  orbit ; 
i in  each  of  which  it  has  grown  where  the  force  was  received. 

Treatment.  As  the  density  of  an  exostosis,,  and  its  mode  of 
i attachment  to  the  bone  of  which  it  is  in  fact  a part,  render  it  very 
5 difficult  of  removal,  and  the  operation  somewhat  dangerous,  as  a 
I ride,  only  those  which  are  outside  the  orbit,  or  about  its  edge, 

) should  be  submitted  to  operations,  whether  the  orbital  appendages 
| be  affected  or  not.  If  the  tumour  be  in  the  orbit,  and  cannot 
j be  readily  reached,  and  the  eyeball  is  merely  protruded,  it  had 
; better  be  left  alone  and  watched,  because  it  may  cease  to  grow 
at  any  time.  But  if  there  be  much  pain,  and  especially  if  the 
integrity  of  vision  be  threatened,  there  should  be  no  delay;  its 
removal  is  called  for.  If  it  spring  from  the  upper  wall  of  the  orbit, 

: it  is  better  not  to  interfere  except  under  the  most  urgent  circum- 
stances, because  of  the  proximity  to  the  brain,  and  the  thinness  of 
' the  bone  to  which  it  is  attached.  With  the  strongest  call  for  surgical 
i relief,  if  the  base  be  not  small  it  would  be  better  that  the  eye  be 
- sacrificed  than  an  operation  undertaken,  as  life  would  be  risked 
by  it. 

Excision  is  unquestionably  the  proper  surgical  treatment.  It 
; might  be  necessary  to  make  a preliminary  exploratory  dissection, 
l to  ascertain  the  extent  and  attachments  of  the  tumour  before  actually 
i proceeding  to  remove  it.  I know  of  some  cases  in  which  such 
J examination  would  have  saved  the  surgeons  and  the  patients  from 
much  disappointment. 

Instruments  of  a coarse  nature  are  required,  such  as  strong, 
j straight,  and  curved  bone  forceps,  with  short  blades  and  loim- 
handles ; very  strong  narrow  saws,  and  a chain  saw  ; gouges  of 
: different  sizes  ; trephines  and  centre-bit.  Indeed  there  should  be 
'provided  all  the  modern  instruments  that  are  used  for  operations 
1 on  diseased  bones. 

The  periosteum  should  be  dissected  off  the  tumour,  and  the  ex- 
cision effected  at  its  base.  Fortunately,  the  adjacent  portion  of  bone 
: is  generally  thickened,  and  forms  a kind  of  safeguard-  from  damage 
by  instruments  to  surrounding  parts.  n 

i When  the  whole  of  the  tumour  cannot  be  got  away,  either  on 
account  of  its  density,  or  from  extensive  attachments,  "it  minlitbe 
: idvisahle  to  apply  certain  chemical  agents  to  the  remainder  with 
jthe  object  of  producing  necrosis  and  exfoliation.  Sir  I!  Brodie  and 


17G 


TUMOURS. 


Mr.  Keate  used  in  this  manner,  each  in  one  case,  caustics  at  in- 
tervals tor  some  years,  and  obtained  exfoliation.  Necrosis  and 
separation  have  ensued  after  abandoned  operations,  without  the 
application  of  escharotics.  Indeed,  some  surgeons  have  from  the 
commencement  intended  only  to  remove  parts  of  the  growths,  in 
the  hope  that  death  of  the  rest,  as  the  effect  of  the  partial  operation, 
would  rid  their  patients  from  the  disease. 

Exostosis  of  both  varieties  have  been  known  to  become  necrosed 
without  any  treatment.  A very  large  one  which  was  situated 
between  the  nostril  and  the  orbit,  was  exfoliated  naturally.  It 
weighed  fourteen  ounces.  The  particulars  are  published  by  Mr. 
Hilton,  in  the  “ Gruy’s  Hospital  Reports.” 

Where  there  is  left  exposed  a surface  of  ivory  exostosis,  and 
exfoliation  has  ensued,  granulations  do  not  spring  from  it,  but  there 
it  remains  for  years.  Although  this  is  of  little  matter  outside  the 
orbit,  because  the  remainder  gets,  as  it  were,  bound  round  by  dry 
and  hard  skin,  it  is  of  consequence  within,  on  account  of  the  fistula 
which  will  form,  and  the  morbid  action  thereby  set  up  in  the  orbit. 

When  the  eyeball  has  been  destroyed  by  an  exostosis,  it  is  better 
to  extirpate  whatever  remains  of  it  before  commencing  the  specific 
operation  on  the  tumour. 

It  is  necessary  to  advise  young  operators  to  use  the  formidable 
instruments  which  are  required  in  these  operations  with  care  and 
management,  and  to  avoid  violence-  and  shock.  Some  of  the  rudest 
operating  I have  ever  seen  has  been  for  the  removal  of  an  orbital 
exostosis  with  the  objectionable  chisel  and  mallet.  The  pioxiniifiy 
of  the  brain  was  forgotten,  and  disastrous  results  ensued  from  cere- 
bral inflammation. 

The  soft  parts  are  generally  and  unavoidably  so  much  lacerated  by 
the  instruments,  that  primary  union  is  seldom  accomplished. 

It  has  been  proposed  always  to  treat  exostosis,  solely  by  apply  ing 
an  escharotic  to  its  surfaces,  after  removing  the  periosteum,  in  the 
hope  of  producing  necrosis  and  exfoliation.  Without  altogether  con- 
demning the  measure,  I would  say  that  it  should  never  be  the  mle. 
It  would  be  admissible  only  in  very  exceptional  cases. 

Ivory  exostosis  of  the  orbital  edge.  A carter,  forty  years  ofl 
age,  was  admitted  under  my  care  at  St.  Mary’s  Hospital  with  an 
exostosis  on  the  upper  edge  of  the  orbit,  growing  with  a very  broad 
base.  The  greatest  point  of  projection  was  two  inches.  The  upper 

rt  was  covered  by  the  eyebrow,  which  was  considerably  thrown 
u , The  under  dipped  into  the  orbit,  touched  the  globe  of  the 
U1 ' aild  thrust  it  downwards  and  outwards,  protruding  it  about 
2 an  inch,  thereby  nearly  destroying  vision.  The  inner  and  the 
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j outer  boundaries  were  less  marked.  The  surface  was  tuberculated, 
i and  hard  as  stone.  The  skin  was  moveable,  shining,  and  traversed 
by  a few  blood-vessels.  The  following  figure  gives  some  idea  of  its 


appearance. 


Fia.  54. 


"When  only  a lad  he  had  fallen  down-stairs,  and  pitched  on  the 
Ifiont  of  his  head.  Two  months  afterwards  a little  swelling  appeared 
on  the  orbital  ridge,  which  gradually  increased  in  size.  There  was 
! no  doubt  as  to  the  nature  of  the  disease.  Hardness,  immobility, 
(slow  growth,  continuity  with  the  bone,  and  absence  of  pain  and 
[inflammation,  sufficiently  marked  its  character. 

’ . Chloroform  having  been  administered,  I made  an  incision  in  the 
i .me  of  the  eyebrow,  which  had  been  previously  shaved,  along  the 
fentire  superior  edge  of  the  tumour,  a second  one  from  the  inner  ex- 
tremity of  that  cut  to  the  root  of  the  nose,  and  a third  from  the  outer 
bxtremity  to  a little  below  the  level  of  the  outer  corner  of  the  eyelid. 

- then  dissected  the  flap  downwards  till  the  base  of  the  tumour  was 
reached,  when  I passed  a narrow  saw  between  it  and  the  eyeball 
md  sawed  through  it  circularly,  from  below  upwards,  endeavouring 
o follow  the  natural  line  of  the  brow.  The  texture  was  as  dense  as 
vory  and  two  saws  were  dulled  in  the  operation.  The  integuments 
kere  brought  together  by  sutures  ; a course  to  be  adopted  only  when 
jn  exostosis  is  superficial.  Union  by  the  first  intention  followed 
riroughout  the  lines  of  incision,  except  at  a central  spot  of  the 
ransverse  cut,  through  which  healthy  pus  discharged  for  eight 
keeks.  After  a year  the  eyeball  was  restored  to  its  place,  the  sight 
ad  returned,  and  very  little  indication  existed  of  what  had  been 
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done.  The  eyebrow,  which  concealed  much  of  the  sear,  descended 
to  its  proper  level,  and  the  eyelid  could  he  raised  nearly  as  much 
as  its  fellow. 

I have  met  with  an  exostosis  on  the  orbital  edge  of  the  lower 
maxilla. 

The  internal  Avail  of  the  orbit  is  seldom  the  site  of  an  exostosis,  i 
When  it  is  so,  the  ethmoid  and  sphenoid  bones  are  generally  impli- 
cated. An  example  is  given  by  M.  Maisonneuve  in  the  Gazette  Heb- 
dorn.  The  tumour  filled  more  than  two-thirds  of  the  orbit.  It  was  so  I 
hard  that  all  the  ordinary  instruments  applied  to  it  broke.  The  re- 
moval was  accomplished  with  a gouge  and  mallet.  The  wound  healed 
by  the  first  intention.  The  eyeball  returned  to  its  natural  position. 

Becurrence  of  an  exostosis.  Second  operation,  at  which  I was  pre-  I 
sent.  Mr.  Borlase  Childs  removed  an  enormous  ivory  exostosis  from 
the  upper  edge  of  the  orbit.  Seven  years  after,  a growth  of  bone 
appeared  around  the  site,  and  grew  within  and  without  the  orbit. 
The  eyeball  was  thrust  out  and  destroyed.  Mr.  Childs  again 
operated.  The  mass  was  as  hard  as  before.  It  quite  filled  the  orbit, 
and  had  pressed  up  the  roof  considerably.  There  were  no  cerebral 
symptoms.  The  woman  continues  well. 

I never  saw  a more  remarkable  case  of  exostosis  than  one  which  I 
was  asked  to  examine  by  Sir  W.  Fergusson.  The  patient,  a male, 
was  twenty-one  years  of  age.  The  cheek,  the  inner  and  the  lower 
parts  of  the  orbit,  were  occupied  by  a large  prominent  tumour  of 
stony  hardness.  The  eyeball  was  considerably  protruded,  and  thrust 
upwards  and  outwards,  above  the  external  angle  of  the  orbit.  The 
orbital  muscles  retained  much  of  their  action,  and  monocular  vision 
was  very  little  impaired.  Sir  William  operated,  but  unfortunately 
the  man  died.  The  principal  deep  attachments  of  the  tumour  were 
to  the  body  of  the  sphenoid  bone.  Prolongations  were  discovered 
in  the  anterior  and  middle  fossae  of  the  brain.  The  portion  which 
was  removed  during  life,  weighed  after  drying  387  grains.  The  optic 
nerve  was  surrounded  on  all  sides.  The  case  is  given  in  detail  in 
the  “ Transactions  of  the  Pathological  Society  of  London.” 

A very  characteristic  specimen  of  the  cancellous  variety  of 
exostosis  in  association  with  the  orbit,  is  in  the  Museum  of  the 
Loyal  College  of  Surgeons.  It  shows  how  a growth  from  a 
neighbouring  part  may  be  of  an  equally  serious  nature  with  one 
originating  in  the  orbit  itself.  Fig.  55  is  a most  accurate  repre- 
sentation of  the  appearance  and  the  proportions.  It  has  its  origin  in 
the  antrum.  It  was  five  years  in  progress,  and  had  destroyed  all  j 
the  right  orbit  except  its  roof,  and  more  or  less  the  right  malar, 
superior  maxillary,  and  frontal  bones.  The  dried  portion,  which  has 
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been  submitted  to  maceration,  consists  of  an  oval  mass  of  light 
cancellous  bone,  about  five  inches  in  diameter  and  four  in  length. 
It  might  have  been  removed  even  in  its  latest  stage  with  ease,  and 
at  an  early  period,  with  every  prospect  of  success.  The  irregu- 
i larities  which  are  depicted  in  the  cranial  and  the  orbital  sutures, 
t exist  in  the  original. 


Pig.  55. 


A rare  form  of  osseous  tumour,  the  description  of  which  I have 
reserved  till  now,  generally  grows  between  the  tables  of  the  skull,  or 
in  the  frontal  sinus,  and  becomes  large  and  nodulated,  and  destruc- 
tive to  the  eye,  and  to  life.  All  the  specimens  which  I have  seen 
have  arisen  from  the  orbital  portion  of  the  frontal  bone.  It  spreads  as 
much  within  the  orbit  as  without.  An  example  is  in  the  Museum  at 
St.  Bartholomew’s  Hospital.  The  subject  of  it  was  a female,  twenty 
years  old,  who  was  admitted  into  the  hospital  with  protrusion  of  the 
eyeball,  the  result  of  a tumour,  which  was  readily  ascertained  to 
be  osseous.  It  had  been  growing  for  three  years,  and  was  still 
augmenting.  An  attempt  was  made  to  remove  it,  but  only  a part 
could  be  taken  away.  She  died  from  suppuration  of  the  anterior 
portion  of  the  brain. « A more  remarkable  specimen  is  in  the 
Museum  of  the  University  of  Cambridge.  The  posterior  part  of 
the  tumour  extends  for  a long  way  into  the  cranium.  A case  is 
mentioned  by  Dr.  Baillie,  in  his  “Illustrations  of  Morbid  Anatomy  ” 
m which  the  tumour  filled  the  left  orbit,  dilated  it  very  much,  passed 
across  into  the  other  orbit,  and  backwards  into  the  cavity  of  the 
cranium.  It  was  nodulated,  and  intensely  hard.  It  is  astonishing 
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how  life  is  supported  with  such  pressure  on  the  brain  as  these 
tumours  must  cause,  Ry  their  development  the  brain  is  adapted  to 
their  form. 

Ihe  orbital  cavities  may  be  greatly  reduced  and  almost  closed., 
from  hypertrophy  of  their  bones  in  common  with  hypertrophy  of  the 
facial  and  the  cranial  bones.  In  the  skull  of  a Peruvian,  in  the 
Museum  of  the  Royal  College  of  Surgegns,  all  the  bones  of  the 
lace  are  enlarged  and  thickened,  and  the  orbits  are  nearly  closed. 
In  the  same  museum  is  a most  remarkable  example  of  two  osseous 
growths  which  completely  fill  both  orbits,  the  cavities  of  the  nose, 
and  probably  the  antra,  extend  as  far  as  the  pterygoid  plates, 
project  more  than  three  inches  in  front  of  the  face,  and  jut  out  an 
inch  beyond  the  malar  bones.  They  are  almost  symmetrical, 
irregularly  rounded,  deeply  lobulated,  and  perforated,  apparently 
for  blood-vessels.  (Pig.  56.) 


During  their  growth  the  patient  suffered  much  pain  in  the  orbit, 
face,  and  head.  The  eyeballs,  of  course,  projected.  The  right  col- 
lapsed after  inflammation  and  sloughing  of  the  cornea ; the  left  eye 
was  accidentally  burst  by  a blow,  while  it  was  in  a state  of  inflam- 
mation. During  the  last  two  years  of  this  man’s  life,  he  occasionally  ) 
showed  symptoms  of  insanity  ; he  died  suddenly  of  apoplexy.  The 
cranial  bones  were  very  thick  and  hard,  and  all  the  sutiu’es  were  ob- 
literated. The  periosteal  covering  of  the  tumours  was  thick  and  dense. 
The  preparation  was  taken  from  a man  sixty  years  old.  The  disease 
began  eighteen  years  before  his  death,  in  consequence,  it  was  sup- 
posed, of  severe  blows  received  on  his  face  in  prize-fighting. 

A very  curious  orbital  exostosis,  with  a skull,  is  in  Dupuytren’s 
Museum.  The  subject  was  a woman  thirty-six  years  of  age.  She 
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was  attacked  with  the  disease  when  four  years  old.  At  the  outer 
angle  of  the  right  orbit,  exactly  at  the  junction  of  the  external  orbital 
process  of  the  frontal  with  the  malar  bone,  appeared  an  osseous 
tumour,  as  large  as  a lentil.  It  increased  so  much  as  to  compress 
the  upper  and  inner  Avails  of  the  orbit,  and  to  dislocate  the  eyeball 
entirely.  In  the  course  of  thirty-tAvo  years  it  grew  as  large  as  the 
patient  s head.  It  iiiA'aded  the  left  orbit  a little  and  diminished  it. 
Externally,  it  seemed  to  be  formed  of  compact  osseous  tissue,  very 
hard,  smooth  in  front,  above,  and  below;  very  irregular  behind, 
Avith  a number  of  pointed  spiculse  of  various  sizes,  and  grouped  in 
various  Avays.  The  entire  surface  Avas  grooved  by  vascular  im- 
j pressions,  and  pierced  by  numerous  holes  for  vessels.  It  Avas  sawn 
across,  and  turned  out  to  be  IioIIoav.  The  walls  varied  in  thickness 
\ from  a line  to  nearly  an  inch.  The  upper  part  of  this  bony  cavity 
f was  filled  by  a polypus-like  groAvth,  apparently  originating  in  the 
i frontal  sinus,  Avhilst  the  lower  part  Avas  occupied  by  a mass  of 
r cretaceous  substance,  saturated  Avith  ichorous  and  fetid  matter. 

Osteophites,  so  called  by  M.  ltognetta,  are  tumours  analagous  to 
the  ivory  exostosis,  and  differ  only,  so  far  as  I can  learn,  in  the 
mode  of  origin,  being  developed  in  bony  cavities,  to  which  they  are 
attached  by  a slight  peduncle;  or  lying  in  little  fissures  or  recesses. 
In  the  orbit,  they  have  always  been  in  the  line  of  a suture,  and 
i chiefly  in  the  situation  of  the  foramen  lacerum,  and  have  generally 
[ varied  in  size  from  that  of  a pea  to  that  of  a marble. 

It  is  only  after  death  that  the  nature  of  an  osteopliite  can  be  told. 
M.  Carron  du  Yillards  took  a sketch  of  one  that  filled  the  orbit,  and 
projected  outwards,  being  about  the  size  of  the  head  of  the  femur. 
It  Avas  perforated  by  apertures  for  nutritive  blood-vessels.  It  Avas 
firmly  attached  to  the  orbit,  and  imbedded  in  a caAuty  made  for 
itself.  This  tumour  occurred  in  the  head  of  an  old  woman  Avho  had 
always  been  healthy,  and  Avhose  eye,  Avithout  any  apparent  cause  at 
first,  had  protruded.  She  lived  with  it  for  ten  years  without  pain, 

and  died  of  a typhoid  affection.  Similar  cases,  it  is  said,  have  been’ 
met  Avith. 

The.  after-treatment  of  operations  about  and  in  the  orbit.  The  simplest 

measures  are  the  best,  because  the  safest.  Water  dressing-  is  the 

most  applicable  so  long  as  there  is  not  acute  inflammation,  in  which 

-case  hot  applications  are  called  for.  Whatever  be  the  system 

of  dressing  adopted,  the  materials  should  be  sufficiently  changed 

to  prevent  the  accumulation  of  morbid  products.  This  is  very  seldom 

properly  carried  out.  It  is  positively  injurious  to  apply  stirnu- 

la  mg  lotions.  A watery  preparation  of  opium  is  admissible  to 
fTeheve  pain. 
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llio  anti-putrescent,  or  antiseptic  method  of  treatment  with  carbolic 
acid,  is  as  applicable  here  as  in  any  other  part  of  the  body. 

Whenever  a tumour  has  been  removed  from  within  the  orbit, 
and  especially  an  exostosis,  there  will  be  some  degree  of  orbital 
cellulitis,  and  whether  this  be  mild  or  severe,  will  often  depend 
on  the  immediate  treatment  of  the  wound.  Except  for  the  purpose 
ot  stopping  uncontrollable  haemorrhage,  the  wound  should  not  be 
stuffed  with  lint  or  charpie,  or  anything  else,  as  the  introduction 
of  an  extraneous  substance  will  increase  the  intensity  of  the 
inevitable  vascular  action. 

To  guard  against  unsuccessful  results,  the  utmost  vigilance  must 
be  bestowed  on  the  preparatory  and  after-treatment  of  the  patients. 
An  essential  part  of  the  latter  is  perfect  rest  of  the  body,  and  of 
the  eye,  for  many  days,  or  weeks.  The  slightest  appearance  of 
erysipelas  should  be  carefully  attended  to,  and  any  collections  of 
matter  early  and  freely  evacuated. 

The  recovery  from  operations  in  the  orbit  for  the  removal  of  tumours 
is  much  more  favourable  than  might  be  anticipated  from  their 
peculiar  locality  and  close  proximity  to  the  brain.  The  opera- 
tions do  not  seem  to  be  more  dangerous  than  those  in  general  about 
the  head  and  upper  part  of  the  face,  which  are  never  devoid  of  risk. 
Death  has  followed  simple  puncture,  partial  removal,  and  complete 
extirpation  of  tumours,  both  encysted  and  solid.  The  excision  of 
exostoses  is,  perhaps,  attended  with  the  most  danger. 

The  return  of  the  eyeball  to  its  position  after  it  has  been  more  or 
less  dislocated  by  an  orbital  tumour,  and  the  recovery  of  vision  after 
it  has  been  impaired  from  pressure  on  the  eyeball,  or  stretching  of 
the  optic  nerve , may  be  complete  when  the  disturbing  causes  are  removed. 
But  both  have  their  bounds,  beyond  which  a favourable  result  is 
impossible.  With  regard  to  the  latter,  so  long  as  the  structural 
integrity  of  the  eyeball  remains,  the  transparent  media  being  un- 
affected, there  may  be  hope  of  entire  return  of  vision. 

Wrhen  a dislocated  eyeball  cannot,  unaided,  recover  its  position, 
the  use  of  a compress  in  the  direction  of  the  axis  of  its  protrusion 
may  be  perfectly  successful. 

In  one  of  the  cases  of  orbital  tumours  related  and  figured  by 
Dr.  O’Eerrall,  in  the  Dublin  Hospital  Gazette,  all  of  which  are  very 
valuable  records,  the  eyeball  lay  naked  on  the  cheek  an  inch  below 
the  tarsal  margin  of  the  eyelid,  was  in  constant  movement,  and 
occasioned  much  pain.  The  elongation  and  tension  of  the  muscles 
and  nerves  seemed  to  be  the  chief  cause  of  the  patient’s  great 
suffering.  Extirpation  was  performed,  and  relief  followed. 
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PROTRUSION  OF  THE  EYEBALL. 

PROTRUSION  CONSIDERED  IN  A DIAGNOSTIC  POINT  OF  VIEW ACUTE 

AND  CHRONIC  PROTRUSION,  INTRA-ORBITAL  AND  EXTRA-ORBITAL 
CAUSES POSITION  OF  THE  EYEBALL  AS  A MEANS  OF  DETER- 
MINING THE  CAUSE  OF  PROTRUSION MOBILITY,  OR  IMMOBILITY, 

AS  A DIAGNOSTIC  SYMPTOM  AMOUNT  OF  PROTRUSION  NOT 

INVARIABLY  REPRESENTED  BY  THE  SIZE  OF  THE  PROTRUDING 
BODY PROTRUSION  NOT  NECESSARILY  INCREASED  BY  THE  GROW- 
ING OF  A TUMOUR THE  EFFECT  OF  PRESSURE  ON  THE  PROTRUDED 

EYEBALL  AS  ASSISTING  DIAGNOSIS DIAGNOSTIC  ASSISTANCE  FROM 

FOCAL  RANGE CONDITION  OF  PUPIL STATE  OF  VISION PRO- 

TRUSION NOT  ADMITTING  OF  DIAGNOSIS — DISTINCTION  BETWEEN 
PROTRUSION  OF  THE  EYEBALL  AND  ENLARGEMENT. 

PROTRUSION  CONSIDERED  IN  A DIAGNOSTIC  POINT  OF  VIEW. 

Protrusion  of  the  eyeball  needs  to  be  separately  considered.  Pro- 
minence is  a symptom  in  many  and  very  dissimilar  ophthalmic 
diseases.  It  is  one  which  frequently  says  that  there  is  displacement 
of  the  eyeball  and  nothing  more.  It  cannot,  therefore,  he  used 
alone  as  a means  of  diagnosing  disease,  if  it  expresses  nothing 
beyond  mechanical  disturbance.  It  is  merely  an  effect,  the  source  of 
which  requires  to  he  sought  for ; and  although  for  the  most  part  this 
can  he  discovered,  sometimes  it  is  doubtful,  and  sometimes  it  cannot 
he  at  all  understood.  But  protrusion  is  often  the  first  indication  of 
disease.  It  is  always  a cause  of  alarm  to  a patient,  and  it  should  he 
a source  of  interest  to  the  surgeon.  It  is  the  starting-point  for 
investigation. 
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lhis  chapter,  then,  is  devoted  to  the  diagnosis  alone  of  ocular 
piotiusion  as  a means  of  discovering  encroachment  on  the  eyehall  in 
any  diiection,  and  the  nature  of  the  disturbance,  but  does  not 
include  ocular  dislocation  from  direct  mechanical  injury  of  any 
kind.  It  is  so  arranged  as  to  allow  of  a rapid  survey  of  all  the 
known  disturbing  causes,  not,  however,  in  full  detail,  because  most 
of  the  diseases  producing  the  disturbance  are  fully  treated  of  in  the 
several  places,  according  to  the  general  classification  of  this  work. 
It  is  done,  too,  to  prevent  repetition  in  many  places,  and  to  save 
further  subdivision  of  many  subjects. 

lor  convenience,  the  protrusion  may  be  called  acute  and  chronic. 

In  the  acute , the  causes  are  generally  palpable,  and  are  nearly 
always  intra-orbital.  The  following  classification  may  be  made. 

Inflammation  of  the  orbital  tissues,  idiopathic  and  traumatic. 

The  first , or  idiopathic , is  most  common  in  the  later  stages  of  the 
exanthemata,  and  may  occur  during  rheumatism  and  puerperal 
fever.  In  all  the  cases  I have  seen  there  has  been  more  of  serous 
infiltration  than  of  vascular  excitement.  It  occurs,  too,  from  the 
participation  of  the  orbital  tissues  in  surrounding  inflammatory 
action,  whether  on  the  surface,  such  as  erysipelas,  carbuncle, 
abscess,  &c.,  or  within  the  brain.  As  an  illustration  of  the  latter, 
the  rarer  condition,  may  be  mentioned  a case  recorded  by  Mr. 
Hamilton  in  the  Dublin  Journal  of  Medical  Science.  A man  had 
severe  pains  in  the  orbit,  temple,  and  side  of  the  head,  for  four  or 
five  days,  with  fever.  There  were  no  head  symptoms.  A few  days 
after,  the  orbital  tissues  and  appendages  became  inflamed,  and  the 
eyeball  was  pushed  downwards  and  outwards.  Yision  was  unin- 
fluenced. The  orbit  was  explored  twice  and  to  great  depths 
with  a scalpel,  in  the  hope  of  finding  pus,  but  with  no  effect.  In 
four  days  the  man  died.  His  vision  was  unaffected,  and  his  in- 
tellect was  clear,  to  within  a few  hours  of  his  dissolution.  An 
examination  showed  the  disease  to  be  a circumscribed  abscess  in 
the  anterior  lobe  of  the  brain,  and  the  orbit  to  be  merely  impli- 
cated in  inflammatory  action,  with  considerable  serous  effusion,  as 
an  effect. 

Pus  may  be  deposited  in  the  orbital  cavity,  within  or  without 
the  ocular  sheath. 

Whether  acute,  subacute,  or  chronic  suppuration  be  established, 
the  physical  characters  will  be  the  same.  The  rapid  symptoms 
of  protrusion,  the  accompanying  external  inflammation,  and  the 
bulging  of  the  orbital  portion  of  the  eyelid,  that  part  of  it  corre- 
sponding to  the  seat  of  the  inflammation,  reveal  most  unmistakably 
the  nature  of  the  case. 
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In  phlegmonic  inflammation,  pulsation  lias  been  felt,  as  from  an 
aneurism. 

Adhesion  of  the  ocular  tunic  is  spoken  of  at  page  107.  Immobility 
of  the  eyeball,  along  with  protrusion,  is  not  always  an  effect,  as  Dr. 
O’Ferrall  supposed.  Dr.  Mackenzie  met  with  prominence  and  a 
fixed  state  of  the  eyeball,  which  were  due  to  mere  effusion  within  the 
t ocular  tunic,  as  was  proved  by  evacuating  the  fluid,  when  the  pro- 
i minence  disappeared  and  the  movements  returned.  lie  remarks  in  con- 
nection with  this,  that  when  the  eyeball  is  protruded,  and  its  motions 
free,  the  cause  of  pressure  is  certainly  without  the  ocular  capsule. 

Periorbitis.  The  protrusion  here  is  slight,  but  the  cause  is  not 
obscure ; a little  investigation  will  disclose  it.  The  pain  occasioned 
by  pressure,  and  the  nightly  exacerbation  of  suffering,  assist  in  the 
diagnosis. 

Paralysis  of  the  orbital  muscles.  The  falling  forwards  of  the 
eyeball  from  this  cause,  ophthalmoplegia,  is  very  rare,  because  it 
' requires  not  only  that  the  muscles  supplied  by  the  third  pair  of 
nerves  should  be  paralyzed,  but  that  all  the  recti  should  lose  their 
power,  the  fourth  and  the  sixth  nerves  also  being  affected.  The 
diagnosis  of  the  protrusion,  which  is  not  very  marked,  is  at  once 
obvious.  The  eyeball  may  be  temporarily  replaced  by  pressure. 

The  second , or  traumatic , in  some  form  or  other,  is  common.  It  is 
produced  by  hemorrhage  in  the  orbit;  by  inflammation  of  the  orbital 
contents,  but  particularly  the  areolar  tissue ; by  external  injuries  to 
the  orbit  of  all  kinds ; by  inflammatory  action,  the  result  of  opera- 
tions about  the  orbit ; by  operations  on  the  eyeball  which  are 
attended  with  suppuration ; by  the  impaction  of  foreign  bodies  in 
the  orbit ; by  penetrating  wounds. 

The  diagnosis  is  generally  easy,  as  the  inflammatory  action  is 
marked. 


Orbital  diffuse  aneurism  may  be  specially  noticed.  The  slowness 
of  the  protrusion  of  the  eyeball  at  first,  followed  by  rapid  increase 
together  with  the  symptoms  of  vascular  disturbance,  or  on  the  other 
hand,  very  rapid  protrusion  from  the  first  with  such  symptoms,  will 
be  sufficiently  diagnostic.  This  is  treated  of  in  the  chapter  on 
“ Diseases  of  the  Orbit.” 


Emphysema , from  fracture  of  the  orbital  wall.  This  produces 
excessive  protrusion,  which  lasts  for  several  days.  The  subject  of 
the  escape  of  air  from  the  lacrymal  apparatus  is  further  considered 

m several  places  of  this  work,  the  references  to  which  will  be  found 
in  the  index. 

In  this  class  one  eye  only  is  affected,  except  when  the  protrusion 
is  irom  erysipelas  of  the  lace. 


186 


PROTRUSION  OF  THE  EYEBALL. 


In  the  chronic , the  causes  aro  not  always  manifest ; they  are  more 
numerous,  and  more  dissimilar.  While  many  are  intra-orbital, 
many  are  extra-orbital. 

Intra-orbital  causes.  Tumours.  Under  this  origin  of  protrusion 
are  included  tumours  of  all  kinds,  belonging  to  the  classes  cystic  and 
solid,  benign  and  malignant ; also  enlargement  of  the  lacrymal  gland 
from  several  forms  of  disease.  Any  one  of  these  may  thrust  out  the 
eyeball  to  a marked  degree,  especially  if  its  seat  be  deep  in  the  orbit, 
before  its  existence  as  a tumour  can  be  determined.  It  is  only  when  it 
has  acquired  a very  large  size,  except  it  be  in  front,  that  it  can  be  de- 
tected. The  nearer  it  is  to  the  margin  of  the  orbit,  the  sooner  can  it  be 
recognised.  An  enlarged  lacrymal  gland  is  not  as  readily  diagnosed, 
as  might  be  supposed,  from  its  proximity  to  the  edge  of  the  orbit. 

Disease  of  the  optic  nerve.  Bohm,  of  Berlin,  observed  in  the  body 
of  a young  man  who  died  of  phthisis,  a tumour  in  the  nerve,  just  a 
little  behind  the  sclerotica,  of  the  size  and  shape  of  an  olive,  and 
consisting  principally  of  thickened  neurilemma.  It  displaced  the 
eyeball  upwards  and  outwards,  and  had  nearly  destroyed  vision. 

The  symptom  that  would  point  to  implication  of  the  optic  nerve  is 
disturbance  of  sight.  Changes  in  the  optic  papilla  would  soon  be 
visible  with  the  ophthalmoscope. 

Excess  of  orbital  fat  sometimes  co-exists  with  an  excess  of  fat 
in  the  body,  and  protrudes  the  eyes.  Both  eyes  are  then  always 
affected.  I have  seen  some  very  marked  examples.  I believe  that 
it  may  exist  in  the  form  of  increase  of  fat,  apart  from  general 
obesity,  as  a diffuse  fatty  tumour.  The  fat  in  the  orbit  is  subject  to 
variations  in  quantity,  like  that  in  other  parts.  A man  who  is 
emaciated  always  has  sunken  eyes. 

Remarks.  It  is  the  size  of  the  tumour  which  first  causes  physical 
disturbance.  The  intra-orbital  organs  are  compressed.  The  optic 
nerve  may  withstand  the  effects  of  pressure  for  a long  time,  and  its 
function  remain  unaffected.  When  it  escapes  from  this,  stretching 
may  damage  it.  But  it  will  stand,  with  impunity,  much  elonga- 
tion. Pressure  on  the  fifth  nerve  causes  pain.  Pressure  on  the 
motor  nerves  affects  the  actions  of  the  orbital  muscles,  and  influences 
in  the  same  way  the  pupillary  movements.  Pressure  of  the  veins 
causes  congestion  of  the  eyelids,  and  of  the  conjunctiva,  and  oedema 
of  the  orbital  areolar  tissue. 

The  adaptation  of  the  orbital  contents  is  so  exact,  and  the  several 
parts  so  little  compressible,  that  any  addition  in  the  form  of  a 
growth  must  cause  ocular  displacement  in  the  one  direction  or  the 
other.  The  eyeball  being  the  least  capable  of  resisting  the  pressure, 
on  account  of  its  mobility,  quits  its  socket. 
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Protrusion  of  the  eyeball  is  seldom  directly  forwards,  except  in 
: dropsy  of  the  ocular  tunic.  In  lateral  displacement,  the  deviation  is 
i always  towards  the  side  opposite  to  the  tumour.  Sometimes  as  the 
result  of  pressure  there  is  distortion  of  the  orbital  walls,  or  removal  of 
a part  of  them,  by  caries,  or  by  progressive  absorption,  in  which  case 
1 new  symptoms  will  arise.  If  the  growth  should  enter  any  of  the 
^ cavities  around,  the  same  effects  may  ensue  as  if  it  originated  there. 

If  the  eyeball  continue  to  protrude,  there  arrives  a time  when  the 
l eyelids  can  no  longer  afford  the  proper  protection  to  it,  and  then 
| follow  the  symptoms  of  epiphora,  intolerance  to  light,  ulceration 
of  the  cornea,  inflammation,  or  perhaps  collapse,  from  loss  of  some 
of  the  contents. 

Extra-orbital  causes.  Protrusion  arising  from  pressure  external  to 
the  orbit  is  apt  to  be  overlooked,  unless  the  sources  from  whence  the 
pressure  may  arise  be  known.  The  position  of  the  orbit  exposes  it  to 
encroachment  on  all  sides.  Diseases  of  each  of  the  cavities  and 
sinuses  around  may  reduce  its  capacity,  and  displace  the  eyeball. 

I shall  speak  of  the  surrounding  regions  separately. 

The  most  common  of  the  diseases  which  produce  the  disturbance 
is  cancer.  Next  in  the  order  of  frequency  are  cystic  tumours,  solid 
tumours,  including  exostosis,  abscess. 

Morbid  changes  within  the  cranium.  The  most  common  example 
from  a cerebral  origin  is  to  be  found  in  chronic  hydrocephalus: 
the  roof  of  the  orbit  is  pressed  down  by  the  enlarged  brain,  and 
the  depth  of  the  cavity  much  lessened.  The  cause  is  at  once 
palpable. 

Cerebral  tumours  may  protrude  the  eyeball. 

Intercranial  aneurism  of  the  carotid  artery  is  a well-recognised  cause. 

Any  cerebral  disease  that  implicates  the  cavernous  sinus,  so  as  to 
interfere  with  the  flow  of  the  venous  blood  from  the  orbit,  will  cause 
protrusion. 

Other  changes  in  the  cranium  may  displace  the  eyeball,  as  the 
following  examples  show. 

A thief,  jumping  out  of  a window  to  escape  detection,  fractured 
his  skull  just  above  the  left  orbit ; probably  damaging  the  frontal 
sinus.  A portion  of  the  frontal  bone  which  was  loose,  was  removed  ; 
suppuration  ensued,  and  there  was  a discharge  of  pus  for  a year! 
The  eye  protruded  to  about  three-quarters  of  an  inch  beyond  its 
fellow,  and  was  in  that  state  when  I saw  the  man,  six  years  after  the 
accident.  Vision  was  unaffected. 

A young  nobleman  was  thrown  from  his  pony.  Concussion  of  the 
brain  was  produced,  and  was  followed  by  long-continued  cerebral 
.symptoms,  which  nearly  destroyed  life.  IIe  recovered  completely, 
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except  that  the  right  eyeball  protruded  slightly,  and  has  remained  so 
lor  thirty  years.  Vision  is  unaffected. 

Where  the  physical  cerebral  cause  is  not  objective,  headache,  loss 
of  memory,  fits,  partial  paralysis,  or  other  indication  of  lesion  in  the 
great  nervous  mass,  with  the  previous  history  of  the  ease,  will 
generally  determine  its  existence.  Some  subjective  symptom  is 
rarely  absent  where  there  is  sufficient  mechanical  change  in  the 
brain  or  its  membranes  to  displace  the  eyeball.  Very  large  tumours 
may  exist  in  the  head  without  affecting  the  eye. 

Frontal  sinus.  Distension  of  this  sinus  from  any  cause,  does  not 
necessarily  displace  the  eyeball.  For  such  an  effect  the  floor,  or 
upper  orbital  wall,  must  be  more  or  less  pushed  downwards. 

Maxillary  sinus.  This  is  the  seat  of  the  most  frequent  external 
cause  of  displacement,  for  it  is  often  diseased.  A tumour  of  any 
magnitude  here  can  scarcely  fail  to  throw  up  the  orbital  floor 
sufficiently  to  affect  the  eyeball,  and  such  could  rarely  be  mistaken. 
Distension  in  some  other  direction,  and  some  collateral  symptom, 
would  coexist  and  determine  the  form  of  the  disturbance.  It 
matters  not  what  may  be  the  kind  of  the  tumour,  whether  aneiuism 
by  anastomosis,  polypus,  or  other  soft  growths  of  a mild  nature, 
cancer,  fibrous  tumour,  simple  exostosis,  or  malignant  affection  of 
the  bones.  All  of  these  have  been  met  with.  Deposits  of  pus,  or  of 
serum  or  mucus,  might  have  the  same  effect,  if  the  collections  were 
large.  Suppuration,  however,  may  greatly  enlarge  the  sinus, 
which  in  the  natural  state  is  very  small,  without  throwing  up  the 
orbital  boundary.  I have  met  with  some  examples  of  this,  and  the 
most  remarkable  was  in  a patient  in  private,  submitted  to  me  for  an 
opinion  by  Mr.  William  Coulson.  The  orbital,  palatine,  and  nasal 
sides  did  not  bulge,  the  expansion  being  externally,  anteriorly,  and 
posteriorly.  An  aperture  was  made  through  the  distended  bone  in 
front,  and  when  the  pus  escaped,  so  great  was  the  cavity,  that  my 
forefinger  could  but  just  reach  the  back  wall. 

Perhaps  the  most  fertile  of  all  sources  of  disease  in  this  position, 
by  which  the  eyeball  is  affected,  arises  from  disease  of  the  tooth 
follicle  during  dentition,  and  of  the  tooth  cavity  in  after-life. 

Disease  of  the  sinus  may  proceed  so  far  as  to  destroy  the  floor  of 
the  orbit,  before  influencing  the  position  of  the  eyeball. 

Diseases  of  the  walls  of  the  sinus  may  affect  the  eyeball,  just  as 
those  of  the  antrum  itself. 

Nasal  fossa.  Nasal  tumours,  and  I allude  especially  to  polypi, 
and  suppuration  in  the  ethmoid  cells,  could  not  advance  and  injure 
the  orbit  without  detection.  A careful  examination  of  the  nose 
would  always  render  the  cause  apparent.  Obstruction  of  the  nasal* 
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duct  too,  would  surely  precede  sucli  intrusion.  In  treating  of  obstruc- 
tion of  this  conduit,  I shall  give  an  example  of  both  nostrils  being- 
blocked  up  by  polypi,  and  each  duct  temporarily  destroyed. 

A polypus  commenced  to  grow  in  the  middle  meatus  of  the  nose. 
It  penetrated  the  os  planum,  entered  the  orbit,  and  ultimately 
passed  to  the  outer  orbital  edge  and  protruded  the  eyeball  consi- 
derably, causing  destruction  of  it.  Somewhat  analogous  cases  are 
published. 

Several  instances  of  supposed  polypi  have  proved  to  be  but  parts 
of  tumours,  having  their  origin  elsewhere. 

Sphenoidal  sinus.  Notwithstanding  that  I cannot  advance  any 
instance  of  protrusion  of  the  eyeball  from  distention  of  this  sinus  by 
fluid,  the  possibility  ol  the  occurrence  should  be  remembered ; for 
the  anatomical  arrangement  of  the  parts  would  seem  readily  to 
admit  of  it. 

A fibrous  tumour,  originating  here  and  in  the  roof  of  the  nostril, 
besides  spreading  in  other  directions,  passed  under  the  temporal 
muscle,  and  entered  the  orbit  through  the  spheno-maxillary  fissure, 
and  protruded  the  eyeball.  The  upper  maxillary  bone  was  removed 
under  the  false  impression  of  the  disease  originating  there.  The 
case  is  published  in  the  “ Medico-Chirurgical  Transactions.” 

Virchow  records  an  instance  of  enlargement  of  half  of  the  sphenoid 
bone  protruding  the  eyeball. 


Temporal  and  zygomatic  fossa*.  An  exostosis  has  been  known  to 
grow  from  the  temporal  bone,  to  disarticulate  the  malar  and  the 
-superior  maxillary  bones  from  the  frontal,  and  to  project  into  the 
orbit,  dividing  it  into  two  compartments. 

An  encysted  tumour  that  had  its  origin  in  the  temporal  and 
zygomatic  fossa),  pressed  on  the  outer  wall  of  the  orbit,  and  dis- 
placed the  eyeball.  It  was  supposed  that  the  maxillary  ’sinus  was 
diseased.  Exploration  of  the  sinus  proved  the  mistake. 


Pharynx.  Even  from  this  region  the  orbit  has  been  affected,  by 
pressure  from  the  growth  of  polypi,  and  from  a fibrous  tumour. 

Tumours  arising  in  the  frontal  and  maxillary  sinuses,  and  in  the 
nasal  fossa),  can  generally  be  early  recognised  by  physical  changes  in 
the  natural  outlines  of  the  external  parts,  as  well  as  by  associated 
(alterations  m the  physiological  conditions  of  breathing  and  speak 
mg.  Vitiation  of  the  nasal  discharge  will  most  probably  occur 
Such  assistance  m diagnosis  cannot  be  got  when  the  other  parts 
around  the  orbits  are  involved.  1 ‘ 


!’a';e  luet ,'vith  in  a11  the  regions  around  the  eye, 
and  by  winch  the  orbit  has  been  affected.  ' 

Fibrous  tumour  on  the  fifth  nerve.  A man  had  protrusion  of  the 


190 


PROTRUSION  OF  THE  EYEBALL. 


eyeball,  produced,  it  was  supposed,  by  a nasal  polypus.  An 
ineffectual  attempt  to  remove  the  polypus  caused  inflammation  of 
the  brain,  and  death.  A fibrous  tumour  sprang  from  the  neuri- 
lemma of  the  second  division  of  the  fifth  nerve,  just  after  it  had  left 
the  skull.  It  had  five  lobes,  one  of  which  passed  into  the  orbit 
through  the  spheno-maxillary  fissure.  The  supposed  polypus  was  a 
part  Of  the  tumour.  (“Archives  Gfen.  de  Med.”) 

Position  of  the  eyeball  a means  of  determining  the  nature  and  the  situation 
of  the  cause  of  protrusion.  Theoretically  speaking,  and  in  the  absence 
of  any  peculiarity,  the  tumour  should  be  on  the  opposite  side  to  that 
in  which  the  eyeball  is  protruded.  Thus  a tumour  at  the  lower  wall 
of  the  orbit  would  be  expected  to  throw  the  eyeball  upwards,  and 
an  enlarged  lacrymal  gland  to  direct  it  downwards  and  inwards. 

In  estimating  the  value  of  physical  signs,  the  dissimilar  axes  of 
the  eyeball,  and  of  the  orbit,  demand  attention.  In  the  large  ma- 
jority of  cases  the  protrusion  has  a lateral  inclination  outwards. 

The  manner  in  which  the  eyeball  is  tied  by  the  oblique  muscles, 
and  the  anatomical  relations  of  the  optic  nerve,  will  influence  the 
direction  of  its  protrusion  when  the  pressure  is  posterior. 

Displacement  inwards  is  more  readily  effected  than  in  other 
directions. 

When  from  the  commencement  the  displacement  is  lateral  to  the 
axis  of  the  eyeball,  it  is  reasonable  to  presume  that  the  protruding 
force  is  also  lateral. 

Direct  protrusion  will,  in  general,  prove  the  most  embarrassing ; 
for  with  bony  and  other  growths  at  the  side  of  the  orbit,  within 
certain  limits  of  size,  and  situated  posteriorly,  the  eyeball  may  be 
pushed  forwards  without  any  lateral  displacement.  This,  I presume, 
must  be  attributed  to  the  mechanical  properties  of  the  fat  in  the 
orbit.  Yet  if  the  only  symptom  be  direct  protrusion,  until  further 
evidence  is  obtained,  the  cause  must  be  considered  to  be  seated  at 
the  back  of  the  orbit.  I will  not  say  the  apex,  for  that  is  a very  rare 
position  for  any  tumour  to  occupy. 

The  state  of  the  muscular  movements  of  the  eyeball  may  help  to 

elucidate  the  subject. 

As  a rule,  in  proportion  as  the  eyeball  protrudes,  is  its  mobility 


reduced.  _ .... 

When  there  is  restricted  movement  in  a given  direction,  it  is 

natural  to  infer  from  mechanical  principles,  that  there  is  an  obstacle 
at  such  a spot ; but  as  in  the  animal  economy  motion  is  developed 
through  nerve  force,  the  probability  of  the  loss  of  it  through 
paralysis  in  any  case  before  us,  lessens  the  value  of  such  indication. 
Yet  something  may  bo  gathered  from  the  ocular  movements.  They 
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may  be  almost  perfect  or  quite  lost.  Freedom  of  action  sliows  that 
there  is  no  adhesion  of  the  eyeball  to  the  ocular  tunic,  that  its 
muscles  are  healthy,  and  that  there  is  no  pressure  on  any  of  the 
nerves,  and  therefore  no  dense  tumour  at  the  apex  of  the  orbit,  and 
probably  no  solid  tumour  present. 

The  amount  of  protrusion  is  not  invariably  represented  by  the  size  of 
the  protruding  body.  There  is  no  definite  relation  between  them. 
This  is  a difficult  question,  and  has  connected  with  it  something 
beyond  the  mere  mechanical  pushing  of  a tumour.  See  how  the 
eyeball  protrudes  in  exophthalmic  goitre,  even  when  there  is  no 
change  in  the  orbital  tissues.  In  a case  of  medullary  cancer  of  the 
orbit,  the  eyeball  protruded  but  little,  although  it  was  not  involved 
in  the  disease.  Xet  I was  amazed  at  the  mass  of  cancer  that  I took 
away.  It  seemed  enough  to  fill  the  orbit  by  itself. 

The  growth  of  a tumour  does  not  necessarily  increase  the  protrusion. 
It  surely  will  if  the  tumour  be  seated  behind  the  eyeball ; but  if 
it  be  in  front  of  it,  an  increase  may  only  press  forwards  the  ocular 
appendages,  push  aside  the  eyeball,  and  impair  its  movements. 

It  is  probable  that  after  the  protrusion  has  reached  a certain 
degree,  variable  according  to  the  form  of  the  eye  of  the  individual, 
the  action  of  the  orbicularis  may  tend  to  produce  further  dis- 
placement. 

The  effect  of  pressure  on  the  eyeball , in  reducing  the  protrusion, 
indicates  its  cause  somewhat  negatively.  If  the  eyeball  return  to  the. 
protruded  state  in  a marked  manner,  after  having  been  pushed  back, 
there  can  be  no  tumour.  Disease  of  the  local  vascular  system  may 
be  strongly  suspected,  if  in  a case  of  this  nature  the  protrusion  be 
affected  by  position  of  the  head,  such  as  stooping,  or  lying,  and 
above  all,  if  the  protrusion  lessen  when  the  circulation  of  the  carotid 
artery  of  the  same  side  is  stopped  by  pressure. 

Certain  alterations  in  the  accommodation  of  the  protruded  eye  have 
been  said  to  possess  valuable  indications.  The  theory  is  that  the 
sight  will  be  made  long  or  short,  according  as  the  eye  is  affected  in 
i s anteroposterior  or  lateral  diameter,  and  as  the  one  or  the  other  of 
these  prevails  it  is  to  be  assumed  that  the  tumour-  presses  at  the  side 
of  the  eyeball,  or  behind  it.  This  is  fallacious.  An  effect  on  sight 
is  never  o this  nature.  It  is  that  of  impairment,  loss  of  acutenesf. 

With  the  greatest  protrusion  the  pupil  may  he  natural;  but  in  any 
ease  it  may  he  dilated  and  moveable,  dilated  and  fixed,  or  of  its  natural 
size  and  motionless.  I am  not  aware  that  any  practikl  Meat/" 
he  gathered  from  any  acquired  forms. 

The  state  of  vision  is  seldom  interfered  with  in  direct  protrusion  even 
when  one  eye  only  is  affected,  but  with  the  least  los/of  pZ’eZ) 
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in  any  direction,  it  may  be  double.  To  determine  the  position  of 
tlie  second  image,  is  often  to  discover  the  site  of  the  pressure.  Itules 
for  doing  this  are  given  in  the  chapter  on  “ Paralytic  Affections 
of  tiie  Eye.” 

Impairment  of  sight,  with  Hashes,  stars,  and  coruscations,  is  very 
common  in  protruded  eyes,  as  the  effect  of  pressure  on  the  eyeball 
and  on  the  optic  nerve.  Ophthalmoscopic  evidence  of  such,  has  its 
value  in  diagnosis. 

It  is  evident  that  attention,  care,  and  perception  are  required 
in  forming  an  accurate  diagnosis  respecting  the  disturbance  of  the 
beautiful  balance  of  the  eye  in  the  orbit.  There  is  enough  to  test 
the  knowledge  of  a well-educated  surgeon.  Nothing  in  the  way  of 
concurring  circumstances  should  be  omitted  in  the  investigation. 
The  history  may  be  important.  It  is  of  consequence  whether  the 
protrusion  have  been  quick  or  slow.  The  condition  of  the  circulation, 
the  healthiness  of  the  orbital  tissues,  the  presence  or  absence  of  any 
of  the  evidences  of  inflammation,  are  all  to  be  taken  into  account. 
The  protrusion  may  be  the  result  of  inflammatory  change,  an  effect 
of  some  diseased  action  without  the  orbit,  and  so  far  secondary  or 
indirect.  The  examination  should  be  extended  beyond  the  mere 
orbital  region. 

Several  cases  are  recorded  of  obscure  protrusion  of  the  eyeball,  in 
which  the  nature  of  the  affection  was  referred  to  a definite  cause, 
.merely  because  the  protrusion  was  lost  when  certain  drugs  were 
used  or - certain  applications  employed.  Diagnosis  made  in  such  a 
manner  is  literally  worth  nothing.  Except  there  be  some  demon- 
strable evidence  of  the  nature  of  a disease,  the  result  of  no  case 
should  be  used  to  illustrate  a pathological  fact. 

There  are  states  of  protrusion  that  cannot  be  diagnosed.  In  spite  of 
all  examination,  and  of  all  assistance  rendered  by  optical  appliances, 
including  the  ophthalmoscope,  and  optical  tests,  and  the  help  that 
the  ear  gets  from  the  stethoscope,  our  diagnosis  may  fail.  Many 
skilful  surgeons  saw  a patient  whose  history  I shall  give,  and  could 
make  out  nothing  of  her  affection. 

A healthy  girl,  twelve  years  old,  applied  at  the  C.  L.  0.  Hospital, 
with  her  eyeball  almost  out  of  its  orbit.  In  the  sketch,  Fig.  57,  the 
eyelids  are  a little  retracted,  to  give  a more  adequate  idea  of  the 
distance  between  the  cornea  and  the  orbit. 

The  movements  were  in  concert  with  those  of  its  fellow,  which 
was  natural,  and  rather  retracted  than  prominent.  Great  pains  were 
taken  to  test  the  power  of  vision,  which  proved  to  be  perfect.  The 
most  careful  examination  failed  in  detecting  any  other  symptom 
than  the  prominence,  which  had  commenced  a year  before,  and 
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gradually  progressed.  Mercury  was  tried,  but  iu  vain,  and  no 
success  attended  the  use  of  iron  and  other  tonics.  Slight  pressure 
was  adopted,  and  at  first  seemed  beneficial,  but  ultimately  proved 
inefficient;  for  in  a day  or  two  after  remitting  it,  the  protrusion 
became  as  marked  as  before. 

If  there  be  a state  justifying  the  suspicion  of  considerable  increase 
of  the  orbital  fat,  unattended  with  changes  in  the  vascular,  nervous, 
or  motor  apparatus  of  the  eye,  surely  it  is  illustrated  here.  Any 
dense  substance  at  the  apex  of  the  orbit,  large  enough  to  protrude 
the  eyeball  in  such  a manner,  would,  I presume,  derange  some  of 
those  structures  that  are  so  close  to  each  other  in  that  situation, 
and  produce  corresponding  effects.  I regarded  the  disease  as  a diffuse 
fatty  tumour. 


Fro.  57. 


Another  remarkable,  and  perhaps  unique,  case  of  protrusion,  is 
related  by  Dr.  Mackenzie.  A man  discovered  that  when  he  stooped 
forwards,  if  only  for  a few  minutes,  he  had  a sensation  as  if  some- 
thing were  pressing  above  his  right  eye,  which  immediately  began  to 
protrude,  and  when  the  head  was  raised  the  protrusion  was  very 
striking,  and  he  then  saw  indistinctly.  The  eye  soon  began  to 
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retire,  and  in  a few  minutes  righted  itself.  There  was  not  any 
loss  of  muscular  power  when  it  had  regained  the  natural  position, 
even  when  it  was  displaced  it  could  bo  moved.  The  iris  acted 
naturally.  He  complained  of  considerable  pain  in  the  orbit,  which 
was  removed  by  bleeding  and  purging.  The  peculiarity  had  existed 
for  five  years,  and  commenced  after  carrying  a heavy  load  on  the  : 

back.  M.  Demarquay  cites  this  case  as  one  of  dropsy  of  the  ocular 
tunic. 

Distinction  between  protrusion  of  the  eyeball  and  enlargement  of  the 
same.  A protruded  eyeball  is  frequently  mistaken  for  an  enlarged 
one,  an  error  very  excusable  in  the  inexperienced. 

Congenital  enlargement  has  been  met  with,  although  very  rarely. 

I have  seen  only  two  instances,  in  which,  while  the  proportions 
of  all  the  structures  remained  the  same,  the  absolute  enlargement  of 
the  organ  was  apparent. 

Enlargement  from  disease  always  carries  the  evidence  of  diseased 
action  in  some  of  the  ocular  tissues,  if  not  in  all.  Physical  changes 
are  perceptible  in  the  form  of  the  cornea,  or  in  the  increased  size 
of  the  chambers  of  the  eye  from  greater  aqueous  secretion,  or  in  the 
altered  plane  of  the  iris,  or  in  the  bulging  and  bluish  tint  of  the 
sclerotica. 

It  may  be  received  as  evidence  of  enlargement,  if,  in  addition  to 
any  of  the  above  symptoms,  the  eyelids  cannot  be  readily  closed 
with  the  fingers. 

All  intra-ocular  tumours  that  enlarge  the  eyeball,  will  give  the 
appearance  of  prominence  as  well. 

With  slight  protrusion,  the  eyelids  can  be  readily  closed  with  the 
fingers,  and  gentle  pressure  on  the  eyeball  suffices  to  return  it  tem- 
porarily to  the  orbit. 

Dr.  J.  O’Beirne,  of  Dublin,  has  written  on  the  diagnosis  of  these  j 
two  states  in  .vol.  xviii.  of  the  Dublin  Journal,  and  the  conclusion 
he  arrives  at  is  that,  in  protrusion,  without  distinction  of  causes,  \ 
the  upper  eyelid  covers  the  eyeball,  and  hangs  down  lower  than 
usual,  and  is  more  or  less  paralytic  and  puffed,  with  its  surface  I 
generally  of  a dusky  red  colour,  and  traversed  by  large  veins.  ; 
In  enlargement,  the  eyeball  is  considerably  uncovered,  and  pre-  \ 
sents  a staring  appearance,  while  the  upper  eyelid  is  pushed  s 
forward  and  retained  in  that  position,  but  is  in  other  respects  un- 
changed. 

Shortening  of  the  eyelids,  and  especially  of  the  upper,  from 
any  cause,  the  contraction  after  an  abscess  is  the  most  common, 
sometimes  makes  the  eyeball  appear  to  protrude  at  the  inner 
canthns. 


PROTRUSION  CONSIDERED  IN  A DIAGNOSTIC  POINT  OF  VIEW.  195 

Tumours  passing  from  the  cranial  cavity  to  the  orbit.  The  progress 
of  a tumour  from  the  interior  of  the  skull  to  the  orbit  is  not  re- 
markable. It  is,  as  regards  the  pathological  process,  whether  the 
tumour  is  malignant  or  not,  just  the  same  as  when  it  passes  from 
the  orbit  to  the  skull.  But  for  the  brain  and  its  membranes  to 
enter  the  orbit  and  form  a hernia  cerebri,  is  a very  remarkable 
occurrence.  Such  cases  have  been  collected  by  Demarquay, 

A child,  five  years  old,  was  shown  at  the  seance  of  the  Societe  de 
Cliirurgie,  in  1858,  by  M.  Guersant,  with  a tumour  at  the  inner 
canthus,  of  the  size  of  a cobnut,  in  which  it  was  easy  to  recognise 
pidsations  synchronous  with  those  of  the  arteries.  It  was  the 
opinion  of  the  exhibitor,  and  of  those  present,  that  it  was  formed 
by  the  membranes  of  the  brain  protruding  through  the  fronto- 
ethmoidal  suture.  Some  of  the  members  thought,  besides,  that  brain 
substance  also  was  present. 

In  a case  related  by  M.  Lyon,  there  was  an  encephalocele  at  the 
inner  angle  of  each  eye,  presenting  the  appearance  as  if  each 
lacrymal  sac  was  extremely  dilated. 

Ilichoux  has  seen  a hernia  cerebri  at  the  outer  angle  of  the 
right  eye. 

M.  Breslau,  of  Munich,  has  seen  a hernia  at  the  inner  angle  of 
the  left  eye. 

That  such  a tumour  sometimes  passes  through  the  sphenoidal 
fissure,  is  demonstrated  by  a preparation  in  the  Museum  of  Bonn. 

In  the  absence  of  any  pathological  particulars  of  these  cases,  I 
conclude  that  all  of  them  originated  in  congenital  malforma- 
tions. 

llydaticl  invasion  of  the  orbit  from  the  skull , deserves  to  be  men- 
tioned. Jean-Louis  Petit  gives  a case.  A tumour  at  the  inner 
orbital  angle  protruded  the  eyeball  nearly  an  inch.  The  subjective 
symptoms  were  headache  and  giddiness.  The  tumour  was  opened 
by  caustic,  and  a reddish  fluid  escaped.  The  eye  returned  to  its 
position.  When  the  eschar  separated,  a cyst  bulged,  and  was 
opened  with  a lancet.  The  same  kind  of  discharge  as  before 
came  out.  Two  days  after,  a third  cyst  was  observed,  and  was 
punctured.  The  eye  became  everted,  and  again  projected.  Head 
symptoms  and  fever  set  in.  The  patient  became  comatose  and 
died.  An  examination  was  made.  Three  hydatids  were  found, 
each  as  large  as  a walnut.  One  was  in  the  orbit ; a second  was  half 
in  the  orbit  and  half  in  the  skull ; a third  was  lying  between  the 
dura  mater  and  the  brain. 

Another  case  may  be  quoted.  It  is  from  an  old  German  journal. 

p 2 
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I here  was  a hydatid  m the  skull  between  the  dura  mater  and  the 
bone.  It  extended  through  the  substance  of  the  brain  and  entered 
the  orbit  by  the  sphenoidal  fissure.  It  was  about  the  width  of  a 
finger.  . 

It  does  not  appear  that  vascular  tumours,  those  strictly  so-called, 
erectile  tumours,  or  aneurisms  of  any  form,  have  penetrated  the  orbit 
from  any  neighbouring  cavity. 


CHAPTER  X. 


ERECTILE  OR  VASCULAR  TUMOURS  IN  ASSOCIATION  WITH 

THE  EYE. 

CAPILLARY  VASCULAR  TUMOUR,  OR  N2EVUS  MATERNUS  VENOUS 

VASCULAR,  OR  CAVERNOUS  TUMOUR  LYMPHATIC  CAVERNOUS 

VASCULAR  TUMOUR ARTERIAL  ERECTILE  TUMOUR,  OR  ANEURISM 

BY  ANASTOMOSIS. 


N2EVUS  MATERNUS. 

All  these  tumours  possess  the  property  of  becoming  more  or  less 
erectile.  They  are  essentially  made  up,  either  of  extra-developed 
natural  blood-vessels  of  the  spot  where  they  occur,  or  of  new  vessels, 
tied  together  by  a little  intermediate  areolar  tissue. 

Surgically  considered , ncevi  may  be  artificially  divided  into  tico  classes, 
the  cutaneous,  and  the  subcutaneous. 

The  cutaneous  is  a tumour,  either  not  rising  above  the  skin,  or 
standing  out  in  relief.  It  has  a conglomerate  form,  or  is  irregular  in 
outline,  and  may  be  even  stellate  or  spider-like,  that  is,  with  a small 
centre,  and  vessels  branching  off  in  many  directions,  and  decreasing 
in  sue  till  they  are  lost.  It  may  vary  temporarily  in  size,  accord- 
ingly as  it  is  distended  with  blood  or  not ; in  a passive  state  being 
somewhat  flaccid ; in  an  active,  being  plump  and  shining.  In  other 
words,  it  occasionally  gets  erectile.  These  internal  changes  are  best 
seen  in  a child  when  it  cries,  and  for  a short  time  afterwards.  It  varies 
in  colour,  and  is  spoken  of  as  being  arterial  or  venous.  The  predomi- 
nance of  the  one  or  of  the  other  set  of  vessels  would  have  much  to  do 
with  the  colour.  The  position  in  the  skin,  too,  will  generally  have  its 
influence ; the  more  superficial  it  is,  the  brighter.  The  state  of  the 
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circulation  also  would  have  an  effect ; the  .greater  the  activity,  the 
greater  tho  brightness. 

The  structure  is  made  up  of  a network  of  dilated,  tortuous,  and 
convoluted  blood-vessels  of  the  cutaneous  papilla).  A healthy 
papilla  has  but  a single  convoluted  vessel. 

The  subcutaneous  is  a tumour  with  less  surface  definition  than  the 
other.  It  is  lobulated  and  round,  or  oval,  or  disk-shaped,  of  a light 
blue  tint,  or  colourless,  according  to  its  depth.  Its  structure  is  so 
like  erectile  tissue,  that  it  is  almost  impossible  to  tell  it  from  the 
corpus  cavernosum  penis,  being  made  up  of  dilated  blood-vessels 
with  fibrous  septa.  The  vessels  in  which  the  disease  originates,  are 
the  deep  ones  of  the  derma ; those  of  the  sebaceous  cysts,  of  the  hair 
follicles,  aud  of  the  subcutaneous  fat  globules.  In  my  last  edition  I 
spoke  more  in  detail  on  this  matter,  and  recorded  some  valuable 
dissections  made  by  Mr.  Birkett  and  others.  Additional  dissec- 
tions are  given  in  Mr.  Paget’s  valuable  “ Lectures  on  Surgical 
.Pathology,”  edited  by  Turner.  It  is  there  stated  that  the  arteries 
appear  to  pass  into  the  vascular  mass  from  the  under  surface  of 
the  skin,  and  that  veins  radiate  from  it  of  larger  size  and  more 
numerous  than  they,  but  scarcely  exceeding  the  proportions  of  the 
normal  cutaneous  veins  and  arteries.  It  is  important  in  a surgical 
point  of  view  to  know,  that  if  there  be  dilatation  of  the  arteries,  or 
of  the  veins,  around  the  well-defined  examples  of  the  tumour,  it  is 
only  just  before  the  former  enter  the  tumour,  and  only  directly  after 
the  latter  leave  it.  I shall  allude  to  this  again  further  on.  Where 
there  is  no  clearly  defined  tumour,  the  mass  being  diffuse,  any  dila- 
tation is  gradually  lost. 

It  may  be  incorporated  with  the  skin  in  different  degrees,  or  have 
no  connection  with  it,  being  entirely  beneath.  The  latter  state 
is  not  common  about  the  eye. 

When  very  deep,  it  seems  to  be  in  all  external  respects  like  a 
common  fatty  tumour,  and  then  its  true  nature  may  be  so  obscure  as 
to  be  overlooked.  Some  of  our  best  surgeons  have  been  deceived, 
and  have  recorded  their  mistakes. 

When. pressure  is  applied,  the  tumour  is  more  or  less  emptied,  and 
when  the  pressure  is  remitted,  it  refils. 

The  two  classes  are  often  united,  a fact  which  points  out  their 
similarity  in  nature.  A siugical  recognition  of  this  will  be  noticed 
under  the  head  of  treatment.  Indeed  in  a pathological  sense,  the 
simple  dilatation  of  the  cutaneous  blood-vessels  without  swelling, 
which  form  a kind  of  port-wine  spot  or  coloured  stain,  and  the 
ngevi  of  both  classes,  are  the  same  kind  of  disease,  with  a little 
difference  in  character,  from  further  morbid  alterations,  together 
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with  certain  degenerations,  incidental  to  duration  and  position.  But 
development  is  a subject  I must  not  consider. 

Most  nsevi  are  congenital.  Sometimes  they  appear  after  birth, 
even  as  late  as  manhood. 

Ntevi  do  not  pulsate.  For  arterial  thrill  to  be  present,  there  must 
coexist  arterial  disease. 

Treatment  of  the  cutaneous  class.  This  form  of  nsevus  has  a tendency 
to  decline,  especially  when  it  is  seated  on  the  neck,  or  on  the  trunk. 
The  supply  of  blood  that  is  requisite  for  its  maintenance  is  apt  to 
diminish,  the  nsevus  tissue  contracts,  the  disease  is  cured,  and  only  a 
cicatrix  remains.  Some  surgeons  rely  very  much  upon  this  natural 
coiu’se,  and  recommend  no  treatment ; but  it  should  be  remembered 
that  increase  is  apt  to  take  place  when  the  tumour  is  seated  upon 
mucous  membrane,  or  contiguous  to  it ; or,  when  near  to  arterial 


Fig.  58. 


branches.  Also,  that  there  is  always  some  danger  of  bleeding’  from 
accidental  wounding.  A nsevus,  too,  is  apt  to  inflame  from  injury 
or  disease,  whereby  ulceration  may  ensue,  which  rarely  heals  in  a 
sound  manner.  My  own  course  of  proceeding  is  unhesitatingly  to 
adopt  treatment  where  the  nsevus,  however  small,  shows  any  signs  of 
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inciease ; and  this,  knowing  that  the  enlargement  may  he  only 
temporary.  Activity  and  increase  may  set  in  many  years  after  a 
movus  lias  heen  stationary.  If  at  any  time  surgical  proceedings  he 
delayed  in  a case  for  the  sake  of  watching,  the  slightest  perceptible 
augmentation  should  he  the  signal  for  acting.  But  when  time  is 
thus  allowed,  there  may  he  deep  spreading,  without  external  evi- 
dence ot  the  extension  of  the  disease.  Naivi  about  the  eye,  and  its 
immediate  vicinity,  in  consequence  of  the  mechanical  derangement 
they  may  cause  to  the  eye,  independently  of  ordinary  evils,  require 
a strictness  of  attention  scarcely  demanded  in  any  other  part  of 
the  body. 

This  argument  may  be  advanced  about  an  early  operation.  In 
an  infant  a nasvus  is  at  its  least  size,  and  is  then  easier  to  get  rid  of. 
There  is  less  to  do,  the  operation  is  less  severe,  and  the  result  is 
the  more  perfect.  All  this  is  important  to  be  recognised,  as  nsevus 
tissue  is  the  most  difficult  of  all  tissues  to  destroy,  and  the  period 
of  its  most  active  growth  is  childhood. 

A very  remarkable  congenital  nsevus  in  a man,  forty  years  old,  is 
represented  in  the  annexed  figure.  It  was  at  first  a mere  dot  upon 
the  brow,  and  the  increase  had  been  very  slow.  It  was  raised  about 
three-quarters  of  an  inch  throughout  its  entire  extent,  was  dark  blue, 
apparently  filled  with  venous  blood,  dense,  and  cold.  It  did  not 
admit  of  much  reduction  in  bulk,  or  in  colour,  from  pressure.  It 
was  subject  to  periodic  pains. 

The  methods  of  cure  by  art  consist  in  the  destruction  of  the 
nsevus  tissue  by  adhesion  and  consolidation,  by  burning,  by  extirpa- 
tion, by  escharotics,  by  injection,  by  strangulation  and  sloughing. 

There  should,  always  be  an  endeavour  to  effect  the  removal  of  the  disease 
with  the  least  subsequent  deformity,  and  with  the  slightest  disturbance  or 
destruction  of  the  surrounding  parts. 

It  is  an  advantage  to  possess  several  resources  of  treatment, 
for  the  better  adaptation  of  means  to  the  many  conditions  met 
with. 

The  most  simple  measure  is  that  of  pressure , but  its  use  must  be 
restricted  to  localities  that  will  allow  of  counter-pressure,  by  an 
opposing  surface.  A metallic  spring,  after  the  manner  of  a truss, 
is  best,  by  which  bandages  are  superseded.  But  pressure  may 
irritate,  and  eventually  augment  the  growth,  instead  of  effecting  a 
cure ; moreover,  it  can  never  be  thoroughly  relied  upon  in  well- 
marked  instances.  It  always  requires  long  perseverance,  is  trouble- 
some in  application,  and  irksome  and  annoying  to  the  patient.  Its 
trial  is  admissible  only  in  a small  naivns  of  the  stellate  form,  when 
the  slightest  scar  is  objected  to.  Combined  with  the  breaking  up 
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of  the  interior  of  the  tumour  with  a needle,  through  one  place  of 
puncture,  it  may  be  more  effectual. 

The  seton  is  followed  by  less  scarring  than  any  other  surgical 
measure  by  which  the  surface  is  broken.  It  is,  however,  uncertain, 
but  its  failure  is  unattended  with  any  disadvantage,  save  disappoint- 
ment, while  it  does  not  render  the  mevus  at  all  less  fit  for  other 
treatment.  Threads  of  various  materials  and  size,  are  passed  by  a 
needle  in  several  directions,  and  at  different  depths.  They  may  be 
charged  with  irritant  fluids,  such  as  a solution  of  lunar  caustic, 
or  of  caustic  potash,  or  the  tincture  of  the  perchloride  of  iron,  or 
croton  oil,  or  the  tincture  of  cantharides.  As  a precaution  against 
haemorrhage,  the  seton  should  fill  the  wound  made  for  it.  I should 
not  resold  to  it  except  for  a small  tumour.  Should  it  be  applied  to  a 
large  one,  the  threads  must  be  so  passed  in  all  directions,  as  to  leave 
but  very  small  interspaces. 

I subjoin  an  example  of  the  practice  in  the  infant  daughter  of  a 
physician.  The  child  was  born  with  a nsevus  at  the  inner  angle  of 
the  eye,  not  larger  than  a pin’s  head.  In  six  weeks  it  had  acquired 
the  size  of  a bean.  Twisted  threads,  which  had  been  moistened  in  a 
solution  of  caustic  potash,  were  passed  into  it,  in  several  directions, 
with  a curved  needle,  and  retained  for  three  days.  Slight  inflamma- 
tion was  excited,  a healthy  eschar  formed,  and  the  naevus  was  cured. 
Neither  contraction  of  surrounding  skin,  nor  of  the  cartilage  of  the 
eyelid,  followed.  The  lacrymal  sac  was  uninjured,  and  the  scar  is 
: just  perceptible,  as  the  figure  indicates. 


Fig.  59. 


Very  slight  degree  of  contraction  of  the  soft  parts  at  the  internal 
angle  of  the  eye  would  have  drawn  the  puncta  lacrymalia  away  from 
the  eyeball,  and  might,  if  considerable,  have  been  injurious  to  the 
lacrymal  sac. 

Intense  cold  is  an  agent  that  has  of  late  been  much  spoken  of  and 
advocated.  I have  given  the  method  a full  trial,  and  cannot  recom- 
mend it.  With  much  care  I have  persisted  with  it  in  individual 
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instances  of  growing  noovi ; I have  applied  it  as  often  as  twenty 
times,  on  each,  occasion  the  surface  being  frozen,  and  never  have  I 
been  able  to  arrest  the  increase. 

A plan  of  cutting  and  searing  nccvi  by  means  of  a piece  of  platinum 
wire  made  red-hot  by  a galvanic  current , lias  been  applied  by  Mr. 
Marshall,  The  application  of  heat,  produced  by  ordinary  means, 
has  long  been  practised.  M.  Carron  du  Yillards  passed  long  pins 
through  the  greatest  diameter  of  the  tumour,  bent  them  till  their 
extremities  met,  united  them  by  a metallic  knot,  and  then  applied 
the  flame  of  a candle  to  the  pins  till  they  were  of  a white  heat, 
moistening  the  tumour  during  the  while  with  oil;  a practice  together 
with  the  actual  cautery  of  M.  Cloquet,  not  likely  to  be  generally 
followed  in  England.  Puncture  with  red-hot  needles  is,  how- 
ever, recommended  and  practised  by  some  English  and  American 
surgeons.  Troublesome  suppuration  and  contraction  often  ensue. 

Removal  by  extirpation  is  of  old  date ; it  is  somewhat  dangerous, 
from  haemorrhage,  and  not  lightly  to  be  undertaken.  It  should  not 
be  practised  in  small  nsevi,  on  account  of  the  unnecessary  sacrifice  of 
healthy  tissue,  to  say  nothing  of  the  haemorrhage.  Allan  Bums,  in 
his  “ Surgical  Anatomy  of  the  Head  and  Neck,”  gives  an  instance 
of  a cutaneous  naevus  that  he  extirpated  from  the  eye,  temple,  and  side 
of  the  face,  in  a middle-aged  man.  A part  of  the  upper  eyelid,  and 
the  outer  part  of  the  eyeball,  including  the  conjunctiva  and  the 
sclerotica,  were  involved.  The  operation  was  undertaken  because  of 
the  growth  increasing,  especially  in  its  ocular  portion,  and  threatening 
to  obscure  the  eye,  and  also  the  patient’s  anxious  desire  to  be  relieved 
of  it.  A very  tedious  and  intricate  dissection  was  required ; the 
tumour  dipped  in  and  formed  attachments  that  could  not  be  foretold. 
Success  ensued,  and  the  only  resulting  inconvenience  was  some 
alteration  in  the  position  of  the  upper  eyelid,  in  consequence  of 
adhesion  to  the  eyeball  and  restriction  of  its  movement. 

Should  a surgeon  be  induced  to  extirpate  a large  nsevus,  he  must 
cut  beyond  the  diseased  mass,  and  not  into  it,  because  of  then  being 
able  the  better  to  control  the  bleeding. 

Vaccination  has  occasionally  succeeded , as  has  every  other  irritant 
treatment  that  has  been  tried  ; but  I have  seen  it  cause  very  rapid 
increase  in  several  cases.  It  would  seem  to  be  most  applicable 
where  a single  pustule  would  circumscribe  the  nsevus.  The  late  Dr. 
Gregory,  of  the  Small-pox  Hospital,  who  tried  it  most  extensively, 
told  me  that  from  the  frequent  failures  he  had  ceased  to  employ  it. 

JEscharotics  form  a very  powerful  and  efficient  class  of  remedies , and 
are  frequently  used.  Potassa  caustica  and  nitric  acid  are  to  be 
preferred.  The  surrounding  parts  should  be  protected  by  plaster,  or 
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substances  that  will  neutralize  these  chemical  agents.  I never  use 
he  potash  on  the  face  or  any  exposed  part,  on  account  of  the 
[liability  of  sloughing  beyond  the  extent  ot  surface  touched.  I 
have  already  alluded  to  this  drug  in  the  treatment  of  caries  of  the 
orbit,  and  the  remarks  apply  here  also.  The  “Potassa  c.  calce  is 
not  open  to  this  objection  ; it  is  far  more  manageable,  and  does  not 
deliquesce  so  quickly ; indeed,  it  might  be  called  a safe  application, 
i I have  not  myself  employed  it  in  these  cases. 

During  the  several  years  of  my  pupilage  to  Sir  W.  Lawrence,  he 
employed  nitric  acid  in  the  treatment  ot  all  cases  of  cutaneous  noovi, 
applying  it  by  means  ot  a little  mop  ot  lint,  tied  on  a stick,  a plan 
i generally  adopted  at  St.  Bartholomew’s  Hospital  during  the  time  of 
my  connection  there.  In  this  way  I destroyed  the  largest  cutaneous 
nise vus  I ever  saw.  The  late  Mr.  Hey,  and  myself,  were  summoned 
to  a gentleman’s  seat,  in  Yorkshire,  to  treat  a nsevus  on  the  leg  of  a 
[ child  three  months  old.  It  seemed  cutaneous,  was  mottled  red  and 
purple,  raised  about  half  an  inch  from  the  surface,  and  occupied 
! rather  more  than  the  central  third  of  the  leg,  very  nearly  encircling 
it,  a thin  strip  of  integument  at  the  back  being  sound.  At  birth,  it 
was  the  size  of  a five-shilling  piece,  and  till  the  child  was  a month 
old,  it  was  nearly  level  with  the  skin,  and  had  not  spread.  A single 
application  of  the  acid  sufficed.  The  whole  of  the  eschar  did  not 
i separate  till  the  expiration  of  three  months.  I have  by  this  method 
[ treated  very  many  small  naevi  on  the  eyelids,  and  with  the  best 
result.  I usually,  however,  apply  the  acid  with  a glass  rod,  more  or 
less  pointed.  The  noevus  should  be  touched  with  the  acid  till  it  is 
li  charred.  After  the  eschar  separates,  any  parts  which  have  not  been 
destroyed,  should  be  re-touched.  It  is  generally  about  the  edge  of 
the  naevus  that  the  re-application  is  required.  The  strongest  acid 
which  is  made  should  be  used. 

The  acid  in  combination  with  mercury  is  a better  agent,  as  it 
penetrates  more  readily,  and  is  more  manageable.  Mr.  Startin,  to 
whom  I am  indebted  for  many  practical  hints  in  surgery,  gave  me 
this  formula  for  it : 

Hydrargyrum,  5j. 

Acidura  Nitricum,  sp.  gr.  1-40,  5ij. 

The  acid  treatment  is  the  most  certain  and  least  irritating,  and 
the  least  disfiguring  of  any  that  involves  removal  of  surface.  It  is 
admirably  adapted  for  the  very  superficial  naevi,  and  for  those  that 
are  very  irregular  in  outline. 

The  injecting  of  irritant  fluids.  This  was  introduced  by  the  late 
Mr.  Lloyd.  His  method  was  to  puncture  the  integument  at  some 
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distance  from  the  tumour,  introduce  the  nozzle  of  a syringe,  and 
inject  tlie  fluid.  Some  of  the  objections,  such  as  the  risk  of  extra- 
vasation of  the  fluid,  and  the  liability  to  extensive  and  violent 
inflammation  and  sloughing,  which  would  be  especially  dangerous  in 
the  vicinity  of  the  eye,  have  been  in  a considerable  degree  obviated  by 

the  employment  of  more  delicate  instruments, 
one  of  which  is  a screw  syringe,  an  appliance  that 
secures  the  utmost  precision  as  to  the  quantity  of 
the  agent  used,  and  the  direction  in  which  it  is 
thrown,  and  by  the  employment  of  fluids  such 
as  solutions  of  perchloride  of  iron,  and  of  tannic 
acid,  which  are  not  merely  irritants,  but  at  once 
coagulate  the  blood.  Thus  modified,  this  treat- 
ment has  of  late  years  been  extensively  tried. 
Fig.  60,  shows  the  instrument.  On  the  one 

Qside  is  a stilette  for  cleaning  the  tube  in  the 

syringe.  On  the  other,  a spare  tube  with  a 
stilette  in  it.  But  this  practice  is  almost  inap- 
plicable for  this  form  of  naevus.  I have  never 
resorted  to  it,  although  it  is  very  valuable  for  the 
sub-cutaneous  class. 

The  twisted  suture,  called  also  harelip  suture,  is 
resorted  to  by  some  surgeons.  A pin  is  passed 
through  the  tumour,  and  a thread  carried  over  it, 
in  a figure  of  8.  If  the  object  be  to  cut  off  the 
supply  of  blood,  several  pins  are  generally  used, 
and  made  to  circumscribe  the  base  of  the  naevus. 
The  suture  should  not  be  used  merely  as  a means- 
of  exciting  inflammation,  since  it  is  less  effectual 
for  this  purpose  than  the  seton,  and  is  sure  to 
be  attended  by  a well-marked  scar,  should  the 
pin  be  allowed  to  ulcerate  its  way  out. 

The  ligature  in  various  forms,  to  cause  strangu- 
lation of  the  ncevus,  is  in  common  use,  and  is  to 
be  relied  upon,  and  is  the  more  suitable  in  pro- 
portion as  the  naevus  loses  its  superficial  cha- 
racter. The  most  simple  manner  of  applying  it 
is  to  transfix  the  base  of  the  tumour  with  pins 
of  soft  steel,  to  tie  it  with  a strong  string  below  them,  and  to  con- 
clude by  cutting  off  the  pin  points. 

Sometimes,  when  the  tumour  is  small,  only  one  pin  is  required, 
but  two  are  generally  needed,  and  when  they  are,  they  should  be 
placed  at  right  angles  to  each  other.  The  ligature  should  be  allowed 
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to  remain  till  the  ncovus  surface  is  blackened  over,  and  the  superficies 
evinces  a loss  of  vitality,  by  which  time  the  entire  nmvus  is  gene- 
rally destroyed.  As  tying  the  skin  gives  great  pain,  and  will  in 
children  sometimes  produce  constitutional  disturbance,  it  should  be 
spared  as  much  as  possible. 

A single  ligature  will  suffice  only  when  the  nravus  is  narrow ; 
if  it  be  broad,  the  centre  cannot  be  constricted,  except  more  than  one 
noose  be  used,  and  a double  ligature  should  then  be  applied  with  a 
needle,  set  in  a handle.  The  tumour  is  transfixed,  and  each  half  tied 
separately.  Sometimes,  from  the  form  of  the  nsevus,  many  ligatures 


Fin.  61. 


A,  a,  Projecting  nsevus  to  be  tied. 

b,  Single  ligature,  passed  beyond  the  limits  of  the  growth. 

c,  Cut  extremity  of  the  first  loop,  to  form  a knot  with  b. 

d,  Third  loop,  uncut. 


are  required,  in  which  case  the  needle  must  be  passed  across  at  short 
intervals,  so  that  the  entire  growth  may  be  traversed,  and  every  part 
included  within  the  circles  of  the  thread,  as  above  represented. 

Mr.  Luke’s  method  may  be  adopted  when  several  ligatures  are 
necessary.  He -threads  several  straight  or  curved  needles,  apart  from 
each  other  about  twelve  inches,  with  one  long  thread,  the  length  of 
which  corresponds  with  the  size  of  the  tumour  to  be  treated.  ° The 
needles  are  passed  in  a row  under  the  tumour,  as  represented  in 
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oye  of  each;  and  a succession  of  loops  is  tightened  by  tying  a with 
b with  b,  c with  c,  and  so  on  to  the  end. 


lliey  are  then  removed  by cutting  the  ligature  near  to  the 
i ; and  a succession  of  loops  is  tightened  by  tying  a with  a, 


Fia.  62. 


If  a nsovus  he  tolerably  superficial,  there  is  not  any  difficulty 
in  thus  treating  it.  If  deep,  the  ligatures  must  be  kept  down  by 
being  tied  under  pins  previously  iutroduced  as  deeply  as  it  is 
necessary,  that  strangulation  should  be  effected. 


particular  instances,  especially  where  the  nsevus  is  round,  by  certain 
forms  of  noose.  Such  should  be  symmetrical,  as  ties  work  better 
when  so  made,  and  by  uniform  arrangement  of  the  threads,  there  is 
less  likelihood  of  a mistake  occurring,  by  the  wrong  ends  being  taken 
up.  The  annexed  diagram  shows  the  noose  I devised,  and  which 


is  tied  in  the  following  manner.  A naovus  needle,  with  an  eye 
sufficiently  large  to  be  readily  threaded,  armed  with  a double  thread, 
is  passed  obliquely  from  left  to  right  across  and  under  the  tumour. 
The  bow  of  the  thread  is  divided,  the  thread  disengaged,  and  the 
needle  withdrawn.  The  needle  is  again  threaded  -with  the  upper 
end  of  the  thread  on  the  right  side,  brought  round  on  the  right, 
entered  midway  between  the  two  punctures,  and  carried  directly 
across  • the  thread  is  disengaged,  the  needle  not  yet  withdrawn,  buf 


A multiplicity  of  ligatures  may  be  conveniently  replaced  in 


Fig.  63. 
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first  threaded  with  the  lower  end  of  the  thread,  on  the  left  side  of  the 
first  puncture,  and  then  drawn  hack.  If  these  directions  have  been 
correctly  followed,  the  tie  will  have  the  form  of  Fig.  04. 


Fig.  64. 


In  the  following  method,  a little  inferior  to  the  symmetrical  noose, 
the  common  needle  may  he  used,  and  there  is  no  liability  to  make  a 
mistake  in  tying  the  threads.  Blacken  half  the  length  of  a long- 
white  thread  with  ink,  and  thread  a wide-eyed  needle  with  it. 
Transfix  the  tumour  in  the  common  way,  and  cut  the  how  so  as  to 
keep  the  black  thread  in  the  needle.  Then  thread  the  needle  also 
with  the  white  end,  which  has  not  passed  through  the  tumour, 
and  transfix  the  tumour  at  right  angles  to  the  former  direction. 
Draw  the  white  ends  tight  and  tie  them,  then  the  black.  Each 
thread  includes  a figure  of  8 portion  of  the  tumour,  as  is  shown  in 
Fig.  65.  The  dotted  lines  show  the  course  of  threads  under  the 
tumour. 


Fig.  65. 


It  may  he  sometimes  advisable  to  cut  the  skin,  and  so  make  a 
channel  lor  the  threads.  Should  any  part  ol  the  tumour  seem  likely 
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to  slip  from  the  grasp  of  the  ligature,  a pin  should  he  temporarily 
pushed  into  it  to  keep  the  ligature  down. 

. 1 remove  the  ligatures,  as  a rule,  as  soon  as  it  is  evident  that  the 
tied  parts  have  lost  their  vitality,  and  then  apply  the  suitable  dress- 
ing,  to  facilitate  the  separation  of  the  dead  materials.  To  allow  them 
systematically  to  be  cast  off  by  sloughing,  except  in  instances  of  very 
small  neevi,  would  be  frequently  and  unnecessarily  to  cause  undue 
seventy  and  destruction  of  the  tissue  beneath,  and  to  prolong 
recovery. 

A ncevus  should  be  sufficiently  strangulated.  This  caution  I know  to 
be  necessary.  The  ligature  may  not  be  strong  enough.  I always 
wrap  it  round  the  fingers  of  each  hand,  make  a steady  pull,  and  so 
test  its  strength.  I reject  that  which  I can  break  without  a jerk. 

Any  plan  for  destroying  a nsevus  that  is  tolerably  successful, 
might  be  employed  to  the  almost  entire  exclusion  of  others.  It  is 
astonishing  what  a man  may  do  by  practice,  perseverance,  and 
ingenuity,  with  an  appliance  which  he  singles  out,  and  uses  in 
general  in  surgical  treatment,  even  although  it  is  inferior  of  its  sort. 
He  may  surpass  most  men  with  less  tact,  who  have  the  advantage  of 
superior  measures.  Such  an  one  would  laud  his  system  above  all 
others,  and  give  it,  for  a time  at  least,  undue  prominence.  This 
applies  to  the  treatment  of  nsevi.  There  is,  however,  a choice 
to  be  made,  and  an  adaptation  of  means  to  cases  and  to  individual 
peculiarities. 

When  a ncevus  passes  through  the  entire  thickness  of  the  skin,  and 
becomes  as  well,  partly  subcutaneous,  there  is  more  difficulty  in 
destroying  it,  and  the  treatment  must  be  modified.  Strangulation 
is  now  called  for.  Half  measures  will  not  suffice.  I have  seen 
failures  from  want  of  boldness,  and  from  dread  of  doing  too  much.  * 
According  to  its  size,  form,  and  activity  of  growth,  it  might  be 
requisite  to  employ  several  measures  consecutively,  or  even  simul- 
taneously. Directly  that  one  system  is  observed  to  fail,  another 
must  be  immediately  adopted,  because  thafr  which  does  not  cure,  for 
the  most  part  irritates,  and  causes  increase. 

The  following  condensed  notes  of  a case  of  this  kind  show  how  all 
treatment  was  baffled ; and  the  value  of  the  example  is  enhanced  by  I 
the  fact  that  the  surgeons  who  exercised  their  skill  had  attained  the  ] 
highest  eminence  in  their  profession.  Two  distinct  red  spots,  not 
larger  than  the  point  of  a pin,  were  discovered  fourteen  days  after 
birth,  on  the  lower  eyelid.  They  increased,  but  were  not  treated  till  1 
the  child  was  nine  Aveeks  old.  Mr.  Aston  Key  applied  caustic 
potash  without  decided  effect,  a very  small  portion  only  having  been 
used,  through  fear  of  the  escharotic  entering  the  eye.  The  potash 
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was  again  applied,  and  repeated  five  times.  It  was  now  considered 
necessary  to  nse  nitrate  of  silver  from  time  to  time.  I lie  family  left 
town  for  another  residence,  and  as  the  nsevus  still  increased,  Mr. 
Key  was  written  to.  lie  ordered  local  application  of  the  tincture  of 
iodine.  Two  months  later  when  he  saw  the  child,  he  was  greatly 
surprised  to  find  how  much  the  nsevus  had  augmented.  Before  the 
time  appointed  for  the  next  consultation  had  arrived,  this  able 
surgeon  was  almost  suddenly  removed  from  his  extensive  sphere  of 
usefulness.  Mr.  William  Coulson  was  now  consulted ; he  employed 
the  ligature,  and  strangulated  the  greater  part  of  the  growth. 
He  afterwards  used  nitric  acid,  which  excited  a severe  purulent 
ophthalmia,  followed  by  an  abscess  of  the  upper  eyelid.  Sir  Benjamin 
Brodie  and  Mr.  Coulson  now  attended.  The  baronet’s  method  of 
puncturing  and  using  caustic  was  four  times  adopted.  Still  the 
disease  crept  on,  and  at  Mr.  Coulson’s  request,  I was  now  consulted, 
at  a period  of  eleven  months  from  the  first  treatment.  I found  the 
cheek  much  scarred,  and  the  cutaneous  portion  of  the  nsevus  nearly 
destroyed,  but  the  subcutaneous  part  was  in  full  activity.  The  space 
from  the  external  angle  of  the  eye  to  the  angle  of  the  mouth,  and  to 
the  side  of  the  nose,  was  occupied  by  it.  The  bridge  of  the  nose  was 
also  traversed,  and  a narrow  portion  was  stealing  under  the  other 
eyelid.  It  was  no  easy  matter  to  decide  on  what  should  be  done,  on 
account  of  the  very  great  extent,  the  peculiarly  irregular  outline,  the 
position  of  the  disease,  and  the  probability  of  eversion  of  the  eyelid, 
should  sloughing  ensue.  There  was  a slight  amount  of  eversion 
after  the  use  of  the  ligature,  but  this  had  passed  away.  I decided  on 
passing  some  fifteen  or  twenty  threads  in  many  directions,  as  a first 
trial.  The  day  was  arranged  for  this,  but  afterwards  postponed,  as 
the  child  had  an  attack  of  measles.  I never  heard  more  of  my 
patient. 

I was  called  by  Dr.  Maurice  Davis,  to  meet  several  surgeons  in 
consultation  on  a case  like  the  above,  but  differing  oidy  in  being 
smaller.  Several  attempts  had  been  made  in  vain  to  cure  it.  I was 
out-voted  in  what  I proposed.  I was  afterwards  told  that  many 
different  plans  were  tried,  and  at  last  my  suggestion  was  adopted, 
and  the  disease  arrested. 

Tying  the  common  carotid  artery,  on  the  side  corresponding  to  a 
nsevus,  has  been  practised,  when  the  position  of  the  disease  about 
the  head  or  face,  or  other  circumstances,  forbade  the  adoption  of 
any  of  the  foregoing  means  ; or  when  local  measures  have  proved 
unavailing ; the  object  being  to  promote  coagulation  in  the  affected 
vessels,  and  the  propriety  of  which  cannot  be  questioned.  I was 
informed  by  the  late  Mr.  Wardrop  that,  of  six  instances  in  which  he 
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tied  this  artery,  three  were  for  ncevi.  One  of  these  was  that  of  an 
infant  five  months  old.  The  disease  covered  one-half  of  the  root  of 
the  nose,  the  eyebrow,  and  the  upper  eyelid,  and  penetrated  the  orbit 
deeply.  The  colour  was  pale-blue,  and  numerous  tortuous  veins 
were  in  the  integument.  It  did  not  pulsate,  was  doughy  and 
inelastic,  and  capable  of  great  diminution  by  pressure.  Complete 
success  ensued. 

A case  by  Dr.  Arenat,  communicated  to  the  Medico-Chirurgical 
Society  by  Mr.  Wardrop,  illustrated  the  necessity  of  tying  the 
carotid  artery,  as  a preparatory  measure  to  other  treatment.  A man 
who  had  from  birth  several  mevi  in  different  parts  of  his  body, 
received  a blow  on  one  of  them,  situated  on  the  right  temple.  It 
increased  rapidly  in  size,  acquiring  a prodigious  bulk  in  the  space 
of  two  hours  after  the  injury.  The  carotid  artery  was  ligatured. 
The  tumour  burst  during  the  operation,  and  the  loss  of  blood  was 
calculated  at  not  less  than  eight  pounds.  On  the  next  day  the 
tumour  was  entirely  empty  of  blood,  a considerable  portion  of 
skin  was  cut  away,  and  about  twelve  small  arteries  tied.  Success 
followed. 

The  severity  of  some  cases  has  necessitated  the  tying  of  both 
carotids.  Holier  practised  it  on  a child  four  years  old  with  success. 
In  a child  three  years  of  age,  Mott  obtaining  only  imperfect 
results  from  tying  one  common  carotid  artery,  subsequently  tied  that 
on  the  other  side.  It  would  be  useless  to  multiply  examples,  for 
enough  has  been  advanced  to  prove  the  legitimacy  of  these  proceed- 
ings, which  have  been  frequently  successful.  Sometimes  when  the 
disease  has  not  been  removed,  it  has  been  checked,  and  reduced  to 
a harmless  state  ; yet  in  some  few  cases,  cutting  off  the  direct  supply 
of  blood,  with  the  addition  of  local  measures,  have  failed. 

Treatment  of  the  subcutaneous  class.  The  subcutaneous  nsevus  has 
not  a tendency  to  decrease  like  the  other,  therefore,  it  should  be 

treated  as  soon  as  it  is  discovered. 

Fewer  methods  of  treatment  are  available,  and  more  accuracy  and 
practical  skill  are  needed  for  obtaining  a good  result. 

Caustic  combined  with  subcutaneous  puncture , introduced  by  Mr. 
Wardrop,  was  extensively  employed  by  Sir  B.  Brodie,  and  some 
other  surgeons.  Sir  Benjamin  punctured  the  tumour  in  several 
places  with  a narrow  fiat-bladed  knife,  broke  up  the  tissue,  intro- 
duced a flat  probe  coated  with  nitrate  of  silver,  and  moved  it  about 
in  the  torn  mass.  He  repeated  this  at  intervals,  according  to  the 
effect.  It  has  the  demerits  of  being  very  tedious  in  action,  and 

requiring  repetition. 

Injection  is  a valuable  resource  on  account  of  its  efficacy,  and  ot 
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the  slight  after-evidence  of  treatment  in  the  shape  of  deformity. 
There  must  he  restriction  in  the  use  of  agents. 

The  Tinctura  Ferri  Perchloridi  is  unfitted  unless  only  a drop  or 
two  he  injected.  The  French  preparation  for  the  same  is  less  liable 
to  set  up  intense  inflammation.  Yet  as  I have  seen  abscess  follow 
the  employment  of  both,  I do  not  venture  to  use  either  about  the 
eye.  To  overcome  this,  it  has  been  proposed  to  use  a neutral 
tincture  of  the  iron,  such  as  is  prepared  by  Mr.  Squire,  of  Oxford- 
street  ; but  then,  the  acid  being  removed,  the  coagulating  property 
of  the  liquid  is  lost. 

I have  often  employed  with  perfect  success,  tannic  acid,  one 
drachm  of  the  acid,  with  an  ounce  of  water ; not  a saturated  solution, 
as  an  ounce  of  water  takes  up  readily  two  drachms.  I generally  use 
the  screw  syringe.  I insert  the  point  at  the  most  prominent  part  of 
the  nsevus,  and  then  gently  inject  a few  drops  or  more  of  the  fluid. 
When  this  is  sufficiently  done,  the  tumour  becomes  hard,  through 
coagulation  of  the  blood.  Sometimes  I break  up  the  structure  of  the 
mevus  before  injecting.  I have  done  this  only  in  those  ncevi  that 
were  dense.  Should  an  ordinary  syringe  be  employed,  much  force 
must  not  be  used,  or  extravasation  into  healthy  textures  may  ensue. 
Sloughing  would  follow  such  an  occurrence.  There  is  an  intimate 
connection  subsisting  between  the  reticular  texture  of  the  lobes  of 
na3vi  and  the  veins.  A few  days  after  the  operation  a dark-coloured 
discharge  may  issue  from  the  point  of  puncture,  but  the  coagulated 
blood  is  generally  absorbed  without  this. 

I have  resorted  to  injection  more  often  than  to  any  other  method, 
and  I still  give  it  the  preference  in  the  greater  number  of  cases.  It 
is  most  sure,  and  does  not  disfigure.  If  it  fail,  it  is  only  in  part,  and 
then  the  repetition  is  easy.  It  causes  no  suffering,  and  seldom  any 
constitutional  irritation,  unless  the  ncevus  be  large. 

A remarkable  case  treated  by  me,  in  which  the  mevus  involved  the 
eyelid,  and  passed  deep  into  the  orbit,  is  published  in  detail  in  the 
“ Medico-Chirurgical  Transactions”  for  1857-58.  I give  here  but 
an  abstract. 

A young  lady  was  sent  to  me  by  Mr.  Square,  of  Plymouth,  under 
whose  care  she  had  been.  The  tumour  was  on  the  left  side.  The 
eyeball  was  a little  everted,  much  restricted  in  motion,  and  incapable 
of  rotation  inwards.  The  lower  eyelid  was  prominent,  of  a bluish 
tint,  traversed  by  large  veins,  and  just  above  the  edge  of  it,  and  in 
connection  with  the  conjunctiva,  appeared  a part  of  a vascular 
tumour,  around  which  there  were  many  contorted  veins,  some  of 
them  as  large  as  a crow-quill.  By  depressing  the  eyelid  more  of  the 
um  mi  was  hi  ought  into  view,  and  a very  cursory  examination  now 
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showed  that  the  diseased  mass  certainly  extended  far  into  the  orbit, 
and  probably  elsewhere.  Yision  was  very  much  impaired.  There  was 
frequently  pain  in  the  part,  as  well  as  in  the  forehead  and  face,  and 
especially  at  the  menstrual  period.  There  had  been  inability  to  lie 
flat  in  bed  for  many  months,  and  this,  as  well  as  general  distress, 
made  the  lady  very  anxious  for  reliof.  Some  years  before,  she  had 
consulted  Sir  B.  Brodie,  Messrs.  Lawrence,  Tyrrell,  Dalrymple,  Sir 
William  Fergusson,  and  Bowman,  all  of  whom  advised  delay.  An 
attempt  was  subsequently  made  to  arrest  the  growth  by  some 
surgical  treatment,  but  ineffectually.  Fig.  6G  illustrates  the  tumour. 

Fig.  66. 


I determined  to  inject  with  tannic  acid.  In  the  presence  of  Mr. 
Square,  and  some  other  surgeons,  I made  a small  opening,  introduced 
the  coarse  nozzle  of  an  Anel’s  syringe,  and  injected  a syringeful  of 
a solution  of  tannic  acid.  Haemorrhage,  which  was  for  a few  seconds 
copious,  soon  ceased,  and  the  tumour  became  solid.  I suspected 
that  much  blood  would  escape,  and  that  a good  deal  of  injection 
would  be  required,  and  therefore  I used  this  syringe. 

Severe  inflammatory  action,  abscess,  with  discharge  of  the  solidified 
blood,  and  great  constitutional  fever,  followed  the  operation.  In 
three  months  the  abscess  had  healed,  the  eyeball  had  sunk  to  its 
natural  level,  the  tumour  was  destroyed,  and  all  the  distress  occa- 
sioned by  it  had  passed  away.  At  this  date,  Sept.  23,  18/  0,  the  cure 
is  still  complete.  The  ocular  movements  are  restricted,  and  there  is 
no  vision,  but  the  eyeball  looks  quite  natural.  My  patient  is  well 
satisfied  with  the  result. 

The  circumstances  that  induced  me  to  resort  to  tannic  acid,  toge- 
ther with  my  experiments  with  it,  and  with  preparations  of  iron,  are 
o-ivcn  in  the  volume  above  referred  to. 
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Extirpation  is  sometimes  resorted  to  by  surgeons.  The  skin  is 
reflected,  and  the  dissection  completed.  It  has  always  appeared  to  me 
to  be  the  most  severe  mode  of  effecting  a cure,  and  it  is  one  which  is 
nearly  always  followed  by  much  disfigurement.  As  soon  as  any  laige 
vein  is  cut,  the  ncevus  generally  collapses,  and  the  dissection  becomes 
difficult.  Where  the  nsevus  is  thoroughly  subcutaneous,  it  is  gene- 
rally encapsuled,  and  this  is  most  perfect  in  those  with  predominance 
of  the  venous  element.  In  consequence  of  the  usual  varicose  state 
of  the  vessels  immediately  outside  the  tumour,  a condition  to  which 
I have  drawn  attention,  the  dissection  should  be  made  sufficiently 
far  to  escape  it. 

The  tying  process  is  a good  one,  but  its  application  must  be  subcuta- 
neous. The  oldest  method  is  to  divide  the  surrounding  skin  by  a 
crucial  incision,  to  reflect  it,  to  pass  a pin  or  two  across  the  base  of 
the  tumour,  and  then  to  tie  it ; or  to  tie  it  without  the  pins.  The 
intention  is  to  get  at  the  diseased  mass,  and  to  destroy  it  without 


Fig.  67. 


a,  Point  at  •which  the  ligature  was  introduced. 

B,  Point  at  which  the  ligature  was  brought  out  and  again  inserted. 
c,  Second  point  of  exit  and  third  of  insertion. 

The  dotted  line  marks  the  course  of  the  ligature  subcutaneously. 

spoiling  a corresponding  amount  of  skin.  This  is,  however,  too 
severe  for  the  region  of  the  eye,  and  fortunately  it  is  never  needed,  as 
a mevus  there  can  always  be  tied  subcutaneously,  and  without  break- 
ing the  skin,  except  at  the  puncture  where  the  ligature  is  introduced. 
I believe  that  Mr.  Curling,  late  of  the  London  Hospital,  was  the 
first  to  do  this.  The  above  diagram  is  from  a sketch  of  his,  and 
is  intended  to  show  a noovus  of  the  lower  lid  so  treated.  Setons  had 
been  used  by  him  and  failed,  and  another  siugeon  had  applied 
escharotics  several  times  in  vain.  Of  the  manner  of  operating : lie 
took  a slightly  curved  needle  armed  with  a strong  silk  ligature,  and 
inserted  it  at  the  outer  margin  of  the  eyelid,  passed  it  close  beneath 
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the  skin  transversely  across  near  the  margin  of  the  palpebra,  and 
brought  it  out  at  the  inner  side  of  the  swelling.  lie  then  re-inserted 
it  at  the  point  of  exit,  carried  it  in  like  manner  close  underneath  the 
skin  downward,  and  brought  it  out  below  the  lowest  part  of  the 
mevus.  The  needle  was  again  introduced  at  the  point  of  exit,  and 
carried  upwards  beneath  the  skin  to  the  point  at  which  it  was  first 
inserted.  By  this  there  was  subcutaneous  encircling  of  the  whole  of 
the  morbid  growth.  The  ligature  ends  were  then  drawn  tight  and 
tied.  The  mevus  was  entirely  obliterated. 


Fig.  68. 


The  Fig.  08  shows  the  application  of  the  ligature  in  the  same 
manner  to  a mevus  on  the  upper  eyelid.  The  letters  indicate  the 
points  of  entrance,  escape,  and  re-entrance  of  the  needle. 

Sometimes  after  I have  set  the  ligature,  I pass  a pin,  or  several  of 
them,  through  the  base  of  the  noevus,  just  above  it,  so  that  when  it  is 
tied,  the  strangulation  shall  be  carried  to  the  very  bottom.  I have 


Fig.  69. 


on  the  same  principle  drawn  the  nsevus  up  with  a tenaculum  before 
drawing  the  noose.  Such  assistance  is  chiefly  required  when  the 
neovus  is  not  prominent,  and  the  parts  to  be  tied  are  deep. 
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The  subcutaneous  tie  may  be  made  multiple,  when  a tumour  needs 
to  he  strangulated  in  portions.  It  may  be  effected  in  this  manner. 
The  armed  needle  is  passed  transversely  under  the  mevus,  from  the 
one  side  of  its  base  to  the  other,  as  in  the  Fig.  69,  from  a to  b. 
The  loop  is  then  cut  and  the  needle  set  free.  The  needle  is  again 
armed  with  an  end  at  d,  and  carried  round  one  side  of  the  base  of 
the  mevus,  in  the  course  of  the  dotted  line  b c a ; then  another 
needle  is  armed  with  the  other  end,  and  carried  round  the  other 
side,  iu  the  course  of  the  dotted  line  b d a.  Each  ligature  is  to  be 
drawn  tight  and  tied  at  a. 

I have  applied  my  symmetrical  noose,  I ig.  66,  subcutaneously. 
My  patient  was  a child*  a few  months  old,  brought  to  me  by  Dr. 
Druitt,  with  a large  nsevus  between  the  side  of  the  nose  and  the 
eyelid.  Several  kinds  of  treatment  had  been  ineffectually  tried,  and 
the  disease  was  progressing.  I carried  the  ligature  down  to  the 
periosteum.  The  ntevus  was  destroyed. 

The  ligature  must  be  allowed  to  come  away  uncut.  The  process 
is  slowly  effected,  if  unassisted,  therefore  it  is  better  after  suppura- 
tion has  set  in  to  twist  it  daily.  But  a better  plan  is,  in  the  first 
instance,  to  tie  a bow,  and  to  tighten  it  as  occasion  may  require. 

VENOUS  VASCULAR,  OR  CAVERNOUS  TUMOUR. 

The  cavernous  tumour  is  a venous  mevus.  The  veins  are  much 
larger  than  the  arteries,  and  are  dilated  and  varicose.  Its  resem- 
blance to  erectile  tissue  is  still  more  marked  than  any  of  the  vascular 
tumours  of  which  I have  spoken.  It  has  not  the  bright  red  colour  of 
the  neovus,  but  is  bluish  or  pale.  In  other  respects,  namely,  as  to 
origin,  position,  increase,  and  erectile  property,  it  is  like  a mevus. 

Wecker  devotes  much  space  to  the  description  and  delineation  of 
this  tumour.  I suspect  that  some  of  the  cases  which  he  quotes  are  in 
reality  those  of  the  tine  neovus  or  capillary  vascular  tumour. 

Dr.  Payne,  the  teacher  of  morbid  anatomy  at  St.  Mary’s  Ilospital 
School,  has  recently  met  with  several  of  these  tumours  in  a patient’s 
liver.  % He  kindly  demonstrated  their  structure  to  me. 

The  treatment  is  the  same  as  that  which  is  necessary  for  ncevi. 
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Of  this  tumour,  I have  no  practical  knowledge,  either  in  connection 
with  the  eyelid  or  elsewhere.  The  account  I shall  give  of  it  is 
borrowed  from  Mr.  Paget’s  “Lectures  on  Surgical  Pathology,”  edited 
by  Turner.  I quote  all  that  is  said  on  the  subject. 
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“ Cases  in  which  one  or  more  of  the  lymphatic  vessels  of  a part 
have  been  dilated,  and  in  which  the  dilatation  either  was  or  was  not 
associated  with  expansion  of  the  lymph-spaces  within  the  lymphatic 
glands,  have  occasionally  been  described.  Hut  other,  though  rarely 
seen,  cases  have  been  observed,  in  which  not  merely  had  a dilatation 
of  the  normal  lymph-vessels  of  a region  taken  place,  but  an  actual 
new  formation  of  such  vessels  had  apparently  occurred.  A tumour 
had  been  in  this  manner  produced,  which,  in  its  structure,  was 
similar  to  the  venous  cavernous  tumour,  except  that  the  spaces  did 
not  contain  blood,  but  a fluid  which  closely  resembled  lymph. 
Tumours  of  this  kind  have  been  named  cavernous  lymph-angeioma, 
or  lymph-vascular  tumours.  Like  the  cavernous  blood-vascular 
tumours,  they  possess  the  property  of  erectility.  These  growths 
seem  more  especially  to  affect  the  tongue,  occasioning  one  of  the 
forms  of  makro-glossie,  the  lips,  the  cheeks,  and  the  eyelids.  They 
are  usually  congenital.  Billroth  has  described  an  illustrative  case, 
in  the  lower  lip,  where  a semi-globular  tumour  was  composed  of  a 
cavernous  tissue,  the  bars  of  which  consisted  of  connective  tissue, 
which  contained  many  elastic  fibres  and  blood-vessels.  The  spaces 
were  lined  by  an  epithelium.  They  contained  a clot  with  a serous 
fluid,  in  which  small  corpuscles  like  those  of  lymph  were  found.” 
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This  aneurism  in  its  most  marked  form,  consists  of  the  natural 
vessels  of  some  portion  of  tissue,  usually  the  subcutaneous  or  sub- 
mucous, enlarged  and  closely  packed,  so  as  to  form  a tumour,  in  the 
substance  of  which,  and  round  about,  are  larger,  dilated,  and  thin- 
wallecl  arteries,  twisted  into  pulsating  masses.  The  arteries  in  the 
immediate  vicinity  are  enlarged,  and  feven  the  large  trunks  fiom 
which  they  spring  may  be  increased  in  size. 

The  veins  are  smaller  than  the  arteries,  by  which  there  is  a kind 
of  obstruction  to  the  return  of  the  blood.  All  the  large  vessels  aie 
sometimes  much  degenerated,  and  the  areolar  tissue  connecting  them 

often  gets  coarse  and  cellulo-fibrous. 

The  tumour  pulsates  perceptibly,  giving  also  to  the  hand  placed 
on  it,  a thrilling  sensation  ; while  by  means  of  the  stethoscope,  a 
whizzing  or  buzzing  bruit  is  heard. 

It  is  nearly  always  congenital,  but  it  may  be  perhaps  acquired,  yet 

it  rarely  begins  except  in  young  people. 

The  more  it  is  fed  by  large  vessels,  the  quicker  does  it  grow. 
However  small  the  disease  might  be  in  the  beginning,  it  always 

grows. 
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Treatment.  If  the  tumour  he  superficial  and  small,  it  can  he  got 
rid  of  by  excision  or  strangulation.  13y  the  first  method  there  is 
j some  danger  from  haemorrhage.  Able  assistants  should  be  engaged, 
j and  the  operation  executed  very  rapidly. 

When  the  disease  is  about  the  appendages  of  the  eye , the  ligature  is  I 
i believe  always  preferable , and  the  manner  of  tying  to  produce  strangu- 
| lation  is  in  all  respects  the  same  as  for  naevus.  I have  successfully 
I tied  one  on  the  lip,  one  on  the  lower  eyelid,  one  on  the  cheek,  and 
| another  on  the  back,  of  four  individual  children. 

Sometimes,  and  especially  when  the  tumour  is  large,  surgical 
| resources  are  taxed  to  the  utmost.  The  most  energetic  attempts 
! at  strangulating,  or  even  ligaturing  the  arteries  passing  into  it, 
i may  fail  to  effect  a cure.  Examples  of  the  latter  are  to  be  found 
in  cases  recorded  by  Messrs.  Lawrence,  Bell,  Brodie,  and  Warren. 

, Even  the  bolder  procedure  of  tying  the  main  artery  supplying 
i the  region  of  the  body  in  which  the  growth  is  situated,  is 
i sometimes  ineffectual,  especially  when  the  tumour  is  about  the  head 
or  face. 

Dr.  Massey,  of  America,  tied  both  common  carotid  arteries,  within 
an  interval  of  twelve  days,  for  a large  congenital  ncovus  upon  the 
head  of  a man,  and  was  obliged  ultimately  to  dissect  the  diseased 
structure  away. 

Mr.  Collis  relates  the  case  of  a young  man,  in  the  “ Dublin 
i Hospital  Gazette,”  for  1858,  who  had  almost  all  his  life  been  under 
i:  treatment  for  a large  ntevus  over  the  right  parietal  bone.  Pressure, 
i ligature  of  the  posterior  auricular  artery,  and  subsequently  of  the 
l carotid,  had  been  tried  without  effect.  Six  large  arteries  which 
I could  be  felt  leading  to  it  were  obliterated  by  the  twisted  suture ; 
this  failing,  the  entire  growth  was  surrounded  with  a circle  of 
fourteen  pins  and  twisted  sutures,  and  these  were  allowed  to  cut 
their  way  out,  a process  which  required  six  weeks.  This  was  only 
partially  successful,  and  setons  were  tried ; at  first  simple,  then  of 
woollen  thread  charged  with  a solution  of  sulphate  of  copper.  By 
this  means  inflammation  was  set  up,  and  an  abscess  formed ; but  it 
was  still  found  necessary  to  apply  caustic  freely  before  a cure  could 
be  effected. 

Aneurism  by  anastomosis  in  the  orbit , is  an  exceedingly  rare 
affection,  very  few  cases  having  been  met  with.  Many  which 
have  been  published  as  such,  were  but  examples  of  inter-cranial 
disease  of  the  carotid  artery.  I allude  especially  to  those  narrated 
by  Travers,  Dalrymple,  Guthrie,  and  Scott.  The  late  Mr.  Nunneley 
pointed  this  out  long  ago,  in  an  elaborate  paper  published  in 
the  “ Medico-Chirurgical  Transactions.”  lie  showed  that  aneurism 


218  ERECTILE  TUMOURS  IN  ASSOCIATION  WITH  THE  EYE. 

by  anastomosis  does  not  appear  suddenly,  that  its  increase  is  always 
slow  and  gradual,  that  it  is  not  caused  by  direct  violence,  and  that 
its  circulation  and  pulsation  are  not  necessarily  checked  by  tying  the 
main  artery  of  supply.  He  alludes  in  contrast  to  the  following 
existing  conditions.  Nearly  all  the  patients  were  adults.  No 
mention  is  made  of  congenital  development  of  the  disease.  The 
tumours  often  appeared  suddenly,  and  had  traumatic  origins. 
Tying  the  carotid  artery,  stopped  the  pulsation,  the  thrill,  and  the 
tumefaction. 

The  following  example  of  unmistakable  aneurism  by  anastomosis 
occurred  to  myself. 

A remarkably  tine  girl,  two  months  old,  was  brought  to  me  at  the 
Central  London  Ophthalmic  Hospital,  in  1851,  with  a slight  pro- 
minence of  the  right  eyeball,  which  had  been  discovered  within  a 


Eio.  70. 


month  after  birth.  The  cause  of  protrusion  was  not  apparent,  and 
after  a few  visits,  the  infant  was  not  again  brought  till  she  was  lorn’ 
months  old.  Now  the  eyeball  was  prominent,  the  eyelids  swollen, 
the  cheek  puffy,  and  the  conjunctiva  thickly  set  with  large  bright-red 
vessels.  Pressure  on  the  eyeball  lessened  the  protrusion  for  a few 
seconds,  while  crying  increased  it  and  rendered  its  surface  more 
vascular.  In  a fortnight  there  was  an  increase  of  all  the  symptoms ; 
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pulsation  was  felt,  and  the  stethoscope  applied  over  the  eyeball 
detected  an  arterial  souffle , an  indication  not  heard  at  the  other 
orbit.  Those  of  my  colleagues  who  examined  the  case,  agreed 
with  me  that  there  was  an  aneurism  by  anastomosis.  It  was  not 
considered  prudent  to  apply  pressure,  on  account  of  the  pain  which 
it  seemed  to  produce.  The  Fig.  70  conveys  a good  idea  of  the 
child’s  appearance. 

On  the  5th  of  June,  when  the  child  was  four  months  and  three 
weeks  old,  with  the  assistance  of  Mr.  Coulson,  Dr.  Browne,  of 
Belfast,  and  Mr.  11.  Taylor,  and  with  the  use  of  chloroform,  I 
proceeded  to  tie  the  common  carotid  artery.  The  incision  was  made 
an  inch  and  three  quarters  long,  over  the  course  of  the  artery.  The 
undeveloped  state  of  the  muscles  of  the  neck,  rendered  the  use  of  the 
knife  necessary  for  their  separation.  Only  a very  small  portion  of 
the  internal  jugular  vein  was  seen.  The  ligature  was  passed,  but  not 
tied  till  the  effect  of  the  chloroform  had  subsided,  as  a precautionary 
measure,  but  there  was  not  the  slightest  perceptible  effect  on  the 
brain  when  the  circulation  was  checked.  Only  a few  drops  of  blood 
were  lost. 

As  soon  as  the  child  had  become  insensible  from  the  chloroform, 
the  protrusion  of  the  eyeball  was  greatly  lessened. 

J une  6th. — The  protrusion  remains  the  same. 

7th. — The  wound  seems  to  have  healed  by  the  first  intention. 
The  protrusion  is  sensibly  diminished ; the  surrounding  integuments 
have  a less  swollen  appearance. 

Jime  10th. — The  protrusion  is  gradually  decreasing,  and  the  child 
can  now  easily  close  the  eyelids  when  asleep,  which  she  could  not  do 
prior  to  the  operation. 

The  sutures  were  removed  on  the  fourth  day,  and,  except  where 
the  ligature  lay,  there  was  perfect  union. 

Pressure  was  now  applied  on  the  eyeball  by  means  of  pads, 
retained  by  an  elastic  bandage  around  the  head. 

The  last  time  I saw  the  child  was  three  years  later.  I then  took 
it  to  St.  Mary’s  Hospital,  to  show  it  to  my  colleagues,  and  to  the 
pupils.  She  was  well  grown  and  intelligent.  She  had  never  evinced 
the  least  symptom  of  cerebral  disturbance  or  disordered  intellect. 
Vision  was  perfect.  The  eyeball  was  yet  a little  prominent,  but  not 
so  much  as  to  constitute  a deformity,  and  was  not  thrown  out  of  its 
axis.  The  ocular  movements  were  natural.  The  pupil  was  of  the 
same  size  as  that  of  the  other  eye,  and  the  iris  moved  readily.  A 
few  tortuous  vessels,  deeply  placed  in  the  conjunctival  sinuses, 
marked  the  site  of  the  disease  ; but  to  get  a view  of  them,  the 
eyelids  required  to  be  everted.  The  vascular  supply  to  the  two  sides 
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of  the  faco  appeared  to  bo  alike.  The  scar  of  the  incision  in  the  neck 
was  still  apparent,  but  was  very  small. 

An  objection  to  my  procedure  was  taken  by  some  surgeons,  who 
thought  the  rapidity  of  the  establishment  of  the  collateral  circulation 
at  that  early  period  of  life,  would  render  the  operation  useless, 
and  that  the  disease  would  progress  uninterruptedly.  The  result 
fortunately  disproved  the  apprehension. 

Mr.  Gr.  Southam  has  recorded  a case  of  this  disease  in  the  “Medico- 
Chirurgical  Transactions.”  It  is  valuable  in  showing  how  it  spread, 
the  danger  of  it,  the  difficulty  of  treatment,  and  the  necessity  of 
having  several  therapeutic  resources.  The  aneurism  was  at  first  of 
limited  extent,  implicating  only  the  vessels  over  the  upper  portion  of 
the  parietal  bone,  but  it  gradually  spread  towards  the  temporal  fossa, 
behind  the  ear,  and  in  the  direction  of  the  occiput.  Then  the  parts 
over  the  frontal  bone,  and  the  palpebra  of  the  right  eye  became 
affected.  The  patient  was  now  twenty-eight  years  old.  The  disease 
was  discovered  when  she  was  ten.  She  came  to  Mr.  Southam  on 
account  of  haemorrhage  from  an  ulcer  that  had  formed  over  the 
parietal  portion.  There  had  been  several  bleedings,  and  this,  the 
last,  was  the  most  severe.  On  removing  the  dressing  used  to  pre- 
vent the  loss  of  blood,  there  was  a renewal  of  haemorrhage  to  such 
an  extent  that  neither  local  pressure  nor  styptics  could  control  it,  and 
the  common  carotid  artery  was  tied  above  the  omo-hyoid  muscle,  with 
the  desired  effect.  Three  days  after,  the  bandages  and  the  compi  esses 
were  removed  from  the  head.  The  ulcerated  surfaces  were  dry,  with 
the  exception  of  the  wetting  from  a few  drops  of  arterial  blood 
which  exuded  where  the  lint  had  adhered.  No  pulsation  was  percep- 
tible in  the  vessels  of  the  temple  or  any  part  of  the  scalp.  The 
wound  in  the  neck  was  healthy.  Six  days  later,  arterial  blood  flov  ed 
from  the  edge  of  the  ulcer  when  the  part  was  dressed.  Four  setons 
about  four  inches  long  were  passed  in  different  directions  through  the 
tumour.  Some  after-pulsation  near  the  sore  induced  Mr.  Southam 
to  pass  three  more  setons  into  the  largest  vessels,  and  this  stopped 
the  pulsation  in  an  hour.  The  carotid  ligature  came  away  fa\oui- 
ably,  and  the  setons  promoted  free  suppuration.  Pulsation  being 
seen  more  than  a month  after,  over  a small  spot,  a seton  was  inserted 
along  the  length  of  the  artery.  Seven  months  subsequent,  the  report 
says,  “ Scalp  carefully  examined,  but  not  the  slightest  trace  of  the 
disease  could  be  discovered.”  This  is  of  course  a very  condensed 
abstract ; nor  is  notice  taken  of  some  sloughing  over  the  eyelid,  on 
the  scalp,  and  other  things  of  secondary  moment. 

In  making  some  concluding  remarks,  I begin  by  advising  no  delay 
of  treatment  when  it  is  well  ascertained  that  an  aneurism  by 
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i anastomosis  is  present.  I strongly  advise  the  avoiding  erf  any  timid 
i lialf-measures,  when  any  severe  case  is  to  he  treated.  rl  h ei  e should 
i be  careful  deliberation,  a plan  maturely  arranged,  and  piomptly  and 
; fully  carried  into  effect.  I give  emphatic  warning  against  such 
meddlings  as  are  likely  only  to  irritate  and  to  augment  the  tunioui, 
to  whip  it  into  furious  activity,  and  to  render  the  cure  more  difficult. 

In  a very  severe  case,  and  the  greater  the  superficies  the  moie 
severe,  local  treatment  alone,  or  the  tying  of  the  main  vessel  supply- 
ing the  region  of  the  body  in  which  the  tumour  is  situated,  alone  may 
fail.  The  first  may  be  ineffectual  because  all  the  diseased  arteries  are 
not  reached  and  acted  on  ; the  second  because  consolidation  is  not 
generally  induced  by  a clot,  or  by  the  deposit  of  fibrinous  layers  in 
the  vessels,  as  the  nature  of  the  disease  does  not  readily  admit  of  it, 
there  being  no  central  and  single  sac,  and  without  clot  or  deposit, 
a complete  arrest  of  the  circulation  through  the  distended  arteries 
cannot  take  place.  It  must  be  remembered  that  not  only  the 
arteries,  but  the  veins  also  are  enlarged,  and  the  capillaries  too. 
I should  be  disposed  at  once  to  commence  the  double  treatment, 
to  tie  the  main  vessel,  in  order  to  depress  the  circulation  in  the 
tumour,  and  to  adopt  local  measures ; selecting,  as  a rule,  the  seton 
before  anything,  and  using  coarse  worsted  threads,  with  the  idea 
of  plugging  the  apertures  that  the  needle  makes.  I think  that 
Mr.  Southam’s  practice  of  passing  the  threads  into  the  vessels 
themselves  to  be  good. 

By  tying  the  main  artery  the  circulation  is  weakened  in  the 
tumour,  not  arrested;  and  coagulation  may  perhaps  partly  occur, 
causing  obliteration  to  a limited  extent.  All  the  vessels  of  the 
tumour  are,  too,  comparatively  emptied,  and  must  remain  so  until 
the  collateral  circulation  is  fully  established.  This  is  the  best  time 
then  for  the  local  attack. 
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ANEURISM  IN  THE  ORBIT.  INTRA-CRANIAL  ANEURISM  OF  THE 

CAROTID  ARTERY. 

According  to  the  present  state  of  knowledge , trite  or  diffuse  aneurism  in 
the  orbit , that  is  aneurism  of  the  ophthalmic  artery , must  be  regarded  an 
a very  rare  affection.  Indeed  it  is  almost  unknown  if  unequivocal 
evidence  of  its  existence  be  demanded.  It  is  very  unlikely  to  occur 
in  consequence  of  tlie  small  size  of  the  vessel.  It  has  been  simu- 
lated by  aneurismal  disease,  and  by  inflammation  of  accessory  parts  of 
the  vascular  system  in  relation  to  the  orbit,  such  as  the  cavernous  sinus, 
and  also  by  disease  having  only  an  accidental  presence  near  the  eye, 
and  arising  from  a new  product,  such  as  cancer.  This  is  at  variance 
to  what  was  taught  up  to  a few  years  ago,  and  it  illustrates  on  what 
uncertain  basis  does  the  diagnosis  of  many  physical  changes  rest, 
when  unconfirmed  by  sight,  or  touch.  My  meaning  will  be  more 
apparent  as  I proceed. 

It  fell  to  the  lot  of  the  late  Mr.  T.  Nunneley  to  be  the  man  in  his 
generation  to  put  us  right  in  this  matter  of  aneurism.  In  the  forty- 
eighth  volume  of  the  “ Medico  - Chirurgical  Transactions,”  is  a paper 
bp  him  on  “ Yascular  Protrusion  of  the  Eyeball,”  which  may  be 
considered  a continuation  of  his  communication  in  the  forty-second 
volume  of  the  same  Transactions,  on  “ Aneurism  by  Anastomosis  in 
the  Orbit,”  particularly  noticed  in  my  preceding  chapter.  In  it  lie 
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| says  that,  although  he  is  not  prepared  to  assert  that  true  aneurism 
can  never  occur  to  any  of  the  intra-orbital  arteries,  or  tliat  possibly 
some  of  the  reported  cases  were  not  of  this  nature,  he  fully 
believes  that  in  several  of  them  there  has  not  existed  any  aneurism 
at  all,  and  in  the  great  majority,  where  there  was  aneurism,  this 
disease  was  within  the  cranium.  Further,  he  states  that  the  pro- 
j minent  symptoms  described  in  these  cases  would  not  essentially 
| depend  upon  an  aneurism,  either  true,  or  false,  whether  in  the  orbit, 
or  in  the  cranium,  as  a primary  or  necessary  cause,  though  they 
' might  be  secondary.  More  than  this,  they  might  arise  from  other 
and  varied  causes,  which  produce  post-ocular  pressure  upon  the 
! ophthalmic  veins.  For  this  reason  he  has  ventured  to  suggest  the 
: name  of  “ Vascular  Protrusion  of  the  Eyeball,”  as  more  in  accord- 
i ance  with  the  pathology  of  the  affection  than  the  name  of  aneurism 
I of  the  eye,  or  orbit,  which  may  or  may  not  exist,  while  he  believes 
that  direct  or  indirect  pressure  upon  the  ophthalmic  vein  will  always 
be  found.  He  narrates  four  additional  cases  of  his  own,  and  adduces 
others  from  which  he  forms  his  opinion. 

Case  1.  Traumatic  vascular  protrusion  of  the  eyeball.  A publican, 
while  drunk,  was  thrown  from  his  horse,  and  continued  insensible 
for  four  days,  with  all  the  symptoms  of  fracture  at  the  base  of  the 
skull.  Some  days  after,  sjmiptoms  of  what  seemed  to  be  acute 
conjunctivitis  with  pain  came  on,  and  for  this,  a month  after  the 
accident,  Mr.  Nunneley  was  consulted.  The  eyelids  were  now 
swollen  and  dark ; they  could  not  be  closed  over  the  eyeball.  The 
conjunctiva  was  greatly  chemosed  and  purple,  with  large  congested 
blood-vessels.  The  eyeball  protruded  considerably,  and  was  much 
congested.  The  pupil  was  dilated  and  inactive,  and  the  lens  dusky. 
Vision  was  greatly  impaired.  There  was  pain  in  the  eyeball,  in 
which  pulsation  also  was  perceptible  to  sight  and  to  touch.  A bruit 
was  heard  by  the  stethoscope.  The  patient’s  intellect  was  confused, 
and  he  was  troubled  with  noises  in  his  head,  and  pulsation  in  his  left 
ear,  the  function  of  which  was  much  impaired.  All  these  symptoms 
were  materially  checked  by  pressure  on  the  left  carotid  artery.  Local 
and  general  treatment  was  tried  with  no  effect.  Matters  being 
worse  at  the  end  of  the  week,  the  left  carotid  artery  was  tied. 
There  was  a sudden  reduction  in  all  the  symptoms.  The  eyeball 
; returned  to  its  proper  position.  Sight  was  so  far  recovered  that  he 
could  read  moderate-sized  print  with  ease.  The  noise  in  the  head 
s ceased  and  the  hearing  was  restored.  Twelve  months  after  the 
operation  the  eye  looked  so  healthy,  that  no  one  could  tell  anything 
had  been  amiss,  except  by  careful  examination. 

Case  2.  Protrusion  of  spontaneous  origin , treatment  declined.  A 
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robust  short  woman  applied  to  Mr.  Nunneley,  in  May,  1804.  The 
eyeball  was  protruded  and  congested,  the  conjunctiva  red  and  tumid, 
the  pupil  dilated  and  sluggish.  There  was  a throbbing  pain  in  the 
orbit,  and  the  eyeball  pulsated  synchronously  with  the  pulse.  There 
was  dulness  of  hearing,  and  noise  in  the  ear  of  the  same  side,  with 
giddiness.  Pressure  on  the  carotid  artery  lessened  all  the  symptoms. 
Five  months  before,  while  getting  out  of  bed,  she  was  seized  with 
a “ giddy  fainting  fit,\  and  something  queer  in  the  head,”  imme- 
diately after  which  the  eye  began  to  be  affected,  and  had  gradually 
got  worse.  She  declined  to  have  anything  done.  Pier  symptoms 
became  worse  from  time  to  time. 

Case  3.  Cancer  in  the  orbit  and  cavernous  sinus ; deligation  of  carotid 
artery ; cure  of  protrusion  of  eyeball ; subsequent  death  ; examination. 
This  case  was  watched  for  two  years  and  a half.  Neither  Mr. 
Nunneley  nor  any  of  the  many  medical  men  who  saw  it  were  sure  of 
its  pathology.  A stout,  thick,  broad-set  man,  aged  forty-three,  applied 
with  considerable  protrusion  of  the  right  eyeball,  of  four  months’ 
duration.  There  was  vascularity  of  the  surface  of  the  eye, 
indistinct  pulsation,  and  dimness  of  vision.  He  had  giddiness  and 
confusion  in  the  head.  He  had  a very  large  bronchocele  and  a large 
sternal  tumour.  The  eyeball  continued  to  project,  until  it  pro- 
truded altogether  beyond  the  orbit.  It  was  more  congested  than 
formerly.  The  orbit  was  filled  with  a soft  pulsating  mass.  In 
association  with  this  were  some  soft,  pulsating,  compressible  tumours 
without  the  orbit.  It  was  certain  that  the  protrusion  of  the  eyeball 
was  due  to  posterior  if  not  inter-cranial  pressure,  which  was  distinctly 
relieved  by  closure  of  the  carotid  artery.  His  vision  was  lost ; slough- 
ing of  the  eyeball  was  impending,  and  the  head  symptoms  were 
getting  more  distressing.  The  carotid  artery  was  tied.  On  tighten- 
ing the  ligature,  all  noise  and  confusion  in  the  head  instantly  ceased, 
the  eyeball  became  less  prominent,  and  the  two  external  tumours 
lessened  in  size  and  ceased  to  pulsate.  Erysipelas  followed,  and  the 
man  became  hemiplegic.  The  report  goes  on  to  say,  the  orbital 
mass  gradually  lessened,  and  there  was  no  pulsation  in  it  or  the 
cranial  tumours.  After  various  illnesses,  the  man  sank  a year  after 
from  exhausting  diarrhoea.  “On  opening  the  skull  the  surface  of  the 
brain  was  found  covered  with  serum ; its  structure  was  soft,  but 
otherwise  normal.  By  the  side  of  the  sella  turcica,  passing  through 
an  opening  into  the  apex  of  the  right  orbit,  was  a continuation  of  the 
diseased  orbital  mass,  which  had  obliterated  the  right  cavernous 
sinus.  The  mass  was  more  solid  than  those  on  the  head.  The 
ophthalmic  vein  had  been  pressed  on  until  it  was  lost  in  the  mass, 
thus,  in  my  judgment,  proving  that  the  ocular  protrusion  was 
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essentially  of  the  same  nature  in  tliis  as  in  the  other  cases  I have 
reported,  different  as  the  material  causing  the  pressure  might  he. 
The  vessels  constituting  the  circle  of  AVillis  were  alike  on  both  sides. 
The  carotid  artery  had  been  securely  tied.  Below  the  ligature  it  was 
much  dilated.  The  left  carotid  in  its  whole  course  was  also  dilated. 
Both  vessels  would  just  admit  the  tip  of  the  little  finger. 

Case  4.  This  gives  the  post-mortem  examination  of  a case  related 
in  the  first  paper  in  the  “ Medico-Chirurgical  Transactions.”  The 
facts  during  life  were  these.  ^The  disease  began  instantaneously. 
The  carotid  artery  was  tied  three  weeks  afterwards.  The  woman 
recovered,  although  some  time  elapsed  before  the  eyeball  returned  to 
its  natural  position,  and  the  swelling  and  congestion  of  the  eyelids 
had  passed  away.  Opacity  of  the  lens,  and  a little  dulness  of  the 
sclerotica,  were  all  that  remained.  Four  years  and  a half  afterwards 
she  died  of  serous  apoplexy.  On  the  right  side  of  the  sella  turcica 
was  found  a circumscribed  aneurism  of  the  ophthalmic  artery,  just  at 
its  origin,  as  large  as  a hazel-nut,  which  was  filled  with  a dense  solid 
red  clot,  so  loosely  attached  to  the  arterial  walls,  that  when  these 
were  cut  into  the  clot  at  once  fell  out.  The  ophthalmic  artery  and 
its  branches  were  small. 

Discussion  of  the  subject.  In  commenting  on  the  foregoing  case, 
and  the  others  of  supposed  orbital  aneurism,  Mr.  Nunneley  points 
out  the  true  direction  of  the  seat  of  the  disease,  and  thus  discusses 
the  pathology : 

“ In  fact,  in  the  great  majority  of  such  cases  of  protrusion  of  the 
eyeball  there  is  no  disease  whatever  in  the  orbit;  the  seat  of  it  is 
most  commonly  intra-cranial.  The  protrusion  of  the  eyeball  is 
passive,  and  the  other  distressing  symptoms  are  secondary,  depend- 
ing upon  obstruction  to  the  return  of  the  blood  through  the 
ophthalmic  vein,  just  as  happens  in  those  cases  of  popliteal  and 
axillary  aneurisms  where  the  limb  swells  below  the  tumour,  because 
this  presses  upon  the  accompanying  vein.  That  this  pressure,  in  the 
great  majority  of  acute  spontaneous  cases,  is  caused  by  an  aneurism 
of  the  carotid  as  it  passes  into  the  cranium,  or  of  the  ophthalmic 
artery  near  to  its  origin,  is,  I think,  now  certainly  proved.  In  cases 
of  traumatic  origin,  supervening  soon  after  severe  injury  to  the 
head,  the  cause  is  most  probably  effused  blood  near  to,  or  within  the 
cavernous  sinus ; while  in  those  cases  where  the  protrusion  does  not 
come  on  until  some  time  after  the  receipt  of  the  injury,  or  where  the 
violence  has  not  been  so  considerable,  it  may  be  serum  or  fibrine,  el- 
even pus,  the  result  of  suppuration  in  the  sinus.  This  latter  was 
most  probably  the  true  cause  of  the  protrusion  of  the  orbital  contents 
m the  woman  who  died  after  the  deligation  of  the  carotid,  in  the 
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Moorfielcls  Ophthalmic  Hospital,  where  tho  protrusion  had  not 
supervened  until  some  time  after  the  receipt  of  a violent  blow  with 
the  fist  upon  the  temple,  and  where,  as  only  pus  was  found  after 
death  in  the  cavernous  sinus,  some  doubt  appears  to  have  been, 
entertained  as  to  the  correctness  of  the  diagnosis  and  the  propriety 
of  the  operation.”  Mr.  Nunneley  here  alludes,  I presume,  to  a case 
published  in  the  Itoyal  London  Ophthalmic  Hospital  Deports,  in 
which  Mr.  Bowman  supposed  that  there  was  orbital  aneurism,  on 
account  of  protrusion  of  the  eyeball  and  pulsation,  and  tied  the 
carotid  artery  with  the  effect  of  diminishing  these  symptoms  at  first, 
but  in  about  thirteen  days  after  the  operation  the  eye  again  became 
prominent  and  congested.  There  was,  however,  no  return  of  the 
pulsation.  Death  took  place  on  the  nineteenth  day,  and  the  only 
disease  that  could  be  detected  to  account  for  the  symptoms  was  in- 
flammation of  the  dura  mater  about  the  cavernous  and  other  sinuses 
at  the  base  of  the  skull,  with  coagula  iu  their  canals.  The  carotid 
was  of  natural  size,  the  ophthalmic  artery  was  not  dilated,  nor  were 
its  branches  more  numerous,  or  larger  than  usual,  but  the  ophthalmic 
vein  was  much  enlarged,  and  had  the  appearance  of  a varix. 

Mr.  Nunneley  then  considers  the  question  with  reference  to  ana- 
tomical conditions.  He  continues : 

“ That  the  aneurism  of  the  ophthalmic  artery,  or  effused  fluid, 
whatever  its  character,  or  even  a tumour,  may  be  seated  within  the 
orbit  rather  than  in  the  cranium,  is  quite  possible ; but,  inasmuch  as 
those  conditions  which  would  make  a small  amount  of  pressure  felt 
considerably  do  not  exist  in  the  orbit,  but  do  exist  to  a very  con- 
siderable degree  immediately  behind  its  apex  in  the  cavernous  sinus, 
it  will,  I apprehend,  be  in  reality  found  that  in  this  situation  the  • 
actual  cause  does  not  exist  in  the  great  majority  of  cases.  In  the 
orbit  there  is  a large  quantity  of  soft,  yielding  material,  which  would 
require  a body  of  considerable  size  to  cause  sufficient  pressure  to 
produce  the  urgent  symptoms  witnessed  in  a sudden  and  acute  case 
of  protruded  eyeball,  whether  of  spontaneous  or  traumatic  origin ; ; 
whereas,  bound  closely  together  as  the  artery,  veins,  nerves,  and 
absorbents  are  in  the  dense,  unyielding  fibres  forming  the  walls  of  the 
cavernous  sinus,  a very  small  cause  will  necessarily  produce  a very 
great  effect.  Further,  it  must  not  be  forgotten,  that  it  is  very  rare 
to  meet  with  aneurism  in  any  of  the  arteries  of  a size  such  as  are 
found  in  the  orbit.  When  an  aneurism  does  spontaneously  form,  it  r 
is  almost  invariably  found  in  connection  with  a vessel  of  some 
considerable  size,  the  coats  of  which  are  far  more  obnoxious  to  that  * 
loss  of  elasticity  which  predisposes  the  inner  one  to  give  way,  than 
are  those  of  the  size  of  the  orbital  branches.  The  ophthalmic  artery 


ANEURISM  IN  TIIE  ORBIT. 


227 


is  much  larger  at  its  origin  and  in  the  cavernous  sinus  than  it  is 
soon  after  entering  the  orbit.” 

Afterwards  he  alludes  to  the  frequency  of  vascular  protrusion  of 
the  eyeball  in  a lesser  degree : 

“ I would  further  remark  that,  though  this  vascular  protrusion  of 
the  eyeball  in  its  most  acute  form  is  evidently  one  of  the  rarer 
diseases,  or  more  frequent  instances  of  it  would  have  been  recorded 
(for  I cannot  suppose  that  the  fact  of  so  many  as  seven  cases  having 
been  treated  by  myself  within  the  space  of  twelve  years,  is  more 
than  one  of  those  curious  fortuitous  circumstances  for  which  it  is 
impossible  on  any  rational  ground  to  account),  I believe  in  a less 
intense  degree,  and  more  chronic  condition,  protrusion  of  the  eye- 
ball resulting  from  posterior  venous  congestion  is  by  no  means 
uncommon.  Whatever  obstructs  the  return  of  blood,  may  indirectly, 
if  not  directly,  induce  fulness  of. the  eyeball.  Tumours  of  every 
kind  in  the  orbit,  cranium,  or  neck,  may  all  be  causes.” 

There  is  a great  deal  of  force  in  all  that  Mr.  Nunneley  has 
written.  His  physiological  reasoning  and  accurate  clinical  observa- 
tion on  the  many  cases  that  he  has  seen,  and  his  pathological  records, 
go  far  to  confirm  what  he  has  advanced.  It  is,  too,  as  he  shows,  an 
incontrovertible  fact  that,  in  the  only  four  cases  in  which  post-mortem 
examinations  have  been  made,  no  tumour,  aneurismal  or  otherwise, 
had  existed  within  the  orbit. 

There  is  a case  recorded  by  M.  Demarquay  in  his  “ Tumeurs  cle 
l’Orbite  ” which  is  worth  quoting.  A very  thin  woman,  thirty-two 
years  old,  with  disease  of  the  heart  and  the  cerebellum,  was  seized 
with  acute  pain  in  her  eye.  The  next  day  the  eye  was  protruded 
and  vision  was  extinct.  The  eyelids  became  red  and  swollen,  and 
the  eyeball  fixed.  In  the  orbit  there  was  pulsation  and  a bruit. 
It  was  supposed  that  orbital  aneurism  was  present.  The  patient 
died.  The  intra-orbital  veins  were  gorged  with  blood.  In  the 
cavernous  sinus  was  a blood-clot  that  surrounded  the  carotid  artery 
and  the  ophthalmic  artery.  The  orbital  arteries  were  for  the  most 
part  obliterated.  There  was  no  extravasation  of  blood  in  the  orbital 
cellular  tissue. 

I am  enabled  to  give  a case  from  another  source  that  strengthens 
the  above  views.  It  is  recorded  by  the  late  Mr.  Z.  Laurence,  in 
the  Ophthalmic  Reticle  for  October,  1867.  A drunkard,  set.  forty- 
one,  fell  on  the  back  of  his  head  on  the  kerbstone.  He  was  taken 
home.  He  fell  again,  and  after  lying  where  he  had  fallen  for  about 
three  hours,  he  complained  of  aching  pain  on  the  left  side  of  his 
forehead.  His  eye  was  then  noticed  to  be  slightly  protruded. 
Afterwards  he  had  a fit,  was  insensible,  convulsed,  and  breathed 
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stertorously.  When  Mr.  Laurence  saw  him,  on  January  25th, 
these  were  the  symptoms.  The  eyeball  was  considerably  thrust 
forwards  and  apparently  enlarged.  In  order  to  expose  it  to  view, 
it  Avas  necessary  to  raise  the  upper  eyelid,  which  was  expanded  over 
it,  and  was  livid,  congested,  and  more  or  less  oodematous.  There  was 
considerable  conjunctivitis  and  chemosis.  The  eyeball  pulsated  for- 
wards and  synchronously  with  the  pulse  at  the  wrist ; the  pulsation 
was  completely  stopped  by  firm  pressure  on  the  carotid  artery.  A 
distinct  blowing  murmur  could  be  heard  over  the  eye  synchronously 
with  the  pulse.  At  a later  period  of  the  case,  the  region  of  the 
murmur  was  more  completely  defined.  It  extended  from  the  eyeball 
over  the  left  temporal  and  parietal,  the  frontal  and  right  parietal 
regions ; it  was  loudest  at  a spot  about  two  inches  behind  the  left 
external  canthus.  The  man  complained  of  a blowing  sound  like 
that  of  a pair  of  bellows  at  the  left  temple,  which  ceased  at  once 
when  the  left  carotid  was  compressed.  At  the  same  time  it  was 
found  that  the  bruit  ceased  in  all  the  parts  where  it  had  before 
been  remarked.  The  details  of  the  fundus  oculi  presented  no 
special  characters.  There  was  scarcely  perception  of  light.  During 
the  progress  of  the  case  some  further  symptoms  were  observed ; such 
as  loss  of  smell  with  both  nostrils,  and  nearly  every  day  slight 
bleeding  from  the  nose. 

Compression  of  the  carotid  artery  was  fairly  tried  with  Skey’s 
tourniquet  almost  constantly,  for  twelve  days.  It  was  not  altogether 
continuous,  in  consequence  of  the  interference  with  respiration.  Yet 
it  was  effectually  tried.  Ice  was  applied  locally,  and  digitalis  and 
opium  were  given  to  no  effect ; on  the  contrary,  the  symptoms  got 
worse.  The  carotid  artery  was  tied. 

On  the  23rd  of  April,  1867,  the  following  notes  were  taken : 

The  eyelid  is  no  longer  tense,  but  presents  simply  the  appearance 
of  a case  of  extreme  ptosis.  The  eyeball  is  no  longer  congested,  and 
all  its  movements  are  present  to  a moderate  degree.  There  is  only 
a single  line  of  chemosis  below  the  cornea.  The  right  iris  is  hazel- 
coloured,  the  left  dull  grey.  The  left  pupil  is  irregular  and  fixed. 
The  cornea  is  misty,  the  fundus  is  illuminable,  but  no  details  can 
be  seen.  There  is  no  pulsation  or  bruit  in  the  orbit  or  any  part  of 
the  head. 

When  the  patient  was  last  seen,  June  26th,  1867,  the  eyeball  had 
completely  retreated  into  the  orbit,  the  ptosis  had  all  but  disap- 
peared ; the  ocular  movements  were  nearly  perfect.  The  eye  itself 
presented  much  the  same  appearance  as  at  the  last  examination.  All 
vision  was  lost.  No  pulsation  was  felt  in  the  carotid  above  the  point 
of  ligature,  nor  in  the  left  temporal,  facial,  or  inferior  labial  arteries. 
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Mr.  Laurence,  in  the  first  instance,  regarded  this  case  as  one  of 
orbital  aneurism.  After  the  operation,  he  came  to  the  conclusion 
that  he  was  wrong,  and  believed  that  he  had  an  example  of 
rupture  of  the  ophthalmic  artery,  at  or  near  its  origin,  from  the 
internal  carotid  arteiy,  leading  to  the  effusion  of  blood  without  the 
orbit,  and  produced  by  some  fracture  of  the  base  of  the  skull  in 
the  neighbourhood  of  the  foramen  opticum.  The  epileptic  seizure 
was  supposed  to  proceed  from  the  fracture. 

Other  observers  have  verified  the  deceptive  effect  of  extravasations 
in  the  cavernous  sinus  around  the  carotid  artery. 

Nelaton’s  case  of  aneurismal  varix  in  the  sinus,  from  a wound  of 
the  artery  by  a splinter  of  bone  from  fracture  of  the  carotid  canal, 
is  a remarkable  one,  and  to  the  purpose. 

M.  Demarquay,  to  whom  I have  referred,  describes  what  was  said 
to  be  a case  of  orbital  aneurism.  It  was  nothing  of  the  kind.  It  was 
aneurism  of  the  internal  carotid,  involving  the  origin  of  the  ophthal- 
mic artery.  lie  mentions,  besides,  that  M.  Carron  du  Villards  acci- 
dentally met  with  an  aneurism  of  the  artery  in  the  dissecting-room, 
of  the  size  of  a little  hazel-nut.  No  particulars  are  given,  but  a 
reference  is  made  to  the  original,  which  I cannot  obtain.  Dr.  Parrish 
reported  a so-called  case  of  aneurism  in  the  orbit,  nearly  thirty  years 
ago,  in  the  New  York  Medical  Journal.  The  clinical  report  is  very 
meagre,  and  the  remarks  indefinite.  My  own  impression  is  that  the 
disease  was  a ncevus.  After  an  ineffectual  local  tying,  the  patient 
was  dismissed  from  the  hospital. 

Some  observers  in  England  and  abroad  speak  of  having  seen 
aneurism  at  the  origin  of  the  ophthalmic  artery.  In  the  absence 
of  any  minute  details,  it  might,  I think,  be  inferred  that  the  carotid 
alone  was  involved. 

Several  instances  in  which  the  eyeball  has  been  observed  to 
be  influenced  by  forced  respiratory  movements,  or  by  a bent 
position  of  the  body,  and  regarded  as  examples  of  orbital  disease, 
might  perhaps  be  more  correctly  referred  to  morbid  changes  in  the 
cranium. 
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Till  our  diagnosis  is  more  sure,  I am  disposed  to  employ  this  term 
according  to  the  sense  in  which  Mr.  Nunneley  introduced  it.  For 
it  must  be  apparent,  from  what  I have  written,  that  all  which  has 
been  published  about  aneurism  of  the  ophthalmic  artery  is  worth 
nothing  as  a true  record  of  such  disease,  although  it  is  not  without 
value  as  a matter  of  history  in  the  elucidation  of  orbital  affections. 
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We  are  better  prepared  now  to  understand  protrusion  of  the  eye- 
ball associated  with  pulsation,  and  orbital  tumours  communicating 
systolic  action  of  the  heart ; and  we  are  far  less  likely  to  blunder 
in  the  direction  of  supposing  that  there  is  true  aneurism  of  the 
ophthalmic  artery  when  there  is  nothing  of  the  kind. 

It  will  be  an  interesting  subject  for  investigation,  to  ascertain  the 
signs  by  which  intra-cranial  and  orbital  aneurisms  may  be  distin- 
guished from  each  other,  and  from  obstruction  to  the  return  of 
blood  by  the  ophthalmic  vein  from  any  cause  within  the  cranium. 

When  vascular  protrusion  has  a traumatic  origin  from  blows  on 
the  head,  it  is  more  likely  to  be  the  carotid  artery  that  is  injured, 
where  it  is  in  close  relation  with  the  bone  in  the  cavernous  sinus, 
than  the  ophthalmic,  lodged  in  the  soft  tissues  of  the  orbit.  It  is 
probable  that  in  the  cases  of  disease  which  most  closely  simulate 
aneurism  by  anastomosis,  those,  for  instance,  in  which  the  pulsation 
seems  to  spread  beyond  the  margin  of  the  orbit,  or  reappears  after 
ligature  of  the  carotid,  the  cause  will  be  found  to  be  due  to  venous 
obstructions,  either  from  pressure  on  the  ophthalmic  vein,  or  from 
disease  in  the  cavernous  sinus. 

The  treatment  of  vascular  protrusion  of  the  eyeball , that  which  is 
produced  by  intra-cranial  aneurism  of  the  internal  carotid  artery , or 
aneurism  of  the  ophthalmic  artery , true  or  false , is  involved  in  the 
'principle  of  interrupting  the  supply  of  blood,  by  obstructing  the  circula- 
tion through  the  common  carotid  artery.  It  must  be  resorted  to  when 
a patient  is  seen  with  more  or  less  protrusion  of  the  eyeball,  and 
surface  congestion,  or  not,  associated  with  pulsation,  or  conveying  to 
the  ear  an  arterial  souffle,  which  pulsation  or  souffle  is  stopped  by 
pressure  on  the  common  carotid  artery  of  the  same  side.  fetill 
more  surely  is  it  applicable  when  the  disease  is  increasing.  It  is 
unnecessary  to  mention  other  and  secondary  symptoms,  most  of 
which  have  been  given  in  the  cases  quoted. 

It  is  unnecessary  here  to  say  anything  but  in  mere  allusion  to 
those  exceptional  conditions  noticed  above,  which  have  baffled 
diagnosis,  since  we  are  not  in  possession  of  any  sure  distinctive 
marks  by  which  they  can  be  distinguished  from  aneurismal  disease. 

Doubtful  diagnosis  must  not  prevent  a surgeon  from  endeavouring 
to  relieve  his  patient,  if  there  be  unequivocal  symptoms,  which  seem 
likely  to  be  relieved  by  art ; nor  should  he  suffer  remorse  if  he  find 
that  he  has  been  unable  to  discover  recondite  disease,  after  having 
done  his  best  to  understand  it. 

It  must  be  borne  in  mind,  that  obstruction  to  the  return  of  blood 
through  the  ophthalmic  vein,  from  any  cause,  is  sufficient,  not  only 
to  cause  protrusion  of  the  eyeball,  but  also,  a pulsatile  movement 
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•which  is  communicated  by  the  ophthalmic  artery.  But  this  should 
not  cause  any  delay,  when  the  treatment  which  is  being  discussed 
seems  called  for.  In  the  case  No.  2 of  Mr.  Nunneley,  the  woman 
would  not  have  her  carotid  tied.  She  refused  the  only  course  that 
seemed  advisable,  although  it  could  not  be  said,  with  certainty,  what 
the  disease  was.  At  the  end  of  three  years,  Mr.  Nunneley  informed 
me  by  letter  that  he  had  just  examined  her,  at  her  own  house,  as 
she  was  unable  to  travel.  She  complained  of  a constant  noise  and 
confusion  in  her  head,  with  incessant  pulsation,  which  was  so  much 
worse  in  the  recumbent  position,  and  so  increased  by  stooping,  or  the 
least  exertion,  that  she  was  unable  to  do  any  work.  She  slept  but 
little,  on  account  of  the  noise  and  frightful  dreams.  The  hearing- 
on  the  affected  side 'was  not  so  good  as  on  the  other  side.  The 
eyeball,  although  still  prominent,  had  somewhat  receded,  and  was 
not  so  congested.  There  was  very  little  motion  in  the  pupil,  and 
only  just  the  power  of  perceiving  daylight  remained.  By  applying 
the  ear,  or  stethoscope,  to  the  eyeball,  a very  strong,  hard,  whizzing 
burr  was  heard,  synchronous  with  the  systole  of  the  heart ; but  this 
was  lost  on  pressure  being  made  on  the  carotid,  on  the  same  side, 
and  the  noise  in  the  head  was  then  arrested.  ITe  concluded  by 
saying,  though  this  was  with  one  exception  (case  the  second),  the 
least  acute  and  intense  of  any  of  those  reported  by  him,  her 
present  condition  contrasted  unfavourably  with  all  in  which  the 
carotid  artery  was  tied,  and  in  a manner  seemed  to  prove  the  pro- 
priety of  these  operations. 

The  common  carotid  artery  must  he  tied , or  compression  resorted  to. 

The  application  of  the  ligature  is  the  more  sure  process,  and 
perhaps  that  which,  in  the  present  state  of  surgery,  will  always  be 
necessary. 

Compression,  as  a rule,  in  the  treatment  of  aneurism,  is  a work  of 
time,  whether  it  be  done  with  an  instrument  or  with  the  fingers,  and 
in  the  neck  the  process  is  very  uncertain.  The  relations  of  the 
artery  render  it  unfit  for  such  treatment.  The  slightest  pressure  on 
the  trachea  interferes  with  respiration.  The  pneumogastric  and  the 
sympathetic  nerves,  and  the  internal  jugular  vein,  cannot  long  be 
pressed  on  with  impunity.  The  pain,  too,  that  is  produced,  is 
intolerable.  Digital  pressure  has  been  fairly  tried  in  this  country 
twice,  without  advantage,  and  several  times  abroad  without  any 
result.  Still,  should  a case  seem  to  admit  of  the  practice,  it  may  be 
applied.  It  should  be  ceased  as  soon  as  its  inefficiency  is  apparent 
or  even  suspected.  About  the  detail  of  it  I must  be  silent. 

I cannot  attach  any  value  to  the  recommendation  of  applying 
pressure  to  the  carotid  artery,  before  tying  it,  in  order  to  enlarge 
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the  collateral  circulation,  and  so  to  prevent  that  disorder  to  the 
brain  which  has  sometimes  followed  the  sudden  stoppage  of  the 
blood  by  the  ligature.  I do  not  believe  in  the  advantage  of  such 
a measure,  and  I should  not  adopt  the  process. 

TRAUMATIC  ANEURISM  OF  THE  FRONTAL  BRANCH  OF  THE 
OPHTHALMIC  ARTERY. 

The  following  case  is  published  in  the  Lancet  for  March  15,  1862, 
by  Mr.  Hart : 

A boy,  eleven  years  old,  received  a blow  from  the  end  of  an  iron 
rib  of  a parasol,  at  the  inner  angle  of  the  left  upper  eyelid,  ltapid 
swelling  of  the  eyelid  followed  from  considerable  effusion  of  blood. 

The  boy  returned  to  school,  and  went  on  as  usual.  He  complained 
afterwards  of  headache  and  singing  in  the  ears ; but  it  was  not  until 
the  end  of  1860,  four  years  after  the  accident,  that  the  attention  of 
his  mother  was  drawn  to  a swelling  in  the  site  of  the  original 
wound  of  the  eyelid,  which  beat  with  a perceptible  pulsation.  This 
gradually  increased  in  size,  the  eyelid  became  protuberant,  and  the 
eyeball  projected,  and  was  unduly  vascular. 

There  was,  in  fact,  an  aneurismal  swelling  at  the  inner  angle  of  the 
orbit,  just  below  the  margin  of  the  bone.  A thrill,  and  a very  loud- 
whizzing  bruit,  could  be  heard  over  all  the  left  side  of  the  head  and 
temple.  As  the  bruit  was  continuous  through  both  systole  and 
diastole,  but  louder  during  diastole,  it  was  inferred  that  there  was  a 
communication  between  the  artery  and  vein,  and  that  there  was 
present  an  arterio-venous  aneurism,  resulting  from  the  transfixion  of 
the  frontal  branch  of  the  ophthalmic  artery  and  its  satellite  vein  by 
the  forked  end  of  the  umbrella.  There  was  no  scar  perceptible 
where  the  external  wound  had  been.  The  eyelid  was  swelled.  The 
general  health  of  the  lad  was  good.  He  complained  of  a whizzing 
noise  in  the  head,  like  that  of  a steam-engine  at  work,  and  he 
suffered  from  headache. 

By  passing  the  finger  between  the  eyeball  and  the  roof  of  the 
orbit,  it  could  be  felt  that  the  projection  at  the  angle  was  due  to 
an  enlarged  and  tortuous  coil  of  artery,  and  that  the  artery  was 
tortuous  and  dilated  along  the  roof  of  the  orbit. 

“ Here,  then,”  says  the  writer,  “ was  a case  of  arterio-venous 
aneurism,  with  the  cissoid  dilatation  of  the  artery,  and  probably 
also  of  the  vein,  which  commonly  accompanies  that  disease.” 

Digital  pressure  was  made  on  the  carotid  during  tln-ee  weeks,  by  a 
staff  of  three  persons,  who  maintained  intermittent  but  complete 
pressure  during  several  hours  daily  for  that  period. 
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At  the  end  of  three  weeks  there  was  much  the  same  state  ol 
things  as  before.  The  carotid  artery  was  now  tied.  Perfect  success 
ensued.  All  trace  of  the  tumour  was  lost.  The  noises  in  the  head 


were  no  longer  heard. 

In  the  paper,  allusion  is  made  to  two  cases  of  aneurism  in  the 
orbit,  cured  by  digital  compression.  I question  whether  they  were 
true  aneurisms  of  the  orbital  arteries,  from  the  symptoms.  The 
rapidity  of  the  cine  is  another  cause  for  suspicion,  although  of  course 
not  a strong  one. 

In  the  one,  treated  by  Professor  Gioppi,  of  Padua,  “ the  cure  was 
effected  by  compression  for  a few  hours  in  four  days.”  The  other 
was  treated  at  Yerona,  “by  intermittent  compression  occupying 
seven  hours  and  twenty  minutes  in  the  course  of  eighteen  days.” 

Mr.  Nunneley’s  opinion  of  the  compressive  treatment  is  unfavour- 
able. He  writes : “I  would  only  venture  to  say  that  in  the  most 
acute  attack,  whether  spontaneous  or  traumatic,  I believe  tying  the 
common  carotid  of  the  same  side  will  be  found  the  best.  Indeed,  the 
symptoms  are  so  urgent  as  to  necessitate  the  promptest  measures,  or 
the  eyeball  and  lids  will  slough.  Of  the  six  cases  in  which  I have 
adopted  this  plan,  five  were  cured,  and  in  the  one  which  died,  the 
affection  of  the  eye  was  arrested,  death  resulting  from  exceptional 
causes ; while  in  the  one  case  which  is  still  under  observation, 
although  by  no  means  so  acute  as  most  of  the  others,  where  only  an 
expectant  plan  has  been  hitherto  adopted,  the  disease  appears  to  be 
steadily  advancing,  and  in  one  of  those  where  ligature  of  the  carotid 
speedily  cured  the  patient,  rest  and  other  means  had  previously  been 
perse veringly  but  unsuccessfully  tried  for  upwards  of  seven  months.” 

The  statistics  respecting  mortality  from  tying  the  carotid  artery  in 
vascular  protrusion  of  the  eyeball,  and  also  the  effect  on  the  disease, 
are  most  favourable  when  all  things  are  considered.  In  twenty- 
three  instances  of  published  and  unpublished  cases  that  I have  been 
able  to  collect,  there  have  been  only  three  deaths  from  the  operation ; 
none  from  secondary  causes.  Seventeen  are  said  to  have  been 
successful,  the  rest  not  influenced,  or  but  partially  successful.  Con- 
siderable latitude  must  be  allowed  for  the  term  successful,  as  unless 
details  be  entered  into,  it  must  be  made  to  include  many  degrees  of 
variation.  Perhaps  the  strongest  point  shown,  is  the  small  mortality 
of  the  proceeding. 


In  the  last  edition  of  this  work  will  be  found  many  references  to 
cases  in  which  the  operation  has  been  done. 

Vision  is,  for  the  most  part,  as  far  as  I can  ascertain,  very  much 
impaiied  or  quite  lost.  Lhis,  however,  will  very  much  depend  upon 
t 10  changes  which  ha\e  already  taken  place  in  the  interior  of  the 
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eyeball,  before  tlie  carotid  has  been  tied,  and  the  pressure  upon  it 
taken  away ; but  if  the  changes  in  the  retina  are  not  too  great,  this 
tissue  may  recover  itself  sufficiently  after  the  operation  to  allow  of 
good  vision.  Thus,  in  two  cases  reported  by  Mr.  Nunneley,  the  sight 
at  once  became  as  good  as  that  of  the  other  eye.  In  a third,  that  of 
the  acute  traumatic  case  of  the  publican,  though  vision  at  the  time  of 
the  operation,  and  subsequently,  was  very  much  impaired,  after  the 
lapse  of  eighteen  months  it  was  in  great  degree  restored,  so  that 
ordinary  letter-press  could  be  read. 

Aneurism  of  the  central  artery  of  the  retina.  About  three  cases 
have  been  described  in  ophthalmic  literature.  All  examples  of  the 
disease  have  been  in  women.  In  one  case  the  disease  was  on  both 
sides.  This  is  the  celebrated  one  of  a princess  of  Baden.  The 
aneurism  compressed  the  optic  nerves  and  caused  blindness.  In 
another,  the  artery  was  distended  to  the  diameter  of  a stalk  of 
grass.  The  retinal  veins  were  varicose.  The  third  is  a case  given 
by  Dr.  Gr.  Sous  in  the  “Annales  d’Oculistique.”  It  was  recognised 
with  the  ophthalmoscope.  The  patient  was  sixty-four  years  of  age. 
She  had  had  palpitation  for  seven  years,  for  three  years  noises  in 
the  ears,  and  for  five  months  a slight  impairment  of  vision.  There 
were  not  any  external  objective  symptoms.  By  the  ophthalmoscope 
was  seen,  on  the  lower  part  of  the  optic  disk,  an  ovoid  red  tumour, 
large  above,  then  contracting,  passing  a little  beyond  the  disk,  and 
becoming  lost  in  a retinal  artery.  It  pulsated.  The  other  arteries 
were  thread-like,  and  the  veins  large.  Perhaps  this  was  rather 
disease  of  a branch  of  the  central  artery  of  the  retina. 
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CHAPTER  XII. 

GEOMETRICAL  OPTICS. 

LIGHT — LUMINOUS  BODIES — A MEDIUM A PENCIL REFRACTION  AND 

REFLECTION  — LENSES  AND  THEIR  PROPERTIES CYLINDRICAL 

LENSES — ORTHOSCOPIC  LENSES STENOPEIC  SPECTACLES. 

I hope  that  students  will  he  g’lad  to  find  a chapter  on  pure  optics, 
short  and  concisely  written.  It  is  meant  to  assist  them  to  understand 
the  optical  construction  of  the  eye,  to  materially  help  them  to  master 
the  descriptions  of  its  optical  defects,  to  teach  them  the  nature  of  the 
appliances  which  aid  supplies  to  remedy  such,  as  well  as  to  counteract 
the  natural  changes  in  the  eye  interfering  with  vision,  but  which 
cannot  he  called  disease,  and  to  show  them  how  to  appreciate  many 
things  which  are  spoken  of  in  the  chapter  on  “ The  Ophthalmoscope,” 
and  in  other  chapters. 

LIGHT. 

This  is  the  agent  which  enables  us  by  the  eye  to  become  sensible 
of  the  existence  of  a material  body,  and  of  its  form  and  position. 
Geometrical  optics  examines  the  circumstances  of  the  propagation  of 
light,  and  is  founded  on  certain  laws  which  have  been  established 
by  experiment. 


LUMINOUS  BODIES. 

This  includes  those  bodies  which  are  themselves  sources  of  light, 
ami  which  are  able  to  make  us  aware  of  their  existence ; such  are  the 
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sun,  t]io  fixed  stars,  a red-liot  poker,  a burning  lamp.  But  most 
known  bodies  are  not  of  this  nature,  and  can  only  be  seen  by  means 
of  light  originating  in  some  foreign  source  ; for  example,  when  a 
light  is  brought  into  a dark  room,  objects  which  were  before  unseen 
become  visible,  and  as  we  know,  the  moon  shines  only  by  light  which 
originates  in  the  sun. 

Luminous  bodies  radiate  lines  of  light  in  all  direction  as  diver- 
gent rays. 


A MEDIUM. 

This  is  any  substance  through  which  light  can  pass,  as  glass,  air, 
water,  &c.  The  term  is  also  applied  to  a vacuum. 

In  a medium  of  uniform  density,  light  is  propagated  in  a straight 
line. 


A PENCIL. 

This  is  an  assemblage  of  rays  proceeding  to  a fixed  point,  or 
from  it,  which  is  called  the  locus.  There  are  several  kinds  oi  pencils. 


Fig.  71. 


A diver rj ant  pencil,  Fig.  71,  is  one  in  which  the  light  proceeds  from 
the  focus,  so  that  the  rays  separate  further  and  further  from  each 
other,  as  an  example  of  which  may  be  given  the  rays  from  a near 
body,  such  as  those  from  a candle,  or  a lamp. 

Fio.  72. 
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A parallel  pencil,  Fig.  72,  is  one  in  which  the  focus  is  at  so  great 
a distance  that  the  rays  do  not  perceptibly  diverge,  but  may  be 
regarded  as  parallel  lines,  such  as  those  proceeding  from  a lamp 
which  is  distant  the  length  of  the  street.  In  such  cases  as  this, 
the  rays  no  longer  form  an  angle  with  each  other,  that  is, 
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practically  speaking,  they  are  parallel,  and  as  such  they  may  be 
regarded  for  the  purpose  of  my  optical  illustrations,  when,  for  instance, 
such  rays  fall  on  a small  object,  as  the  eye,  or  on  a lens.  But  in 
correct  language  there  are  no  parallel  rays  in  nature. 

A convergent  pencil , Fig.  73,  is  one  in  which  the  light,  in  its  onward 
course,  tends  to  a focus,  and  the  rays  therefore  approach  closer  and 
closer  to  one  another,  until  they  meet  in  a point ; but  such  a pencil 
does  not  naturally  exist,  and  is  produced  only  by  an  optical  instru- 
ment such  as  a convex  lens. 

The  form  of  a pencil  of  light  is,  therefore,  in  geometrical  language, 
either  a cone  or  a cylinder ; and  a luminous  point  in  general  becomes 
visible  by  means  of  a conical  pencil  whose  vertex  is  the  luminous 
point  itself,  and  whose  base  is  the  pupil  of  the  eye.  It  is  im- 
portant to  observe  that  the  diameter  of  the  base  of  this  cone  is  small 
compared  with  its  height,  from  which  property  the  pencil  may  be 
termed  small. 


Fig.  73. 


It  must  be  borne  in  mind  that  many  of  the  properties  of  lenses 
and  prisms,  which  will  be  announced  as  facts  in  the  com'se  of  this 
chapter,  are  only  sensibly  true  for  small  pencils,  and  that  an  increase 
in  the  size  of  the  pencils  would  cause  changes  in  the  results,  for  an 
account  of  which  I refer  the  reader  to  a treatise  on  optics. 

REFRACTION  AND  REFLECTION. 

When  a ray  of  light  passes  from  one  medium  to  another,  it  is 
partly  reflected,  partly  refracted,  and  partly  scattered.  The  angle 
which  the  ray  makes  with  the  normal,  or  line  perpendicular  to 
the  common  surface  of  the  media  at  the  point  of  incidence,  is 
called  the  angle  of  incidence.  The  ray  which  is  reflected,  or 
apparently  rebounds  from  the  surface  without  entering  the  second 
medium,  makes  an  angle  with  the  normal,  which  is  called  the  angle 
of  reflection.  The  ray  which  enters  the  medium  whose  surface  it 
strikes,  and  is  refracted,  makes  an  angle  with  the  normal,  which 
is  called  the  angle  of  refraction.  The  direction  of  the  reflected  ray 
is  such  that  the  angle  of  incidence  equals  the  angle  of  reflexion. 
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Tlio  direction  of  the  refracted  ray  is  such  that  the  ratio  of  the  sines 
of  the  angles  of  incidence  and  refraction,  is  constant  for  the  same 
media.  The  scattered  rays  proceed  from  the  point  of  incidence  as 
from  a self-luminous  point. 

Light  is  reflected  in  the  greatest  quantity  when  it  strikes  the 
polished  surface  of  an  opaque  body.  The  surface  is  itself  rendered 
visible  by  the  scattered  light ; but  as  it  is  with  refracted  light  that  we 
are  concerned,  another  and  more  simple  explanation  of  the  law  of 
refraction  will  now  be  given. 

Let  p a,  Fig.  74,  be  the  direction  of  a ray,  incident  at  the  point  a 
on  the  surface  cab,  of  a medium,  and  let  a q be  its  direction  after 
entering  the  medium.  With  a as  centre,  and  any  radius,  describe 
a circle  meeting  the  incident  and  refracted  rays  in  p and  q.  Draw 
the  straight  line  dae  perpendicular  to  c b,  which  is  called  the 
normal,  and  also  p m,  and  q n perpendicular  to  n e.  Then  the  law 
of  refraction  is  this.  The  ratio  pm:q  n,  is  constant  for  all  directions 
of  the  incident  ray,  provided  the  two  media,  and  the  colour  of  the 
light,  remain  the  same.  This  ratio  is  called  the  index  of  refraction, 
and  is  greater  than  unity  when  the  ray  passes  from  a rarer  medium 
to  a denser,  but  less  than  unity  when  it  passes  from  a denser  to  a 
rarer.  In  other  words,  the  ray  is  bent  towards  the  normal  when  its 
path  is  p a q,  Fig.  75,  from  the  rarer  medium  to  the  denser,  but  is 
bent  from  the  normal  when  its  path  is  q a p,  from  the  denser  to  the 
rarer.  The  index  of  refraction  from  air  to  water  is  4 ; from  air  to 
glass  f . 

Fig.  74.  Fig-  75> 


In  Fig.  74,  c a b,  the  bounding  surface  of  the  medium  lias  been 
drawn  plane;  if,  however,  the  bounding  surface  is'  spherical,  we 
must  draw  l)  e in  the  direction  of  the  centre  of  the  sphere. 

If  qa  be  produced  through  a to  q',  then  the  angle  Q a q'  is  the 
change  which  the  direction  of  the  ray  has  undergone,  and  is  called 
the  deviation.  The  angles  pad  and  qae,  are  respectively  the 
angles  of  incidence  and  refraction. 
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The  law  of  refraction  shows  that  if  the  angle  of  incidence  be  zero, 
that  is,  if  d a is  the  direction  of  the  incident  ray,  then  a e is  the 
direction  of  the  refracted  ray,  or  the  ray  in  this  case  enters  the 
medium  without  changing  its  direction ; so  that  both  the  angle  of 
refraction,  and  the  deviation,  are  equal  to  zero.  The  law  further 
shows  that  as  the  angle  of  incidence  increases,  the  angle  of  refraction 
also  increases,  blit  not  at  so  great  a rate ; thus  the  difference  between 
these  two  angles  increases  as  they  increase,  or  in  other  words,  the 
angle  of  incidence,  the  angle  of  refraction,  and  the  deviation,  in- 
crease and  decrease  together. 

If  the  direction  of  a ray  be  at  any  time  reversed,  it  will  retrace  the 
whole  of  its  former  path.  Thus,  if  q a be  the  direction  of  a ray  in 
the  denser  medium,  c e b,  incident  on  the  surface  at  a,  it  will  be 
refracted,  so  as  in  the  rarer  medium  to  take  up  the  direction  a p. 
It  follows  from  this  property,  that  the  value  of  the  index  of 
refraction  is  the  reciprocal  of  its  former  value;  thus  the  index  of 
refraction  from  water  to  air  is  from  glass  to  air, 

It  may,  be  well  to  add  a few  words  in  explanation  of  what  is  meant 
when  it  is  said  that  these  laws  are  established  by  experiment.  Of 
course,  no  experiment  can  be  performed  with  an  accuracy  so  perfect 
as  of  itself  alone  to  justify  the  exactness  of  the  language  in  which 
these  physical  laws,  or  any  other,  are  laid  down.  Experiments 
merely  point  to  the  laws,  and  suggest  them : their  truth  is  finally 
! established  by  the  fact  that  the  results  of  calculation,  deduced 
theoretically  from  these  laws  alone,  agree  in  every  respect  with  the 
results  of  experiment. 

The  ease  of  a small  pencil  of  rays  incident  upon  the  plane  surface  of 
a medium , may  be  now  considered. 


Q 


Let  q,  Figs.  70  and  77,  be  the  focus  of  the  pencil,  and  q a the  ray 
which  is  incident  perpendicularly  on  b c,  the  surface  of  the  medium, 
and  which,  therefore,  enters  the  medium  without  deviation.  Suppose  /a 
to  be  tlie  index  of  refraction;  then,  if  in  a q or  a q produced  we  take 
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a point  a so  that  a'  a = /x  x a a,  tho  rays  on  entering  the  medium  will 
he  deflected,  and  will  proceed  as  if  they  had  originated  in  q as  focus. 
Thus  to  find  the  path  of  any  ray  q p,  after  entering  the  medium, 
join  o'  r and  produce  it  to  it,  then  p it  will  he  the  path  required. 
It  is  evident  from  the  above,  that,  to  any  eye  situate  in  the  medium, 
the  luminous  point  q will  appear  to  he  at  o ; that  is,  it  will  appear 
to  he  further  from  the  observer,  Fig.  7G,  or  nearer  to  him,  Fig.  77, 
according  as  \x  is  greater  or  less  than  unity.  do  take  a familiar 
example,  a clear  lake  appears  to  a person  in  a boat  to  he  less  deep 
than  it  really  is  ; for,  since  the  index  of  refraction  from  water  to 
air  is  f , the  apparent  distance  of  any  point  in  the  bottom,  will  he 
only  f of  its  real  distance. 

If  the  rays  pass  through  a plate,  that  is  a medium.  hounded  by  a 
pair  of  parallel  planes,  the  two  refractions  take  place  independently, 

and  may  he  examined  separately. 

As  before,  Fig.  78,  let  q he  the  focus  of  the  incident  pencil,  and 
Q a b the  ray  which  is  incident  perpendicularly  on  both  surfaces,  and 
which,  therefore,  passes  directly  through  the  medium.  Let  q'  he  the 
point  from  which  the  rays  diverge  whilst  within  the  medium,  so  that 
Q'  A =fi.  q a.  Then  the  path  p r of  any  ray  whilst  within  the 
medium  will  he  directed  from  Q ; hut  on  emergence  at  R the  ray 
will  he  again  refracted,  so  that  its  direction  R s will  he  parallel  to  its 
original  direction  q p.  The  reason  of  this  is  evident,  for  reverse  the 
ray  qpk,  then  the  angle  of  deviation,  or  the  angle  r p makes  w it 
pq,  is  the  same  as  the  angle  that  pr  makes  with  rs;  hut  the 
deviations  are  in  opposite  directions,  therefore  they  counteract  one 
another,  and  the  direction  of  the  ray  is  unaltered.  If  the  direction 
of  R s produced  meets  qa  in  q,  then  q is  the  focus  of  the  emergen 


Fio.  78. 


rays,  and  therefore  to  an  observer,  looking  through  the  plate,  a 

luminous  point  at  q will  appear  to  be  at  q. 

If  the  plate  he  denser  than  the  surrounding  medium,  the  apparent 
position  of  the  object  will  he  nearer  to  the  observer  than  its  real 
Wmrne  bv  a definite  fraction  of  the  thickness  of  the  plate;  for 
().1,ISS  this  fraction  is  i,  for  water  4 5 tut  if  the  plate  he  thm,  the 
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change  of  position  will  he  too  small  to  be  perceptible,  and  the  object 

1 will  therefore  be  seen  unchanged  in  position.  _ .... 

An  object  viewed  through  a plate-glass  window  furnishes  a familiar 

I example  of  this  theory. 

An  optical  prism  is  a portion  of  a medium  bounded  by  two  plane 

I surfaces,  inclined  to  one  another.  _ 

The  effect  of  a prism  on  the  direction  of  a ray  of  light  which 

f passes  through  it,  can  easily  be  inferred  from  the  effect  of  a plate, 
j Suppose  A B,  c d,  in  Fig.  79,  to  be  the  bounding  surfaces  of  a plate, 
and  r q a ray  incident  upon  a b at  q ; let  q R be  the  direction  of 
this  ray  within  the  plate  after  one  refraction,  and  R s its  direction  on 
i emergence  j then  we  know  that  r s is  parallel  to  y q. 


Fig.  79.  Fig.  80. 


i the  prism  b a d,  as  in  Fig.  80.  This  change  in  the  position  of  the 
surface  c d has  of  course  no  effect  upon  the  refraction  at  the  surface 
a b ; therefore  the  path  of  the  ray  is,  as  far  as  the  point  r,  the  same 
in  the  prism  as  in  the  plate.  But  the  angle  of  incidence  on  the 
surface  c d has  been  increased,  and  consequently  the  deviation  has 
been  increased,  and  therefore  the  ray  r s has  been  turned  about  r,  so 
that  s lies  nearer  to  b than  before  ; that  is,  the  directions  of  rotation 
of  the  surface  c d and  the  ray  r s are  opposite  to  one  another.  A 
corresponding  result  ensues  when  the  plate  c d is  supposed  to  be 
I turned  about  r,  so  that  d approaches  to  b,  Fig.  81.  The  two  cases 
| may  be  included  in  the  following  enunciation : 

If  a ray  of  light  traverse  a prism  of  greater  density  than  the  surround- 
ing medium , the  total  deviation  is  always  towards  the  thicker  part  of  the 
prism. 

This  property  of  the  deviation  of  a single  ray  leads  us  at  once  to 
a knowledge  of  the  apparent  change  in  position  of  a luminous  point 
when  viewed  through  a prism.  Let  q,  Fig.  82,  be  a luminous  point 
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emitting  rays  which  traverse  the  prism  mao;  then  since  each  ray 
in  its  passage  is  bent  toward  the  thicker  part  it  c,  the  point  <j  from 
which  they  apparently  diverge  on  emergence  will  be  nearer  than  a to 
the  edge  a : this  is  shown  in  Fig.  82,  where  two  rays  are  drawn. 

It  appears  from  the  above  that  if  a prism  be  placed  before  an  eye 


Fig.  82. 


with  its  edge  uppermost,  every  ray  which  passes  through  the  prism 
will  be  bent  downwards,  but  the  apparent  position  of  every  object 
will  be  raised.  If  a person  look  at  an  object  with  both  eyes,  and 
place  a prism  just  in  front  of  one  of  them  in  the  manner  described, 
the  two  eyes  will  see  the  object  in  different  places,  and  there  will 
therefore  appear  to  be  two  objects,  one  just  above  the  other. 

Refraction  through  a lens.  The  principal  elementary  facts  are 
easily  comprehended. 

A spherical  lens,  usually  called  a lens,  is  a portion  of  a refracting 
medium,  bounded  by  two  spherical  surfaces,  or  by  two  siu  faces  one  of 
which  is  spherical  and  one  plane. 

The  axis  of  a lens  is  the  line  joining  the  centres  of  the  two  sur- 
faces, if  both  are  spherical,  or  the  line  drawn  through  the  centre 
of  one  surface,  and  perpendicular  to  the  plane  surface,  when  only 
one  is  spherical. 

Fig.  83. 


Lenses  are  of  six  different  forms , as  represented  in  Figure  81,  and 
their  names  depend  upon  the  nature  of  their  bounding  surfaces. 

a , is  a double  convex  or  positive  lens. 

b,  a double  concave  or  negative  lens. 

c,  a plano-convex  lens. 

d,  a plano-concave  lens. 
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e , and  / are  convexo-concave,  or  concavo-convex,  according  as  the 
light  passes  through  the  convex  surface  first,  or  the  concave. 

e,  and  d,  are  also  respectively  known  as  concavo-plane,  and  convexo- 
plane  lenses,  when  the  light  passes  through  the  curved  surfaces  first. 

e,  in  which  the  curvature  of  the  convex  surface  is  greater  than  that 
of  the  concave,  is  commonly  known  as  a meniscus. 

A concavo-convex,  the  convex  surface  being  of  greater  curvature, 
is  spoken  of  as  a positive  meniscus.  A convexo-concave,  the  concave 
surfacQ  being  of  greater  curvature,  as  a negative  meniscus. 

The  preceding  figures  show  at  once  that  lenses  are  of  two  kinds,  those 
which  are  thickest  in  the  middle,  and  those  which  are  thinnest,  a,  c,  and 
e,  are  of  the  first  kind  ; h,  d,  and/  of  the  second.  This  distinction  is 
of  importance  : it  divides  all  lenses  into  two  well-marked  classes, 
which  affect  rays  of  light  traversing  them  very  differently ; for  when 
a ray  passes  through  a lens,  as  when  it  passes  through  a prism,  the 
deviation  is  towards  the  thicker  part.  The  reason  is  obvious,  for  the 


Fig.  84. 


lens  will  produce  the  same  effect  on  a ray,  as  the  prism  formed  by 
the  planes  touching  the  two  surfaces  at  the  points  where  the  ray 
cuts  them. 

It  is  necessary  to  explain  that  I adopt  the  foreign  nomenclature  of 
lenses,  because  it  is  mostly  used  in  the  literature  of  ophthalmology. 
In  the  treatises  on  optics  in  this  country,  a convex  lens  is  called 
a negative  lens,  and  a concave  a positive  one. 

Let  a pencil  of  light  fall  upon  a double  convex  lens,  or  any  other 
which  is  thickest  in  the  middle,  and  let  the  rays  of  the  pencil  be  all 
parallel  to  the  axis  of  the  lens.  Upon  emergence  every  ray  will  be 
bent  towards  the  thicker  part  of  the  lens,  and  therefore  towards  the 
axis ; but,  further  than  this,  the  rays  will  all  meet  the  axis  at  the 
same  point,  f,  Fig.  84,  so  that  the  light  mil  emerge  from  the  lens  as 
a convergent  pencil  of  which  f is  the  focus,  f is  also  called  the  focus 
of  the  lens ; its  distance  from  the  lens  measured  along  the  axis  is 
called  the  focal  length,  and  is  the  same  whichever  surface  is  pre- 
sented to  the  incident  light. 

r 2 
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The  focal  length \ depends  upon  the  curvature  of  the  surfaces , and 
varies  inversely  with  tlie  sum  or  difference  of  the  curvatures  of  the 
two  surfaces,  according  as  the  faces  of  the  lenses  are  both  convex,  or 
concave,  or  are,  one  convex,  and  one  concave.  If  one  surface  is 
plane,  the  focal  length  varies  inversely  as  the  curvature  of  the 
spherical  surface. 

Since,  if  the  direction  of  the  light  is  reversed,  it  will  retrace  its 
former  path,  it  is  clear  that  if  a luminous  point  is  placed  at  the  focus 
f,  the  light  after  traversing  the  lens  will  emerge  as  a parallel  pencil. 
This  is  a principle  sometimes  made  use  of  in  lighthouses the  light 
is  placed  in  the  focus  of  a convex  lens,  and  thus  the  rays  issue  from 

the  lighthouse  in  the  form  of  a parallel  pencil. 

Now  suppose  a pencil  of  light  to  fall  upon  a double  concave  lens, 
or  any  other  which  is  thinnest  in  the  middle,  and  let  the.  rays  of  the 
pencil  he  all  parallel  to  the  axis  of  the  lens.  Upon  emergence  t le 
rays  will  all  he  hent  from  the  axis ; they  will  together  constitute  a 
divergent  pencil,  and  proceed  as  if  they  had  originated  in  a focus  f, 
as  in  Fig.  85. 

Fig.  85. 


This  focus,  through  which  the  rays  do  not  actually  pass,  but  only 
apparently,  is  called  a virtual  focus.  It  must  he  carefully  distin- 
guished from  a real  focus,  one  through  which  every  ray  passes, 


as  in  Fig.  84. 

By  reversing  the  path  of  the  rays,  it  is  seen  that 
dent  on  a lens,  which  is  thinnest  in  the  middle,  in 
pencil  converging  to  the  focus  on  the  opposite  side,  it 
gence  assume  the  form  of  a parallel  pencil. 

& A parallel  pencil  is  therefore  made  convergent  by 
thickest  in  the  middle,  hut  divergent  by  one  which  is 
middle.  On  account  of  these  properties,  the  lenses 
distinguished  as  convergent  and  divergent,  as  well 
concave,  as  above  expressed.  Double  convex  and 
lenses,  whose  surfaces  have  equal  radii,  are  said  to 


if  light  is  inci- 
the  form  of  a 
will  on  emer- 

a lens  which  is  ■ 
thinnest  in  the 
are  commonly 
as  convex  and 
double  concave 
be  equi-convex 


REFRACTION  THROUGH  A LENS. 


245 


and  equi-concave.  The  focal  length  of  such  a lens,  when  made  of 
glass,  is  equal  to  the  radius  of  either  surface. 

A knowledge  of  the  focal  length  of  any  lens  is  very  important,  and  so 
it  is  necessary  to  have  practical  methods  by  which  such  length  may 
he  easily  determined.  In  the  case  of  a convex  lens  we  have  only  to 
let  fall  upon  it  the  sun’s  rays,  or  light  from  some  object  sufficiently 
distant,  say  across  the  street,  and  receive  the  image  or  optical  repro- 
duction, formed  by  the  rays  on  their  emergence,  upon  a screen,  or 
a sheet  of  paper.  When  the  image  is  most  distinct,  the  distance 
between  the  screen  and  the  lens  will  be  the  focal  length. 

The  focal  length  of  a concave  lens  is  not  quite  so  easily  determined, 
but  the  following  method  may  be  used  for  the  test : Cover  completely 
the  surface  which  is  to  be  presented  to  the  incident  light,  with  the 
exception  of  two  pin-holes  equi-distant  from  the  axis.  Let  light  now 
fall  upon  the  lens  from  some  distant  object,  as  the  sun,  or  a distant 
lamp,  and  receive  the  two  rays  which  are  allowed  to  pass  through 
the  pin-holes  upon  a screen.  When  the  luminous  spots  on  the  screen 
are  twice  as  far  apart  as  the  pin-holes  on  the  cover,  the  distance 
between  the  lens  and  the  screen  will  be  equal  to  the  focal  length 
required. 

Another  method  of  arriving  at  the  focal  length,  is  to  find  the  con- 
vex lens  which  exactly  neutralizes  its  effects.  The  two  lenses  should 
be  placed  in  contact,  and  with  their  axes  in  correspondence,  and  close 


Fig.  86. 


to  the  eye.  If  the  neutralization  be  complete,  objects  will  be  seen 
naturally.  If  otherwise,  they  will  be  magnified  or  diminished, 
according  as  the  power  of  the  positive  lens,  or  the  negative,  prevails. 

To  return  to  the  consideration  of  refraction  through  a convex  lens. 
Suppose  a divergent  pencil  of  light  to  be  incident  upon  a lens,  the 
focus  being  in  the  axis  at  a distance  from  the  lens  greater  than  the 
focal  length.  Let  f and  g,  Fig.  86,  be  the  foci  of  the  lens,  one  on 
each  side  of  it.  The  convergent  power  of  the  lens  is  not  capable  of 
bringing  the  rays  in  this  case  to  a focus  at  g ; but  after  traversing 
tlie  lens  they  will  all  meet  the  axis  at  a point  q beyond  g,  and  the 
nearer  q is  to  f tire  further  will  q be  from  g. 
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But  if  q,  Fig.  87,  the  focus  of  the  incident  pencil,  be  nearer  to  the 
lens  than  e,  then  the  divergency  of  the  pencil  is  so  great,  that  the 
lens  is  not  able  to  make  the  rays  converge . to  any  point,  but  on 
emergence  they  will  still  diverge  as  if  from  a focus  q in  the  axis 
beyond  f.  The  nearer  a is  to  f,  the  further  off  is  q from  f. 


Fig.  87. 


Oblique  pencils.  I have  hitherto  considered  direct  pencils  where  the 
light  diverges  from  a point  on  the  axis  of  the  lens,  and  in  this  case  the 
focus  of  the  emergent  rays  is  also  on  the  axis.  But  when  the  focus  of 
incident  light  is  not  on  the  axis,  or  the  case  of  oblique  pencils,  there 
can*  still  be  found  one  ray  which  passes  through  the  lens  vithout 
deviation ; that  is,  a ray,  the  directions  of  which  before  entering  the 
lens,  and  after  leaving,  are  parallel.  It  is  upon  the  line,  which 
represents  this  ray,  that  the  focus  of  the  emergent  light  will  be 
found,  and  through  which  the  refracted  pencil  approximately  passes. 
The  nearer  the  object  is  to  the  axis,  or  the  more  direct  the  pencil  is, 
the  nearer  this  approximation  approaches  the  truth.  1 

The  direction  of  the  ray  which  suffers  no  deviation,  passes  through 
a fixed  point  which  is  called  the  centre  of  the  lens.  In  the  case  of 


Fig.  88. 


an  equi-convex  or  equi-concave  lens,  the  centre  lies  on  the  axis  mid- 
way between  the  surfaces.  If,  then,  there  is  given  an  incident 
pencil  of  light,  diverging  from  a point  not  on  the  axis  of  the  lens,  it 
is  only  necessary  to  join  this  point  with  the  centre  of  the  lens,  to  find 
a line  on  which  the  focus  of  the  emergent  pencil  will  be  formed. 
The  case  is  illustrated  in  Fig.  88,  where  o is  the  centre  of  the  lens 
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a h,  and  q q,  the  foci  of  the  incident  and  the  emergent  pencils,  lie 
upon  a straight  line  passing  through  c. 

There  has  been  considered,  up  to  this  point,  only  the  case  of  a 
single  pencil  of  light  incident  upon  a lens.  When  a luminous 
object  is  placed  before  a lens,  every  point  on  the  surface  is  the  focus 
of  an  incident  pencil,  and  gives  rise  to  an  emergent  pencil,  and  a 
focus  of  emergent  light.  The  image  of  the  object  is  the  assemblage 
of  these  foci  of  emergent  rays,  and  as  far  as  it  can  be  examined  by 
the  eye,  bears  a resemblance  to  the  object  itself. 

To  understand  the  nature  of  an  image  formed  by  a convex  lens. 
Suppose  an  arrow,  as  drawn  in  the  figure,  to  be  placed  before  it,  so 
as  to  be  perpendicular  to  the  axis,  and  at  a distance  from  it  greater 
than  the  focal  length. 

Fig.  89. 


Let  q,  Fig.  89,  be  the  point  in  which  the  arrow  cuts  the  axis,  and 
o,  o , its  extreme  points ; then  the  image  of  a will  be  at  q on  the  axis. 
Let  c be  the  centre  of  the  lens,  and  draw  the  lines  o c,  o'  c ; then  the 
images  of  o and  o'  will  be  at  the  points  i and  i,  which  lie  respec- 
tively on  the  line  o c and  o'  c produced. 

In  a similar  manner,  every  point  in  o o'  will  have  an  image  on  the 
other  side  of  the  lens,  and  thus  we  shall  find  i q i'  the  image  of  o q o'. 

This  image  will  be  inverted,  and  slightly  curved  from  the  lens. 
It  will  be  a real  image,  because  the  rays  of  light  actuallv  pass 


Fig.  90. 


through  it.  The  best  method  of  observing  it  is  to  receive  it  on  a 
screen,  but  it  may  be  seen  as  an  aerial  image  if  bright  enough. 

If  the  object  be  nearer  to  the  lens  than  the  focus,  an  image  of  quite 
a different  nature  will  be  formed. 
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The  rays  from  any  point  o,  Fig.  90,  of  the  image  o q o',  after 
traversing  the  lens,  will  proceed  as  if  from  a focus  i on  the  same  side 
of  the  lens  as  o,  hut  further  off.  The  point  i will  be  on  the  line 
drawn  from  c,  the  centre  of  the  lens  through  o,  and  will  be  a virtual 
focus.  Thus  there  will  be  formed  an  image  i q I of  the  object  o qo'  : 
this  image  will  be  virtual,  erect,  and  magnified. 

These  two  methods  of  forming  an  image  by  means  of  a convex 
lens,  are  very  distinct,  and  the  distinctions,  which  are  important,  can 
be  thus  recapitulated. 

When  the  distance  of  the  object  from  the  lens  is  greater  than  the 
focal  distance,  the  image  is  real,  inverted,  on  the  opposite  side  of  the 
lens  as  the  object,  and  may  be  either  magnified  or  diminished.  When 
the  distance  of  the  object  from  the  lens  is  less  than  the  focal  distance, 
the  image  is  virtual,  erect,  on  the  same  side  of  the  lens  as  the  object, 
and  magnified. 

In  the  latter  case,  when  the  lens  is  used  as  a magnifying  glass,  the 
magnifying  power  is  measured  by  the  reciprocal  of  the  focal  length. 
Lenses  whose  focal  lengths  are  6,  7,  and  8,  are  said  to  be  of  the 
powers  4,  b,  i respectively ; the  smaller  focal  length  giving  the 
greater  power.  It  must  be  carefully  noticed  that  the  number  which 
expresses  the  power  of  a lens,  is  not  the  ratio  of  the  magnified  image 

to  the  object.  # 

An  important  fact  must  be  mentioned.  If  a series  of  thin  lenses 

be  placed  in  contact,  so  as  to  have  a common  axis,  the  power  of  the 
combination  is  equal  to  the  sum  of  the  powers  of  the  separate  lenses. 
By  this  we  are  enabled  to  calculate  the  focal  length  of  the  combina- 
tion. For  example,  if  three  lenses  be  placed  in  contact,  whose  focal 
lengths  are  10,  15,  and  20  inches  respectively,  then  the  power  of  the 
combination  is  TV  + tf  + to>  or  arLt^’  therefore,  the  focal  lengt 

of  the  combination  is  -f  f , or  4^  inches.  . 

The  effect  of  a concave  lens  on  a single  pencil  of  light,  and  its  method 
of  forming  an  image,  are  illustrated  in  Figs.  91  and  92,  vhich  wi 

be  understood  from  what  has  preceded. 

It  is  to  be  observed  that  i q i',  the  image  of  o q o , is  virtua  , eiec  , 
on  the  same  side  of  the  lens  as  the  objeot,  and  diminished. 

Circles  of  dispersion.  The  best  way  of  observing  a real  aerial  image 
such  as  is  explained  by  Fig.  89,  is  to  receive  it  on  a screen  or  sheet 
of  paper.  If  the  paper  be  held  exactly  at  i q i,  the  image  will  be  a 
very  distinct  optical  reproduction  of  the  object ; but  when  the  screen 
is  moved  nearer  to  the  lens,  or  further  from  it,,  the  image  becomes 
blurred,  though  it  is  still  to  some  extent  an  optical  reproduction  o 
the  obiect  The  reason  of  this  is  at  once  rendered  evident  by  an 
examination  of  Fig.  86.  In  this  case,  light  originating  in  a hum- 
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i nous  point  q converges  to  a point  q : hence  if  a screen  be  passed 
! exactly  through  q,  there  will  be  seen  on  it  a single  bright  point ; but 
I if  the  screen  be  moved  either  nearer  to  the  lens,  or  further  from  it, 
| the  pencil  of  light  will  illuminate  not  merely  a single  point,  but  a 
| circular  patch.  Turn  again  to  Fig.  89,  and  consider  the  object  oao' 
to  be  made  up  of  a collection  of  luminous  points : then  it  is  clear 
I that,  if  the  screen  be  not  held  exactly  at  i q i',  but  only  near  it,  the 
; image  will  be  made  up  of  a collection  of  bright  circles,  which  by  their 
overlapping  give  the  blurred  appearance  to  the  image  which  has 
I been  mentioned.  Circular  bright  patches  formed  in  this  manner,  are 
called  “circles  of  dispersion.”  These  will  be  frequently  alluded  to  in 
the  chapter  on  the  “ Optical  Defects  of  the  Eye.” 

Fig.  91. 


Explanation  of  the  use  of  lens  in  spectacles.  The  explanation  of  the 
I simpler  properties  of  lenses  which  has  been  given  is  sufficient  to 
| enable  the  theory  of  ordinary  spectacles,  and  their  use,  to  be  under- 
| stoo(i-  If  reference  be  made  to  Fig.  90,  which  represents  an  object 
before  a convex  lens,  but  at  a distance  from  it  less  than  the  focal 
I length,  it  will  be  seen  that  an  erect  image  is  formed  at  a greater 
distance  from  the  lens  than  the  object.  Hence,  if  an  object  at  a 
moderate  distance  be  viewed  through  a convex  lens,  whose  focal 
length  is  greater  than  this  distance,  the  rays  wall  enter  the  eye  as  if 
the  object  were  further  off.  Such  a lens  will  therefore  enable  a long- 
sighted person,  or  presbyopic,  to  see  an  object  which  is  not  within 
the  field  of  his  unaided  eye. 

Again,  if  reference  be  made  to  Fig.  92,  which  represents  an  object 
before  a concave  lens,  it  will  be  seen  that  an  erect  image  is  formed  at 
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a smaller  distance  from  tlio  lens  than  the  object.  Hence,  if  an  object 
be  viewed  through  a concave  lens,  the  rays  will  enter  the  eye  as  if 
the  object  were  less  distant : such  a lens  will  therefore  enable  a short- 
sighted person  to  see  an  object  which  is  beyond  the  distance  of 
distinct  vision  of  his  unaided  eye. 

Cylindrical  lens.  A cylindrical  surface  is  one  which  in  untech- 
nieal  language  would  be  best  described  as  the  surface  of  a straight 
tube,  and  may  be  considered  as  formed  by  a number  of  circular  rings 
placed  side  by  side.  The  axis  of  a cylinder  is  a straight  line  drawn 
through  the  middle  of  it,  so  as  to  be  equidistant  from  all  parts  of  the 
surface : it  passes  through  the  centre  of  each  of  the  imaginary  com- 
ponent circular  rings. 

The  accompanying  figure,  Fig.  93,  represents  a portion  of  a cylin- 
drical surface  with  m n its  axis.  Through  p,  any  point  on  the  surface, 
are  drawn  two  lines,  so  as  to  represent  the  peculiar  curvature  of  this 
surface,  c d is  a straight  line  which  can  be  traced  on  the  surface  if 
we  start  from  p in  a direction  parallel  to  m n.  In  this  direction, 
then,  the  surface  has  no  curvature,  a b p is  a circle  which  can  be 
traced  on  the  surface  if  we  start  from  p in  a direction  at  light 


Fig.  93. 

A 


angles  to  c o or  m n : it  is  one  of  the  component  circles  of  the  surface, 
and  in  this  direction  the  surface  has  its  greatest  curvature.  In  inter- 
mediate directions  are  to  be  found  all  degrees  of  curvature  between 

these  two  extremes.  . . 

A cylindrical  lens  is  one  which  has  either  of  its  surfaces,  or  bo  i, 

cylindrical.  Such  a surface  may  be  externally  either  convex  or 
concave ; and  thus  it  is  at  once  clear  that  there  may  be  a variety  o 
cylindrical  lenses  corresponding  to  the  different  spherical  lenses  illus- 
trated in  Fig.  93.  The  number  can,  however,  be  increased  by 
altering  the  relative  directions  of  the  axes  of  the  two  surfaces,  an 
cylindrical  lenses  have  been  divided  into  two  classes. 

Simple  cylindrical  lenses,  those  whose  surfaces  are  cylinders,  whose 

axes  are  parallel  to  one  another. 
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Bi -cylindrical  /enscs,  those  whose  surfaces  are  cylinders,  whose  axes 
are  at  right  angles  to  one  another. 

Spherico-cylindrical  lenses  have  one  surface  cylindrical,  and  one 
spherical. 

A cylindrical  surface  is  astigmatic  in  its  effect  upon  a pencil  of 
light : that  is,  after  refraction  the  pencil  does  not  even  approximately 
converge  to  a single  point  or  focus,  or  diverge  from  it.  The  focal 
length,  of  a cylindrical  lens  is  the  focal  length  for  those  rays 
which  are  most  refracted,  or  which  are  in  the  plane  of  greatest 
curvature. 

Two  cylindrical  surfaces  may  he  made  to  counteract  one  another’s 
astigmatism.  If  one  is  convex,  and  one  concave,  these  axes  must  be 
parallel  for  this  purpose : if  botli  are  convex  or  both  concave,  their 
axes  must  be  at  right  angles. 


Fig.  94. 


The  practical  application  of  a cylindrical  lens  to  certain  defects  in 
the  curve  of  the  cornea,  by  placing  it  so  that  the  direction  of  the 
greatest  refraction  in  the  lens  may  be  the  same  as  the  direction  of 
least  refraction  in  the  eye,  is  fully  treated  of  in  the  chapter  on  the 
“ Optical  Defects  of  the  Eye.”  The  combination  of  the  spherical 
lens  with  the  cylindrical,  is  also  set  forth. 

It  is  generally  speaking  unnecessary  to  have  both  surfaces  of  a 
lens  cylindrical. 


Fig.  95. 


^srs'-  All  that  has  been  said  about  lenses,  so  far  as  it 
]•  ,.°  1011  llse  *n  listing  vision,  is  with  reference  to  their 

0^::nt°  eye’  and  thuS  far  n°thing  more  is  to  be  desired, 
triciil  cr  8P6Cr  68  wki°h  are  80  made  that  each  glass  is  a synmie- 
thev  <1  V r mi*8’  °r.  G01lcave)  Rre  theoretically  defective,  because 
u certain  additional  circumstances  consequent  on  the 
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use  of  the  two  eyes  for  the  production  of  binocular  vision.  This  I 
proceed  to  show.  The  subject  was  first  very  beautifully  demon- 
strated by  Dr.  Giraud-Teulon,  of  Paris.  It  has  been  more  fully 
worked  out  by  Scheifler,  in  his  “ Optical  Defects,”  and  to  the  trans- 
lation of  which  by  Mr.  Carter  I am  indebted  for  much  information 
and  for  some  diagrams. 

a and  b,  in  Fig.  94  or  95,  are  a pair  of  equal  lenses,  and  an  object 
q,  is  viewed  through  them.  Each  lens  will  form  an  image  : qA,  that 
formed  by  the  lens  a,  will  lie  on  a q ; q.>,  that  formed  by  the  lens  b, 
will  lie  on  b q.  These  images  will  be  further  from  the  eyes  than  q,  if 
the  lenses  are  convex,  Fig.  94,  but  nearer  if  they  are  concave,  Fig. 
95.  The  light,  then,  enters  the  eyes  as  if  proceeding  from  objects  at 
ql  and  ?2 ; the  eyes  act,  therefore,  as  if  they  were  regarding  separate 
objects,  and  not  a single  object  as  in  unassisted  vision ; yet  the 
objects  are  not  presented  to  the  eyes  so  as  to  give  rise  to  double 


Pig.  96. 


vision  ; but  since  the  angle  between  the  directions  a ql7  and  b q*,  in 
which  each  eye  views  its  own  object,  remains  a q b,  the  same  as  if  the 
lenses  were  removed,  and  yet  the  distances  a a and  b q are  altered  to 
A qv  and  B q it  is  clear  that  the  natural  relation  between  these 
distances  and  the  angle  between  them  is  destroyed,  and  that  in  con- 
sequence a common  pair  of  lenses,  as  set  in  spectacles,  must  produce 
an  undesirable  visual  strain:  the  eyes  are  convergent  for  one  point 
and  focused  for  another,  and,  therefore,  the  natural  relationship 
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between  convergence  and  focusing  is  broken.  This  difficulty  bas  been 
overcome,  and  spectacles  known  as  “ ortlioscopic  ” or  “ decentered, 
have  been  constructed,  by  which  the  convergence  of  the  optic  axis 
and  the  changes  in  accommodation  coincide.  Each  glass  is  a com- 
bination of  a lens  and  a prism,  as  shown  in  the  accompanying  figures. 
a and  n are  a pair  of  equal  lenses,  either  plano-convex,  Fig.  9G,  or 
| plano-concave,  Eig.  97,  and  through  these  lenses  an  object  q,  is 
viewed.  Then,  as  before,  images  q1  and  qt  will  be  formed,  one  by 
each  lens.  Now,  let  prisms  c and  d be  placed  one  against  the  plane 
face  of  each  lens,  and  so  that  the  thin  ends  of  the  prisms  are  turned 
in  opposite  directions,  pointing  both  outwards  if  the  lenses  are  con- 
vex, but  both  inwards  if  they  are  concave. 

It  has  been  shown  that  the  interposition  of  a prism  changes  the 
apparent  position  of  a luminous  point,  making  it  seem  nearer  to  the 
edge.  The  effect  of  the  prisms  c and  d,  then,  will  be  in  each  case  as 
follows.  The  apparent  positions  of  qx  and  q2  will  be  altered  and 
thrown  nearer  to  one  another,  and  if  the  optical  angle  of  the  prism 
be  properly  chosen,  these  images  may  be  made  to  coincide  in  a single 
i image  q.  The  eyes,  therefore,  which  look  through  such  a pair  of 
spectacles,  will  view  a single  image  q instead  of  a single  object  q, 
which  will  be  further  or  nearer  than  q,  according  as  the  lenses  are 
convex  or  concave.  The  vision  in  this  case  is  natural  and  without 
strain. 

Ortlioscopic  spectacles,  whether  convex  or  concave,  whether  of  short 
foci  or  long,  are  peculiar,  in  that  they  may  be  used  by  persons  of 


Fig.  98.  Fig.  99. 


normal  sight,  short  sight,  or  far,  without  strain,  with  clearness  of 
vision,  within  the  limits  of  clear  vision  dependent  on  the  eyes  them- 
selves, and  upon  the  power  of  the  lenses.  They  are  said  to  be  pecu- 
liarly suited  for  the  normal  eyes  of  workmen  who  are  engaged  in 
watch-making,  engraving,  and  such  minute  work.  It  must  be 
observed  that  they  are  ortlioscopic  in  one  position  only,  that  neither 
lens  will  bear  any  rotation  about  the  visual  line,  but  that  they  act 

! together  as  a pair,  and  not  independently,  as  do  the  lenses  of  common 
spectacles. 

It  is  not  necessary  that  one  surface  of  each  lens  should  be  plane, 
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as  they  havo  been  drawn  and  described  for  the  sake  of  simplifying 
the  explanation.  The  prism  may  be  inserted  between  two  convex 
lenses,  or  Wo  concave,  so  as  to  give  the  shapes  as  in  Figs.  08  and  09, 
or  between  one  convex  lens  and  one  concave,  in  which  case,  the  con- 
vergent or  divergent  nature  of  the  combination,  or  meniscus,  will 
depend  upon  the  relative  curvatures  of  the  two  surfaces. 

The  relation  between  the  angle  of  the  prism  and  tire  power  of  the 
lens,  or  combination  of  lenses,  which  with  it  forms  an  orthoscopic 
combination,  depends  upon  geometrical  and  physical  principles  only ; 
that  is,  if  the  power  of  a pair  of  ordinary  spectacles  be  given, 
together  with  the  distance  between  the  eyes  for  which  they  are 
to  be  used,  then  the  prisms  which  will  render  the  combination 
orthoscopic  are  determined  at  once,  without  reference  to  any  defect 
in  the  sight. 

Another  definition  of  orthoscopic  lenses  may  be  given,  which 
not  only  leads  to  a more  simple  theory  of  their  effect,  but  also 
to  an  easy  method  of  fabrication.  Imagine  a lens  placed  before 
the  face  in  a vertical  position,  with  its  centre  midway  between  the 
eyes,  and  suppose  the  lens  so  large  as  to  reach  beyond  the  eyes 
on  each  side.  Also,  suppose  that  light  from  an  object  q,  Fig.  100, 


Fig.  100. 


after  traversing  the  lens,  emerges  from  it  as  if  it  came  from  q ; then 
q will  be  the  apparent  position  of  Q to  the  observer  behind  the  lens. 
Now  let  the  surface  of  the  lens  be  entirely  covered  except  the  parts 
a b and  c d immediately  before  the  eyes,  then  the  light  traversing 
these  parts  has  not  been  interfered  with,  and  may  still  be  said  to 
emerge  as  if  leaving  the  image  q , if  we  neglect  the  error  due  to  the 
obliquity  of  incidence.  If  the  parts  a b and  c d be  now  cut  out 
from  the  larger  lens,  and  fixed  in  spectacle  frames  at  the  same 
distance  apart  and  in  the  same  relative  positions,  they  will  constitute 
a pair  of  orthoscopic  spectacles:  hence  orthoscopic  glasses  may  be 
considered  as  prismatic  lenses  cut  exoentrioally  out  of  a larger  lens. 
From  this,  of  course,  arise  the  names  “ excentric  ” and  “ decentered 

glasses. 
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To  write  with  greater  accuracy  it  should  he  mentioned  that  the 
distance  between  the  glasses  a b and  c d,  when  formed  into  spectacles, 
should  not  he  exactly  the  same  as  it  was  before  they  were  cut  out  of 
the  lens  ; for  by  slightly  altering  this  distance  the  error  just  men- 
tioned, which  is  due  to  the  obliquity  of  the  incidence,  is  corrected. 

Several  pairs  of  orthoscopic  lenses  can  be  cut  out  of  one  large  lens, 
as  is  shown  in  Fig.  101. 

This  considerably  reduces  the  cost  of  manufacture. 


Fig.  101. 


word  fUrtl’er  detail8  1 refer  tllG  readei’  t0  Scheffler’s  very  elaborate 
Orthoscopic  spectacles  are  not  yet  articles  of  commerce.  They  are 

scientific  r imPortec1’  excellt:  to  demonstrate  their 

lenses  t f1'  Th,6y  are  "eeessarily  very  expensive.  Unless  the 

oart  of  th°  a ™ry  l0W  ?’0Wer’  th°y  are  most  unsigMy.  because  one 

Vaies  n lf  rrgl"  18  the  °ther  ^ thiok>  and  ‘be  spectacle 

e made  to  correspond.  Some  patients  to  whom  they 
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have  been  supplied,  and  who  have  been  thoroughly  acquainted  with 
their  principles,  have  refused  to  wear  them  on  account  of  their 
ugliness. 

Stenopceic  spectacles , literally,  peep-hole  spectacles,  are  better 
known  in  science  than  in  practice,  because  they  do  not  afford  all  the 
benefit  that  their  theory  holds  out,  but  they  have  some  practical 
advantage,  and  besides,  afford  assistance  in  examining  the  optical 
defects  of  the  eye. 

Speaking  of  the  appliance,  as  for  one  eye,  it  consists  of  a goggle, 
which  so  fits  the  eye  as  to  exclude  the  light,  and  in  front,  the 
diaphragm  has  a hole  or  a slit  according  to  the  circumstance  of  the 
case.  In  the  test  apparatus,  there  is  provision  for  trying  holes  and 
slits  of  different  sizes  in  succession.  The  intention  is  to  cut  off  all 
light,  and  to  allow  rays  to  enter  only  in  a certain  direction.  It  is 
many  years  since  Millard  of  Oxford-street  made  several  of  these 
stenopseic  tests  for  me,  when  I was  working  on  the  subject  of  conical 


Such  spectacles  have  been  chiefly  used  to  obviate  the  disturbance 
to  the  image  on  the  retina,  produced  by  the  imperfect  light  which 
passes  through  lateral  opacities  of  the  cornea.  Entrance  is  given 
only  to  the  light  that  is  subject  to  regular  refraction  throug  a 
normal  refracting  paid.  Much  trial  and  patience  is  needed  m 

making  the  most  of  such  an  apparatus,  and  a clever  optician  is  a 


desideratum.  , 

It  is  well  known  that,  by  looking  through  a small  aperture,  and 

so  diminishing  the  circles  of  dispersion,  objects  can  be  seen  with 
accuracy  much  nearer  to  the  eye,  that  is  under  a greater  angle  Bu 
there  are  disadvantages  in  loss  of  light,  and  loss  of  the  extent  of  the 

field  of  vision.  . , , Tf 

Lenses  may  be  combined  with  the  stenopseic  spectacles.  11  sue* 

combination  be  adopted  for  myopia,  in  order  to  avoid  loss  of  ligk  , 

the  slit  should  be  next  to  the  eye.  When  greater  distinctness  is 

required,  the  lens  should  be  next  to  the  eye.  , 

Prismatic  spectacles.  These  are  merely  prisms  with  a small  angle 
of  refraction  made  in  pattern,  like  ordinary  spectacle  lenses. 


CHAPTER  XIII. 


CONSTRUCTION  OF  SPECTACLES. 

A 'work  on  the  diseases  of  the  eye  would  he  incomplete  without 
certain  practical  hints  about  spectacles. 

The  frames. — These  should  be  of  metal,  strong  enough  to  prevent 
twisting*  and  loss  of  shape,  with  fair  wear ; for  unless  the  lenses 
be  kept  in  suitable  positions  before  the  eyes,  their  full  utility  is  not 
obtained.  It  matters  nothing  about  the  kind  of  metal,  except  that 
steel  is  the  strongest,  lightest,  perhaps  the  most  becoming.  A dead 
polish  should  be  given  to  it.  The  different  parts  require  notice. 

The  nose-piece,  or  saddle,  should  have  proper  adaptation.  It  must 
be  regulated  to  the  form  of  the  nose,  sometimes  straight,  sometimes 
much  curved,  so  as  to  form  a deep  recess,  and  with  this  perhaps, 
bent  forwards  or  backwards,  according  as  the  eye  is  more  or  less 
prominent. 

The  eye-pieces,  or  rims,  should  surround  the  eyelids.  Opticians  are 
generally  at  fault  here.  Their  pattern  is  a matter  of  taste.  Different 
countries  have  different  fashions.  I think  the  oval  the  most  be- 
coming, but  it  should  be  large  enough  to  enable  the  lens  to  be  of 
a size  that  will  cover  the  pupil  in  full  lateral  use  of  the  eye. 

The  lenses  should  be  so  placed  that  the  centres  of  them  correspond 
with  the  visual  lines  as  near  as  is  practicable,  when  the  eyes  are 
m.  a straight  position.  Different  plans  have  been  invented  for 
accomplishing  this  adaptation.  The  simplest  and  most  accurate  is 
to  direct  the  patient  to  look  at  an  object,  while  the  distance  between 
t e centre  of  each  pupil  is  measured  with  a ride,  on  which  are 
raversing  indices.  Another  method  is  to  make  a mark  on  the 
under  eyelids,  just  under  the  pupils,  with  ink,  and  then  to  take 
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the  measure.  They  should  he  always  on  the  same  level, 
difference  in  height  will  cause  much  contusion  in  sight. 

As  spectacles  in  actual  use  are  always  shifting,,  or  being  shifted, 
especially  in  the  vertical  direction,  with  every  movement  of  the 
eyes,  the  relationship  between  the  visual  lines  and  their  centres  is> 
frequently  changed.  Again,  they  are  not  always  used  for  the 
same  distance,  so  that  in  the  alteration  of  the  visual  lines,  in  the 
acts  of  accommodation,  and  convergence  of  the  eyeballs,  variations 
must  ensue.  But  this  form  of  deviation  will  be  in  the  slightest 
degree  if  the  lenses  are  placed  according  to  the  rule  I have  given, 
and  thus,  practically  it  does  not  matter  much. 

The  disadvantages  of  inadaptation  are  well  understood.  When 
the  axis  of  the  lens  is  parallel  with,  but  seated  laterally  to  the  visual 
line,  the  object  is  also  displaced  laterally.  With  a convex  lens 
it  is  thrown  in  an  opposite  direction.  With  a concave  it  is  thrown  . 
in  the  same.  With,  therefore,  concave  lenses  which  are  set  too  j 
close  together,  the  objects  will  be  seen  outwards,  and  when  set  j 
too  far  apart,  they  will  be  seen  inwards.  With  convex  lenses 

the  reverse  takes  place.  But  this  defect  is  only  palpable  when 
the  deviation  is  in  excess,  particularly  in  spectacles  that  are  needed 
for  out  of  doors,  or  for  seeing  at  long  ranges.  It  has  long  been 
pointed  out,  that  the  more  or  less  ocular  convergence,  which  must 
be  frequently  employed  with  all  spectacles,  is  of  no  consequence, 
and  that  if  any  inconvenience  is  felt  for  short  ranges,  an  involuntary 
regulation  is  made  of  the  distance  between  the  eye  and  the  object. 

The  axis  of  the  lenses  and  the  visual  lines  necessarily  vary 
much  when  objects  are  placed  much  below  the  eye.  The  objects 
are  apparently  changed  in  position,  and  are  seen  less  accurately, 
particularly  when  lenses  of  short  focal  lengths  are  employed. 

From  all  these  circumstances,  the  following  rules  have  been 

deduced. 

When  spectacles  are  required  only  for  long  distance,  the  axes 
of  the  lenses  should  be  parallel,  and  should  correspond  to  the  visual 
lines  when  the  eyes  are  directed  to  a very  far  point,  and  the  lenses 

should  be  placed  in  a vertical  position. 

When  they  are  required  for  short  distance,  the  axes  should  con- 
verge in  correspondence  to  the  visual  lines,  because  the  eyes  alwa}  s 
converge  for  the  near  point,  or  near  vision.  The  setting  of  the 
eyes  in  different  individuals,  the  width  of  them,  must  be  taken 
into  account,  for  there  is  accordingly  a difference  in  the  angle  of 
convergence,  or  the  binocular  parallax.  Besides  this,  the  lenses  must 
be  turned  backwards  below  a little  from  the  perpendicular.  By  this, 
prismatic  deviation  will  bo  reduced  to  the  lowest  degree.  Spectacles 
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made  according  to  this  principle  have  long  been  sold  by  Messrs. 
Horne  and  Thornthwaite,  under  the  name  of  pantoscopic,  and  they 
answer  the  purpose  admirably.  They  have  an  additional  advantage 
for  presbyopic  persons,  who  require  assistance  for  near  vision  only, 
and  need  no  optical  help  for  seeing  at  a distance,  because  when 
the  eyes  are  raised  from  a book  or  a desk,  they  are  as  readily 
directed  above  the  lenses  to  things  around.  The  following  figure 
shows  the  spectacles  in  use. 


Fig.  102. 


In  monocular  vision,  when,  for  instance,  only  one  eye  is  available, 
and  the  pupil  is  lateral  from  any  cause,  it  may  be  necessary  to  make 
the  axis  of  the  lens  correspond  to  that  of  the  pupil.  The  same 
application  may  be  brought  into  requisition  for  the  two  eyes,  and 
binocular  vision  obtained. 


| The  figure  of  the  lens  is  of  importance.  The  double  convex  and 
' the  double  concave,  are  most  used.  The  plano-convex,  and  the 
plano-concave,  are  the  least  fitted  for  the  purpose  of  spectacles, 

because  with  equal  degrees  of  power,  they  have  the  greatest  spherical 
aberration. 

| The  meniscus  is  the  best,  because  the  image  is  less  distorted  when 
; ob.lects  are  looked  at  obliquely,  and  therefore  a greater  range  of 
j vision  is  obtained  without  moving  the  head.  The  term  periscopic  is 

|P  wV°  11  The  lli8-hest  Lenefit  is  manifest  when  a lens  of 
a short  focal  length  is  used.  There  are  theoretical  objections  about 

g ea  u weight,  and  the  liability,  under  some  circumstances,  of 
I is  ui  ance  to  sight  by  reflection  from  the  concave  surface.  All 
lenses  at  tunes  puzzle  with  reflection.  The  difficulty  of  making  the 

meniscus  well,  and  the  higher  cost  of  production,  are  the  reasons 
why  it  is  not  generally  used 
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The  centering  of  the  lenses  is  of  the  utmost  importance.  This  is 
accomplished  when  the  vertical  points  of  both  surfaces  are  directly 
opposite  to  each  other,  and  are  everywhere  at  an  equal  distance  from 
the  margin  of  the  lens.  It  is  obtained  with  most  difficulty  in 
lenses  of  an  oval  form.  Any  defect  is  most  marked  in  lenses  of  high 
power,  the  result  of  which  is  a prismatic  effect.  Cheap  spectacles 
are  always  defective  in  this  respect. 

The  sides  of  the  spectacles  require  regulation,  not  only  as  regards 
comfort  in  wearing,  but  for  the  proper  position  of  the  lenses  to  the 
eyes.  They  should  not  press  on  the  temples,  but  take  their  hold 
beyond,  on  the  head.  A single  side  is  enough  where  the  spectacles 
are  temporarily  worn,  but  when  they  are  to  be  always  on  the  face, 
there  should  be  a folding  joint,  long  enough  to  form  a gentle  spring, 
which  lightly  presses  on  the  back  of  the  head;  or  else  bent  in 
the  form  of  a hook,  to  encompass  the  ear.  They  should  be  fitted 
according  to  the  length  of  the  Head,  and  the  kind  of  lens  to 


be  used. 

Concave  lenses  should  be  brought  as  close  to  the  eye  as  the  eye- 
lashes or  the  eyelids  will  admit.  If  not,  they  will  reduce  the  image 
on  the  retina,  as  well  as  cause  indistinctness,  because  the  peii- 
pheral  rays  will  be  lost.  The  higher  the  focus  of  the  lens,  the 
greater  will  be  the  disadvantage  of  distance.  Practically,  it  matters 
nothing  to  place  a low  lens  at  three-quarters  of  an  inch  from  the 
eye.  This  will  be  better  understood  by  referring  to  the  bigs,  bo 

Convex  lenses  should  also  be  placed  close  to  the  eye,  although 
not  so  many  peripheral  rays  are  lost  when  they  are  m a more 
forward  position,  as  in  the  case  of  concave  ones.  big.  < - ex- 
plains this.  . ,. 

It  is  altogether  different,  when  a convex  lens  is  used  as  a reading 

class.  Pig.  86  will  explain  what  is  meant.  In  this  case,  the 
emergent  light  is  convergent,  and  therefore  there  is  a definite  point 
at  some  distance  from  the  lens,  at  which  the  eye  receives  the  greatest 
quantity  of  light.  The  distance  between  the  object  and  the  glass- 
must  be  greater  than  the  focal  distance  of  the  glass.  The  held  o 
vision  is  reduced,  the  further  the  eye  is  held  from  the  glass. 

The  materials  of  which  lenses  are  made  demand  a shoit  no  ice. 
Crystal,  or  Brazilian  quartz,  has  advantages  over  glass  in  being 
harder  and  therefore  less  likely  to  scratch,  and  not  so  liable  to  brea 
m bearing  a higher  polish,  and  in  being  more  refractive,  requiring, 
less  curvature  in  working,  and  therefore  less  thickness  as  a lens. 
The  disadvantages  are,  the  difficulty  of  procuring  a thoroughly 
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colourless  piece,  without  specks  and  impurities,  the  usual  mass  ot  it 
in  the  market  being  defective  and  coloured. 

It  may  he  mentioned  that  crystal  should  he  cut  in  its  optical  axis, 
that  direction  in  which  only  single  refraction  is  given.  To  economise 
the  material,  unworthy  opticians  work  it  in  other  directions,  and 
therefore  supply  an  improper  article.  A polarising  apparatus  at  once 
detects  the  imposition. 

Glass  is  often  supplied  hy  rogues  for  crystal.  Any  one  can  ascer- 
tain whether  he  has  before  him  the  one  or  the  other  hy  applying  a 
file  to  the  edge  of  the  material.  The  density  of  the  crystal  is  at 
once  apparent.  Glass  is  readily  cut.  The  ground  edge  of  crystal 
is  always  clearer  than  the  ground  edge  of  glass. 

The  dispersive  power  of  crystal  is  sometimes  spoken  of  as  being 
disadvantageous.  This  has  nothing  to  do  with  the  question  of 
spectacles,  although  it  may  interfere  with  lenses  for  telescopes  and 
microscopes. 

Crown  glass  is  the  material  of  which  lenses  for  spectacles  should  he 
made.  Although  it  scratches  easily,  its  commercial  value  is  low,  and 
when  the  frequent  necessity  for  changing  spectacles  is  taken  into 
consideration,  it  has  an  advantage  in  a monetary  point  of  view. 
An  inferior  glass  not  well  polished,  is  often  supplied  to  save  expense, 
and  as  very  few  persons  who  are  not  practical  opticians  can  tell  any- 
thing about  the  quality,  the  buyer  must  ensure  a good  article  by 
dealing  with  a trustworthy  optician.  A great  many  of  my  patients 
have  been  well  served,  and  reasonably,  by  Mr.  Millard,  of  334, 
Oxford-street.  I must  also  speak  well  of  what  has  been  done, 
according  to  my  orders,  at  the  establishment  of  Messrs.  Horne  and 
Thomthwaite,  of  Newgate-street. 

Hypermetropic  persons  who  require  spectacles  for  reading,  as  well 
as  for  seeing  distant  objects,  may  have  the  lenses  ground  in  two 
curves,  a lower  with  the  greater  curve,  an  upper  with  the  lesser. 

I think  it  better  to  have  the  two  lenses  cut  into  semi-circles,  and  put 
edgeways  on  each  other,  because  there  is  less  disturbance  of  sight 
when  the  eye  crosses  the  break  of  the  foci,  and  the  change  is  more 
definite.  The  wearer  must  take  care  that  his  spectacle-frame  is  so 
placed  that  the  lenses  fall  well  into  their  required  positions.  These 
spectacles  are  sold  under  the  names  of  Franklin’s  glasses,  and  glasses 
d double  foyer. 

Spectacles  which  are  made  in  a nose  clip  require  a strong  spring, 
e se  they  wabble,  and  get  displaced.  Unless  the  lenses  be  very  larg'e, 
they  are  never  sufficiently  in  proper  position  when  used.  Sometimes 
extia  metal  or  shell  is  added  to  the  insides  of  the  eye-pieces  to  throw 
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the  lenses  further  out.  Other  devices  are  adopted  for  the  same 


purpose. 

Tinting  or  colouring.  This  can  he  combined  only  with  lenses 
made  of  glass.  Tinted  lenses  are  in  fact  worked  out  of  coloured 
glass.  With  lenses  of  low  power  there  is  not  much  disadvantage  in 
colouring.  With  those  ol  high  power,  colouring  is  objectionable,  in 
consequence  of  the  intensity  ol  the  colour  in  the  thicker  parts.  1 lie 
convex  lens  will  be  darkest  in  the  centre,  and  the  conca\  e at  the 
circumference.  The  effect  ol  colour  can,  however,  be  obtained  with 
any  focal  power,  however  high,  without  disadvantage,  by  selecting 
that  which  is  required  in  a plano-convex,  or  a plano-concave  form, 
and  attaching  to  the  plain  surface  a strip  of  coloured  glass  with 
Canada  balsam. 

Besides  what  I have  said  in  the  chapter  on  “ Eye  Shades  about 
screening  the  eye  with  colour,  I make  the  following  remarks  because 
of  the  present  rage  for  tinting  lenses  under  the  idea  of  preserving 
the  eyes.  To  the  healthy  eye  coloured  spectacles  are  objectionable, 
because  they  remove  the  natural  stimulus  of  white  lights,  and  render 
the  retina  unduly  sensitive.  Colour  used  in  this  way  is  more  likely 

to  induce  disease  than  to  prevent  it. 

Cataract  spectacles.  This  means  lenses  that  are  required  alter 
cataract  has  been  removed,  or  after  the  crystalline  lens  has  been 
lost  in  any  way.  The  lenses  are  necessarily  of  very  high  power. 

The  crystalline  lenses  being  absent,  all  power  of  accommodation 
is  lost.  The  lenses  that  are  used  as  a substitute  can  give  distinct 
images  only  at  definite  distances.  Two  sets  practically  suffice,  t e 

one  for  near  vision,  the  other  lor  far.  . 

The  required  foci  must  be  determined  by  actual  expenmen  . 
Their  values  will  much  depend  on  the  formation  ol  the  eye,  whet  er 
it  be  emmetropic,  hypermetropic,  or  myopic.  Eor  most  patients 
who  have  been  emmetropic,  lenses  of  two  inches  and  a hall  loci  aie 
required  for  the  near  point,  and  four  inches  foci  lor  the  iar.  1 ie 
myopic  eye  requires  lower  powers.  Patients  sometimes  try  to  make 
one  pair  of  spectacles  answer  for  all  purposes,  by  pushing  them  close 
to  the  eyes  to  see  far  things,  and  away  from  the  eyes  to  see  sma 
objects.  It  is  impossible  by  such  a plan  to  get  a proper  nsua 

Theoretically,  there  are  grave  optical  disadvantages  m placing 
lenses  outside  the  eye,  to  supply  the  removal  of  the  natural  lenses. 

Practically,  they  are  not  recognised. 

As  the  lenses  are  necessarily  heavy,  the  spectacle  frames  should  be 


as  light  as  is  consistent  with  strength. 


CONSTRUCTION  OF  SPECTACLES. 


263 


lvims  of  tortoiseshell  between  the  frames  and  the  lenses  are  useless. 
They  possess  no  advantage,  are  disfiguring  to  the  wearer,  and  pub- 
lish to  the  world  that  he  has  had  cataract. 

The  lenses  for  near  vision  should  be  set  obliquely  in  the  frame, 
after  the  pantoscopic  form.  Those  for  far  seeing  should  be  placed 
according  to  the  rules  above  given  for  long  range  spectacles. 

Eccentric  pupils,  from  prolapse  of  the  iris,  or  otherwise,  require 
the  lens  to  be  placed  accordingly. 

In  lateral  opacities  of  the  cornea,  advantage  may  be  derived  by 
partially  covering  a part  of  the  glass  with  black,  after  the  stenopseic 
method  of  spectacles. 


CHAPTER  XIV. 


THE  OPHTHALMOSCOPE. 


DISCOVERY  OF  THE  OPHTHALMOSCOPE — CONDITIONS  WHICH  CONCEAL 

THE  EYE  FROM  COMMON  OBSERVATION ERECT  AND  INVERTED 

IMAGE ACTU.AL,  OR  REAL  IMAGE,  AS  OPPOSED  TO  A A IRTUAL, 

OR  APPARENT  ONE EXAMINATION  BY  THE  DIRECT  METHOD  ; 

SO  AS  TO  SEE  THE  ERECT  VIRTUAL  IMAGE  EXAMINATION  BY 
THE  INDIRECT  METHOD  ; SO  AS  TO  SEE  THE  REAL  INVERTED 

IMAGE A FEW  WORDS  ON  OPHTHALMOSCOPES  IN  GENERAL 

DESCRIPTION  OF  SOME  OF  THE  OPHTHALMOSCOPES  IN  USE- 
BINOCULAR  OPHTHALMOSCOPES  — DIRECTIONS  FOR  USING  THE 
OPHTHALMOSCOPE— THE  NORMAL  ASPECT  OF  THE  RETINA  AND 
OF  THE  OPTIC  DISK— ANOMALIES  OF  THE  FUNDUS  OF  THE  EYE. 


The  ophthalmoscope  is  now  so  familiar  to  us,  and  its  use  so  well 
known,  that  it  is  no  longer  necessary,  in  a treatise  like  the  present, 
to  he  eloquent  in  its  praise  ; nor  is  this  the  place  to  enter  at  any 
length  upon  the  history  of  the  discovery  of  the  instrument,  fore- 
shadowed by  Gumming,  Briicke,  and  Babbage,  five  an  wen  yj 
Years  ago,  and  perfected  by  Helmholtz  five  years  later,  it  is  one 
more  example  of  the  important  truth,  that  great  discoveries  are  not 
made  by  lucky  hits,  or  by  the  sudden  insights  of  clever  men,  but  are 
the  slowly- won  .produce  of  laborious  and  earnest  search,  the  banes 

of  long-sown  seed  and  patient  husbandry.  _ 

An  account  of  the  conditions  which  • conceal  the  bach  of  the  eye  fi  on  E 
common  observation  must  first  be  explained,  in  order  that  we  may  earn 
to  adapt  our  means  of  observation  as  to  briny  it  into  view 
Howl  it,  when  we  look  into  the  eye  through  the  little  round 
window  in  it  called  the  pupil,  that  wo  do  not  see  its  mnor  parts  • 
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As  it  is,  so  far  from  seeing  a chamber  with  bright  and  variously- 
coloured  walls,  we  are  met  by  an  absolute  darkness.  To  understand 
(this  remarkable  exception  to  the  ordinary  results  of  vision,  we  must 
examine  a little  more  closely  into  the  conditions  of  vision. 

An  object,  in  order  to  be  visible,  must  project  rays  of  light  in  the 
| direction  of  the  observer’s  eye  ; which  light  may  be  its  own,  or  may 
'be  boiTowed  light,  as  has  been  fully  shown  in  the  chapter  on 
“Geometrical  Optics.”  Any  object,  therefore,  which  does  not  pro- 
ject rays  of  light  in  the  direction  of  the  observer’s  eye,  is  invisible, 
| and,  so  far  as  that  observer  is  concerned,  darkness  occupies  its  place, 
i Many  objects  absorb  the  light  which  falls  upon  them,  and  in  the 
I degree  in  which  they  do  this  they  are  called  dark  or  black  objects. 
Few  objects  or  none,  however,  absorb  every  ray  of  incident  light,  and 
few  or  no  objects,  therefore,  are  absolutely  black.  Still  less  is  the  inner 
eye  a black  object ; on  the  contrary,  when  we  do  succeed  in  seeing  it, 
we  find  it  bright  and  beautifully  coloured.  The  reason  why  the  inner 
eye  seems  dark  to  an  observer  is  not  that  it  is  really  black  or  absorbs 
| all  incident  light,  for  it  reflects  a good  deal  of  light,  but  that  it 
[reflects  such  light  in  a direction  other  than  that  of  the  observer’s  eye. 
Light  projected  away  from  our  own  eye  is  to  us  as  useless  as  light 
wholly  absorbed.  If,  then,  we  can  get  the  inner  surfaces  of  the  eye 
[to  project  light  in  the  direction  of  our  own  eye,  or  if  we  can  get  our 
Sown  eye  into  the  path  of  the  light  which  they  project,  we  shall  then 
see  that  these  surfaces  are  highly  luminous. 

This  is  one  part  of  the  problem,  namely,  how  to  perceive  mere 
light  from  the  inner  eye.  But  we  want  to  see  more  than  mere  light, 
we  "want  to  see  a picture  of  details.  We  do  not  wish  to  see  the  inner 
eye  luminous  as  an  opal,  but  to  see  its  structure  in  all  the  variety  of 
its  parts.  We  wish  to  turn  a dark  chamber  into  a luminous  one, 
and  the  luminous  into  a pictured  chamber. 

It  appears , then,  that  ice  have  here  two  distinct  problems  : first , to 
make  the  inner  eye  luminous  instead  of  dark  to  us ; secondly,  to  advance 
from  mere  luminosity  to  the  distinction  of  details.  I shall  now  proceed 
to  explain  accordingly,  first,  why  it  is  that  the  inner  surfaces  of  the 
eye  project  their  reflections  away  from  the  eye  which  looks  towards 
them  ; and  secondly,  how  it  is,  when  we  do  succeed  in  intercepting 
these  reflections,  that  they  give  us  the  impression  of  mere  illumina- 
ihon,  and  not  of  a picture.  The  cause  of  both  these  difficulties  lies 
in  the  dioptric  media  of  the  eye,  the  cornea,  the  lens,  and  the 
humours,  which  impress  a peculiar  direction  upon  the  rays  of 
incident  and  issuing  light  which  traverse  them  in  entrance  and 
exit.  The  action  of  these  media  is  first  to  return  the  rays  of  light 
t0  ^1<3  1>0^’  an,l  only  the  point  whence  they  came,  which  point 
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cannot  be  onr  own  pupil,  for  both  pupils,  the  observing  and  the 
observed,  are  in  a like  difficulty  of  darkness.  Secondly,  they  -are 
not  dispersing  but  condensing  media,  and  they  therefore  send  forth 
the  rays  reflected  from  the  back  of  the  eye  in  a pencil  of  convergence. 
Now,  converging  rays  falling  upon  our  own  normal  eye  cannot  give 
details,  for  they  will  meet  too  soon,  and  form  their  picture  anterior 
to  the  retina,  the  retina  receiving  only  a sense  of  confused  light.  In 
the  normal  eye  those  rays  only  can  be  united  upon  its  retina  which 
are  parallel  or  divergent,  parallel  rays  uniting  upon  it  without  effort, 
and  divergent  rays  being  compelled  to  unite  there  by  means  of  the 
apparatus  of  accommodation. 


Fig.  103. 


In  Fig.  103,  we  see  the  normal  eye  at  rest,  so  that  the  parallel 
rays  r r,  r r , meet  upon  its  retina  at  a.  It  is  clear,  then,  that  the 
convergent  rays,  as  r o,  r o , would  meet  at  a point  x,  anterioi  io 
the  retina,  and  cross  over  to  form  a circle  of  dispersed  light  upon  it. 

Let  us  take  another  view  of  the  matter,  and  let  a,  Fig.  104, 
be  any  point  on  the  surface  of  the  thing  seen,  and  ax,  a y a pencil 
of  divergent  rays  of  light  reflected  therefrom.  These  rays,  as  they 
strike  the  cornea  and  lens,  leave  the  air,  and  traverse  these  densei 


Fig.  104. 


media,  which  refract  them,  and  bring  them  again  to  a point.  Let 
us,  however,  put  this  aside  for  the  moment,  and  suppose,  as  m 
Fig.  103,  the  rays  from  the  many  opposite  points  of  the  object  to 
pass  through  the  cornea  and  lens  simply  as  through  the  air,  and 
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to  suffer  no  change  of  direction.  These  rays  would  then  fall  upon 
the  retina,  still  diverging,  and  would  disperse  themselves  upon  the 
retina  in  a circle,  which  circle  or  field  of  vision  would  he  determined 
in  size  by  the  pupillary  aperture. 

In  Fig.  104,  the  dotted  lines  represent  the  course  which  the  rays, 
from  the  one  point  a in  the  object,  would  take  were  it  not  for  the  lens 
and  other  refracting  media.  Now,  as  that  which  is  true  of  the  point 
(A  is  likewise  true  of  each  one  of  the  infinite  number  of  points  which 
make  up  the  visible  surface  of  the  object,  it  is  evident  that  in  this 
case  each  point  of  the  visible  surface  of  the  object  would  be  represented 
not  at  one,  but  at  every  opposite  point  of  the  retina.  But  if  we  are 
to  have  the  details  of  an  object  reproduced  in  their  clearness  and 
order,  we  must  have  some  definition  in  place  of  this  confusion.  TVe 
must  have,  that  is,  each  point  of  its  surface  represented,  not  on  all  the 
opposite  points  of  the  retina  at  once,  but  only  on  one  certain  point, 
for  a picture  cannot  be  formed  unless  each  point  of  the  visible  surface 
of  the  object  has  its  own  proper  place  upon  the  corresponding  surface 
of  the  retina  ; otherwise,  as  I have  said,  we  should  receive  with  the 
eye  not  a picture  of  the  object,  built  up  point  by  point,  but  a blended 
ind  formless  light,  coming  at  once  from  every  point  of  the  object  to 
oach  point  of  the  retina.  In  order  to  reproduce  each  point  of  the 
visible  surface  upon  one  proper  point  in  the  retina,  we  must  so  con- 
dense these  pencils  of  diverging  rays  as  to  bring  them  each  to  its  own 
place  again  upon  the  retina.  A picture  will  thus  be  formed  upon  it 
which  will  be  a counterpart  of  the  surface  seen.  This  is  done  by 
the  refracting  media,  of  which  the  lens  is  the  chief,  and  by  it  the 
diverging  or  parallel  rays,  with  which  we  have  chiefly  to  do,  are 
brought  to  a focus.  At  their  focus,  in  the  normal  eye,  is  spread  out 
the  perceptive  surface,  the  retina. 


Now,  it  is  clear  that  what  is  true  for  rays  entering  the  eye  must 
also  be  true  for  rays  which  leave  it,  for  whether  they  traverse  the 
refracting  media  from  before,  backwards,  or  from  behind,  forwards 
makes  but  little  difference.  As  the  rays  from  the  object,  then,  are 
so  arranged  by  the  lens  through  which  they  pass  as  to  form  a picture 
of  the  object  at  its  inner  focus,  the  retina ; so  the  rays  which  are 
reflected  from  the  retina  will  diverge  and  traverse  the  lens  again  in 
the  outward  direction,  and  will  be  conveyed  by  it  as  before,  so  as  to 
form  a picture  of  the  retina  in  its  turn  at  the  opposite  focus  on 
the  hither  side.  In  this  case  the  retina  becomes  itself  the  object. 
Now,  tins  outer  focus  is  of  course  at  the  object  for  which  the 
ye  is  accommodated,  the  retina  and  the  object  being  at  what  are 
called  the  “ conjugate  foci  ” of  the  lens,  a term  which  is  farther 
explained  m the  chapter  on  “ Geometrical  Optics.”  But  if  the 
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picture  of  the  retina  is  formed  upon  the  object  for  which  that  eye 
is  accommodated,  it  is  clear  that  this  picture  cannot  he  formed  also 
upon  the  retina  of  the  observer,  unless  the  retina  of  the  observer  be 
itself  the  object.  Here,  however,  we  are  met  by  the  other  difficulty]  i 
to  which  I have  alluded.  If  the  observer  s retina  be  the  object  for 
which  the  observed  eye  is  accommodated,  this  latter  eye  is  accommo- 
dated for  an  object  from  which  it  receives  no  light,  for  an  object,  that 
is,  which  does  not  illumine  it;  whereas,  as  we  have  seen,  all  objects 
which  are  visible  are  visible  only  by  means  of  the  rays  of  light  \\  liich  L 
they  emit  or  reflect  towards  the  observer.  The  retina  cannot,  it  is  ■ 
clear,  give  off  a picture  of  itself  if  there  are  no  rays  of  light  incident  * 
upon  it  which  it  can  reflect  in  order  to  form  such  a picture.. 

But  we  are  not  yet  at  the  root  of  the  question,  how  it  is  that  no 
lio-ht  is  reflected  from  the  back  of  the  observed  eye  to  the  retina  of  !' 
the  observer  ; how  it  is,  in  a word,  that  the  pupil  is  black  ? It  cannot* 
be,  as  I have  said,  that  no  light  is  reflected  from  the  back  of  the  eye, 
for  no  objects  absorb  all  the  light  which  falls  upon  them,  still  less  aa|l 
object  like  the  inner  surface  of  the  eye,  which  m one  place  is  neary; 
white,  and  is  nowhere  black,  even  in  our  common  sense  of  the  word. 

It  must  be  then,  as  we  supposed,  that  light  is  reflected  from  the  inner 
eye,  and  that  it  passes  through  its  own  pupil,  but  is  so  directed  that  I 
it  does  not  pass  through  the  observer’s  pupil.  Helmholtz  has  givedl 
a parallel  instance  to  this  in  the  eye-piece  of  a microscope.  He  says,- 
let  the  ocular  glass  of  the  eye-piece  of  a microscope  be  replaced  by# 
piece  of  white  drawing  paper.  If,  now,  the  objective  lens  corresponi 
in  focal  length  with  the  length  of  the  tube,  as  it  generally  does,  t 
this  lens  must  form  pictures  of  surrounding  objects  upon  the 
paper,  as  our  lens  does  upon  our  retina.  But  if  we  look  through  he 
objective  the  drawing  paper  will  appear  to  us  quite  dai  - , 
pupil,  it  shows  us  nothing  hut  darkness.  It  is  necessary  for  tli 
success  of  this  experiment  that  the  tube  of  the  eye-piece  be  «*■ 
blackened  within,  or  we  have  not  only  reflections  from  ^ drawing 
paper,  but  also  irregular  reflections  from  the  sides  o e , 
will  render  the  drawing  paper  visible,  as  in  the  case  of  albinos,  " 
we  have  irregular  illuminations,  by  means  of  an  uiipigmen  ei  ir  r 
and  in  whom,  therefore,  the  back  of  the  eye  is  not  mvisib  o. 

How  is  it,  that  in  the  eye-piece  of  the  microscope,  in  a came 
obscura,  and  in  the  human  eye,  we  have  this  invisibility  of  the  ig 
reflecting  parts  which  are  opposite  to  the  lens?  After  wha  a 
said  the  explanation  is  almost  unnecessary.  I have  shown  that 
Ins  of  the  eye  has  two  foci,  conjugate  as  they  are  called,  and  tha 
r,  if  accurately  reflected,  which  is  the  case  or  nearly  so,  must 
J'SSo  foci  and  only  between  them.  There  should 
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e no  vagabond  rays  detached  on  either  hand,  do  refer  again  to 
ur  figure,  the  rays  from  any  point  a,  in  the  retina,  form  the  pencil 
f divergent  rays  a l,  a l ; they  then  strike  the  lens  l l , and,  being 
efracted,  form  the  corresponding  and  opposite  cone  l a i/,  the  apex 
f which  is  at  the  object  from  which  the  light  is  originally  reflected, 
lere  a,  the  picture  of  a,  is  formed.  But  although  the  picture  of  a' 
3 at  a only,  yet  there  is  reflected  light  proceeding  from  a at  any 
ioint  within  the  cone  l a l ; and  an  eye  placed  anywhere  within 
hat  cone  would  therefore  perceive  such  luminosity,  while  an  eye 
■laced  anywhere  without  its  bounds,  as  at  e or  e',  would  not  receive 
ny  of  the  reflected  rays,  and  the  point  a would  be  to  such  an 
bserver  a dark  point,  because  the  rays  from  it  pass  him  by.  The 
ye,  then,  which  is  to  receive  light  from  a',  must  be  placed  within 
he  cone  l a l.  But  here  lies  the  difficulty  : the  eye  of  the  observer 
annot  be  placed  within  the  cone  l a l,  to  receive  the  pencil  of 
mergent  rays,  without  at  the  same  time,  and  by  the  same  movement, 
utercepting  the  incident  pencil,  which  is,  of  course,  exactly  co-incident 
nd  commensurate  with  it ; without  intercepting,  that  is,  the  very 
ight  which  is  to  illumine  the  back  of  the  eye  and  make  it  visible. 
Ihus,  by  the  interposition  of  heads,  we  darken  our  neighbour’s  eye, 
,nd  our  own  eye  is  darkened  to  him.  The  ophthalmoscope,  therefore, 
which  reveals  to  us  the  back  of  the  eye,  must  do  so  by  eluding  these 
lifficulties.  It  is  clear  that,  as  the  main  difficulty  lies  in  this,  that 
>ur  own  eye  is  not  a source  of  light  to  our  neighbour’s  eye,  if 
ve  can  make  our  own  eye  a source  of  light,  we  shall  then 
jet  over  the  ^ difficulty.  And  we  can  do  so  by  means  of  a pierced 
•eflector.  By  looking  through  a small  hole  in  a polished  plate, 
vhich  plate  reflects  the  light  of  a lamp  on  to  the  eye  examined, 
,.ve  get  exactly  in  the  line  of  the  rays  playing  between  the  plate  and 
he  eye  which  looks  at  it,  without,  as  in  ordinary  circumstances, 
ntercepting  the  incident  rays.  In  this  way  we  may  receive  light 
Tom  the  back  of  the  eye  in  front  of  us. 

By  the  ophthalmoscope  alone,  then,  can  we  arrive  at  any  clear 
vision  of  the  fundus  of  the  eye.  Such,  at  least,  is  the  abstract 
reasoning  of  the  matter.  At  the  same  time,  although  light  is 
reflected  from  the  inner  eye  with  almost  perfect  regularity,  yet  there 
are  some  rays  so  irregular  that  by  a little  management  they  can 
be  received  by  the  observer,  and  the  retina  just  seen  by  means  of 
them.  If  the  reflection  were  absolutely  true,  no  luminosity  from  a' 
could  be  seen  outside  the  emergent  cone  l a i/,  yet,  as  a matter  of 
practice,  it  is  not  absolutely  true,  and  the  eye,  if  cleverly  placed  just 
at  the  borders  of  this  cone,  may  catch  a few  truant  rays.  To  do  this, 
lot  the  reader  place  a candle  opposite  to  an  eye,  and  then  so  place 
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a screen  between  his  own  eye  and  the  candle,  that  the  candle  is  just 
obscured,  and  only  just ; the  reflected  light  from  the  observed  eye 
ought  now  all  to  return  to  the  candle,  but,  in  fact,  some  few  rays  are 
reflected  irregularly,  and  these  may  be  caught  by  the  observer’s 
eye  if  he  peers  closely  past  the  edge  of  the  screen  and  candle  into  the 
object  eye.  The  screen  is  necessary,  as  the  light  from  the  candle 
would  otherwise  dazzle  the  experimenter,  and  render  the  few  irregular 
rays  invisible  by  contrast. 

Another  experiment  will  illustrate  the  state  of  things  still  farther. 
The  reason  we  see  no  luminosity  from  our  neighbour’s  eye  is  because 
the  rays  reflected  from  the  back  of  it  are  all  made  up  into  a cone  by 
the  lens,  and  returned  to  the  point,  and  only  to  the  point  whence 
they  came  ; and  none  do  come  from  within  our  own  eye.  Suppose, 
however,  we  could  neutralize  this  action  of  the  lens,  and  pi  event 
its  returning  all  the  rays  to  the  outer  focus  exclusively,  the  observer 
might  then  receive  a number  of  them,  and  the  back  of  the  eye  would 
appear  luminous.  This  is  easily  done  by  placing  a dispersing 
medium  in  front  of  the  eye  to  neutralize  the  converging  action  off 

the  lens. 


Fm.  105. 


Such  an  observation  was  made  by  M&y  in  1704,  who  happened 
for  some  ends  of  amusement  or  philosophy,  to  be  holding  a cat  unc 
water.  The  cat’s  retina  became  luminous  at  once;  the  ieas 
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joeing,  that  the  emergent  pencils  of  rays,  when  they  leave  the 
] lens  and  cornea,  pass  through  water,  which,  unlike  the  air,  being 
I of  equal  refractive  power  to  the  aqueous  humour,  or  nearly  equal, 
] toes  not  deflect  them.  On  leaving  the  plane  surface  of  the  water, 
Ihowever,  they  enter  the  air,  and  the  air  being  of  a lower  refractive 
I power,  disperses  them,  and  gives  an  erect  virtual  diminished  image 
I of  the  fundus  anterior  to  the  retina. 

In  Fig.  105,  let  w w'  be  the  water  level,  l l'  lens,  l r,  l'  r,  rays 
I ssuing  from  a point  p at  the  back  of  the  eye  p.  These  rays,  passing 
into  the  air  from  a normal  eye  at  rest,  would  be  parallel,  as  I shall 
poon  explain.  But  let  l w,  l'  w',  be  such  rays  issuing  under  water, 
; ind  therefore  not  changed  in  direction,  and  let  w r',  w'  r',  be  the 


| lines  of  their  divergence  on  leaving  water  for  air,  which  meet  in  h, 
j;hey  will  thus  appear  not  to  come  from  p,  but  from  h,  and  the 
I oicture  will  seem  to  be  formed  at  h,  and  will  evidently  be  a dimi- 
4 lished  image  of  p. 

Two  words  have  been  used  in  qualification  of  the  image  of  p which 
t nust  be  fully  explained,  as  they  will  frequently  re-appear,  and  they 
| ire  very  important.  These  are  “ erect  ” and  “ virtual.” 

The  adjective  erect,  and  the  opposite  adjective  inverted , are  not  difficult 
j o understand,  tor  they  are  used  in  their  ordinary  senses. 

An  erect  image  is  shown  at  Fig.  90,  page  247;  an  inverted 
I mage  at  Fig.  89,  page  24/.  In  each  of  these  figures,  i q T is 
I she  image  of  an  object  o q o'.  The  formation  of  these  images  is 
ixplained  by  Figs.  86  and  87,  and  the  corresponding  letter-press. 

It,  on  the  other  hand,  instead  of  using  a condensing  or  convex 
ens,  we  use  a concave  or  dispersing  one,  we  shall  see  that  the  rays 

passing  through  the  lens  are  no  longer  so  directed  as  to  tend  to 
in  inverted  image. 

A virtual  or  apparent  erect  image , as  opposed  to  an  actual  or  real 

j Hpertpd  one>  w next  to  be  distinguished.  The  difference  between 
:hem  is  very  important. 

An  image  seen  by  the  eye  may  be  actually  situated  in  the  plane 
-vhere  it  seems  to  be,  or  it  may  be  really  formed  elsewhere,  and  only 
appear  to  be  in  the  plane  attributed  to  it  by  the  observer. 

. ~n  Us-  1W>,  let  r,  m be  the  surface  of  some  water  in  a basin,  i,  n m. 

A fV  . . ® P°le  meeting  l m in  n.  If  n be  any  point  in  the  part 
' C’  oo?1  l,eneath  the  surface,  then  it  has  been  shown  by  Fig  77 
.age  2.19  that  the  apparent  position  of  n will  be  at  n',  which  is 
hrectly  above  it.  Similarly,  every  point  in  no  will  have  its  appa- 
rent position  directly  above  it.  These  apparent  points  will  give!  , 0 
he  position  ,1  0.  Thus  the  pole  will  appear  to  be  bent  at  „,  hut 
0 5 0n  Wlthm  the  ™ter  will  not  really  be  formed  where 
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it  appears  to  be,  the  deflection  of  the  rays  from  n not  actually  taking 
place  until  they  reach  the  surface  l b m. 


Fin.  100. 


By  a virtual  image,  therefore,  we  mean  that,  although  at  a certain  I 
place  uo  image  is  really  or  actually  formed,  nevertheless  it  is  as  j 
good  as  formed  there,  so  far  as  the  effect  upon  the  observer  is 

°°Thenfomiation  of  a virtual  image  is  also  shown  in  Figs.  90  andj 
92,  pages  247  and  249. 

Fig.  107. 


Xariy  intelligible.  Let  me  now  take  another  instance.  In  Fig- 
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the  candle  or  light  point,  x,  is  placed  in  front  of  the  toilette  mirror 
j a b,  and  its  rays  are  thence  reflected  to  the  observer’s  eye.  The 
3 image  of  the  candle,  as  common  experience  tells  us,  now  seems  to  be 
a formed  behind  the  mirror,  and  as  far  behind  as  x is  really  in  front  of 
it.  It  is  simply  the  supposition  made  by  the  eye,  which  has  learned 
a to  judge  of  distance  by  the  degree  of  divergence  of  the  incident  rays, 
that  the  rays  l z,  l z,  are  continued  till  they  meet  in  x , and  the 
eye  assumes  that  the  continuation  is  directly  onward,  and  not 
< diverted,  as  is  actually  the  case.  The  eye,  in  fact,  naturally  assumes 
t the  triangle  x l l to  be  in  the  position  of  x'  l l'.  The  image,  then, 
j although  not  really  formed  at  x',  is  as  good  as  formed  there,  so  far  as 
:J  regards  its  effect  upon  the  observer.  When  the  image  is  in  this  way 
(j  virtually  seen  behind,  or  as  good  as  behind,  the  mirror,  it  is  said  to 
t be  in  negative  position  ; when,  on  the  contrary,  it  is  seen  before  it, 

* it  is  said  to  be  in  positive  position.  The  image  of  the  candle  in  this 

I looking-glass,  then,  is  an  erect,  virtual,  negative  image. 

Once  more,  the  course  of  the  rays  issuing  from  objects  at  an 
i infinite  distance  from  us  has  been  fully  demonstrated  in  the  chapter 
"Ion  “ Geometrical  Optics.”  Such  rays  may  be  regarded  as  parallel, 
land  they  act  as  if  they  were  parallel.  Now,  a healthy  eye  is  an 
I eye  whose  parts  are  so  adjusted  that  such  rays  fall,  without  effort 
I of  accommodation,  exactly  upon  its  retina,  thus  : 


1 • Fig.  108. 


As  objects,  however,  approach  the  eye,  the  angle  of  emergence 
becomes  sensible,  and  the  rays  become  more  and  more  divergent 
:as  the  object  approaches  nearer  and  nearer.  In  order,  therefore, 
to  keep  up  their  convergence  exactly  upon  the  retina,  we  have  to 
i alter,  and  we  do  insensibly  alter,  the  dimensions  of  our  crystalline 
lens,  so  as  to  increase  its  converging  power.  In  Fig.  109,  the 
convergence  is  so  much  strengthened  by  a supposed  exercise  of 
accommodation  for  a near  point,  x,  that  parallel  rays  are  now  united 
at  a point  before  the  retina,  as  at  a.  They  then  cross  and  form  a 
oic  e of  dispersion  upon  the  retina,  so  that  the  objects  from  which 
fc  ey  are  reflected  are  very  indistinctly  seen,  or  seen  only  as  formless 
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sources  of  light,  while  the  near  point,  x,  is  seen  clearly.  By  these 
changes  in  its  accommodation,  the  eye  insensibly  learns  to  judge 
of  distance ; and  this  faculty  may  be  cultivated  in  a remarkable  way 
by  riflemen,  surveyors,  and  others.  When,  therefore,  the  rays  which 
issue  from  any  point  are  divergent,  that  point  is  said  to  be  at  a 
finite  distance  from  the  eye  ; if  parallel,  the  point  is  said  to  be  placed 


Fig.  109. 


to  the  confines  of  vision.  Thus  it  is  for  the  normal  or  so-called 
emmetropic  eye.  In  such  an  eye,  when  no  effort  of  accommodation 
is  made,  or  as  we  say  less  accurately,  when  it  is  accommodated  for 
infinity,  parallel  rays  come  to  a focus  upon  the  retina,  and  of  coiuse 
in  the  reverse  sense,  it  follows  that  rays  reflected  from  any  point 
in  that  retina  issue  parallel  from  the  eye.  In  Fig.  108  we  supposed 
the  eye  to  be  normal,  and  in  such  an  attitude. 

. 


Fig.  110. 


Again,  in  Fig.  110,  let  a b be  an  emmetropic  eye,  and  let  its 
accommodation  be  set  at  rest,  either  by  cutting  off  its  vision  of  near 
objects,  or  by  paralyzing  its  accommodation  with  atropine.  Next  let 
us  throw  the  light  of  a flame  into  it  from  a converging  mirror,  then 
f L,  f'  l,  will  represent  such  rays  of  reflected  light,  which,  on 
traversing  the  dioptric  apparatus,  the  cornea,  lens,  and  humours,  will 
be  united  before  the  retina,  and  will  cross  as  l /,  l making  a 
circle  of  dispersed  light  upon  the  retina.  A district  of  the  retina 
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corresponding  to  the  pupillary  aperture  is  now  illuminated,  and 
reflects  light  hack  again  through  the  same  media.  Let  us  take  any 
point,  x,  in  this  district,  the  rays  from  x traversing  the  media  will 
now  issue  from  the  eye  parallel  as  I have  explained,  and  will  be 
received  as  parallel  by  an  observer’s  eye,  which  is  supposed  to  be 
placed  behind  a small  hole  in  the  centre  of  the  mirror.  Now,  if  the 
observer’s  eye  be  likewise  emmetropic,  and  without  accommodation, 
these  parallel  rays  from  x and  other  illuminated  points  will  fall 
exactly  upon  his  retina,  and  there  form  an  image  of  the  illuminated 
retina.  In  practice,  the  rays  which  issue  from  the  normal  eye,  a b, 
are  not  quite  parallel,  nor  can  every  observer  so  command  his  eye  as 
completely  to  suspend  its  accommodation.  The  rays,  therefore,  tend 
really  to  meet  at  a point  a little  anterior  to  the  observer’s  retina,  and 
the  image  is  not  formed  exactly  at  the  retina,  but  a little  in  front 
of  it.  To  overcome  this  difficulty,  we  place  a concave  lens  of  low 
value,  as  a correcting  lens,  between  the  two  eyes  behind  the  mirror. 
This  separates  the  rays  still  more  by  counteracting  their  convergence, 

. and  these  now  fall  divergent  upon  the  observer’s  cornea,  and  are 
r reduced  insensibly,  by  his  own  accommodation,  to  a focus  upon  his 
r retina.  The  image  thus  found  is  erect  and  virtual : erect,  because 
the  rays  have  not  crossed  ; virtual,  because  the  dioptric  media  of  the 
,ieye,  a b,  like  the  water  above  the  pole  immersed  in  it,  interfere  with 
i the  path  of  the  rays  issuing  from  its  retina,  and  so  make  the  place 
j of  the  retina  appear  other  than  it  is.  Were  the  eye,  a b,  empty,  and 
j the  cornea  and  the  lens  removed,  then  the  path  of  the  rays  would 
not  be  deflected,  and  the  image  would  appear  to  be  where  it  actually 
is.  The  image,  in  such  a case,  would  be  erect  and  real. 

In  the  next  place  we  have  to  consider  a further  difficulty,  namely, 
rr  that  all  eyes  are  not  emmetropic  ; many  are  myopic,  and  many  more 
are  hypermetropic.  The  following  figure  represents  a hypermetropic 

Fia.  111. 


eye.  Such  eyes  are  too  short  in  their  antero-posterior  diameter,  and 
the  retina,  therefore,  is  interposed  between  the  dioptric  media  and 
the  point  at  which  these  media  would  unite  parallel  rays  in  such 

t 2 
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a normal  eyo  as  is  represented  by  the  dotted  line.  In  a hyperme- 
tropic eye,  therefore,  the  lens  being  of  normal  focus,  but  the  distance 
of  the  retina  too  short,  when  accommodation  is  at  rest,  parallel  rays 
do  not  come  to  a focus  upon  its  retina,  but  form  a circle  of  dispersion 
there.  If,  now,  x bo  any  point  in  this  illuminated  circle,  the  rays 
from  it  will  not  issue  parallel  as  they  would  do  from  x,  which  is 
further  off,  but  with  a divergence  proportioned  to  the  degree  of  the 
abnormal  nearness.  Now,  divergent  rays  can  easily  be  biought  to 
a focus  by  the  accommodation  of  an  emmetropic  observer,  so  that 
hypermetropic  eyes  are  easy  to  observe,  and  often  need  no  concave 

lens  at  all.  _ , 

With  myopic  eyes,  the  course  of  things  is  different  again.  Let 

a b,  Fig.  112,  be  a myopic  eye,  the  dotted  semicircle  representing 


Fig.  112. 


Y 

X 

Z 


a normal  outline.  In  these  eyes,  when  accommodation  is  at  rest, 
parallel  rays  would  meet  at  x,  which  is  the  focus  ot  the  dioptnc 
media,  and  the  situation  of  the  retina  in  an  emmetropic  eye.  -But  in 
the  myopic  eye,  whose  globe  is  lengthened,  the  rays  will  cross  at  x, 
re-diverge,  and  form  a circle  of  dispersion  upon  the  too  distant  retina. 
It  is  clear,  if  parallel  rays  thus  cross  at  a point  anterior  to  the  myopic 
retina,  that  converging  rays  concentrated  upon  such  an  eye  from 
a mirror  must  also  cross  before  it,  and  cross  stil  soonei,  ornnn 
a still  larger  dispersion  circle  upon  it.  If,  now,  x be  any  pom  in 
this  illuminated  circle,  the  rays  issuing  from  it,  and  traversing  ® 
dioptric  media,  do  so  at  a less  angle  of  divergence  than  if  the) 
sprang,  as  in  the  normal  eye,  from  x'.  The  dioptric  power  being, 
however,  the  same  as  in  the  normal  eye,  such  rays  are  sooner  tn  e 
come  and  re-united,  and  they  accordingly  issue  convergent.  -Bu 
the  emmetropic  observer,  upon  whose  retina  parallel  rays  come 
a natural  focus,  and  in  whom  accommodation  acts  only  by  reductio 
nf  divergent  rays,  has  no  contrary  accommodation  by  which  a 
can  open  out  converging  rays.  So  the  rays  returning  from  a myopi 
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foye  must  como  to  a focus  at  some  point  anterior  to  his  observing 
t retina,  and  will  then  cross  and  form  a mere  dispersion  circle  upon  it. 
This  point  will  he  nearer  or  farther  from  his  retina,  and  the  resulting 
I dispersion  circle  smaller  or  larger,  according  to  the  degree  of  the 
I myopia.  If  the  myopia  he  slight,  its  returning  rays  will  meet,  if 
I not  upon  the  observer’s  retina,  at  any  rate  hut  little  in  front  of  it, 
•and  the  dispersion  circle  will  be  very  small.  In  such  a case  the 
■ picture,  although  not  upon  the  retina,  is  nevertheless  very  near  it, 
t and  we  should  see  a sort  of  blurred  image  of  the  retina  of  the  myopic 
I aye.  As  the  myopia  is  increased,  however,  the  focus  of  the  issuing 
hays  is  formed  farther  and  farther  in  front  of  the  observer’s  retina, 
the  dispersion  circle  gets  larger  and  larger,  and  the  image  is  dis- 
imned.  The  retina  of  an  eye,  therefore,  which  is  more  than  slightly 
nyopic,  cannot  be  seen  as  au  erect  image  without  the  interposition  of 
i correcting,  concave,  or  dispersing  lens,  to  counteract  the  convergence 
{ >f  the  rays,  which  always  issue  from  it  convergent,  even  when  its 
i iccommodation  is  absolutely  at  rest.  Thus  we  conclude  that  a hyper- 
uetropic  eye  may  always,  and  easily,  be  seen  in  this  way  without  a 
ioncave  lens,  because  the  rays  which  issue  from  it  during  suspended 
iccommodation  are  divergent.  An  emmetropic  eye,  from  which,  in 
such  a case,  the  issuing  rays  are  parallel,  should,  strictly  speaking, 
ilso  be  well  seen  without  a concave  lens,  though  such  a lens  is  of  some 
idvantage.  A myopic  eye,  again,  if  but  slightly  abnormal,  may  be 
, .een  indistinctly,  by  a skilful  observer,  without  a concave  lens  ; but  if 
decidedly  abnormal,  it  cannot  be  seen  at  all,  as  an  erect  image, 
Jvithout  one,  because  the  rays  which  issue  from  it  are  always  con- 
vergent, whether  its  accommodation  be  at  rest  or  in  activity.  Such 
ire  the  principles  of  the  examination  by  the  direct  method,  which 
node  is  indispensable  to  all  accurate  observers. 

An  actual  or  real  inverted  image  is  now  to  be  examined.  Let  x,  Fig. 

L 13,  be  any  point  in  the  retina  of  an  emmetropic  eye  a,  illuminated 
)y  rays  from  a pierced  mirror  M M,  in  front  of  the  observer’s  eye,  b. 
These  illuminating  rays  are  omitted  for  the  sake  of  simplicity.  Then 
1 a’s  eye  be  emmetropic  and  unaccommodated,  the  rays  x y,  x z, 
ssuing  from  x,  will  issue  parallel  from  the  dioptric  apparatus.  Let 
hem  fall  parallel  upon  a convex  lens,  l l'  ; this  lens  will  then  so 
l.trengthen  the  dioptric  apparatus  of  a,  that  the  rays  x y and  x z will 
I )e  converged  at  a focus  x',  which  corresponds  to  the  strength  of  thd 
lens  l l . An  image  of  x is  thus  formed  at  x,  and  this  image  might 
1)0  thrown  upon  a screen,  were  a screen  so  placed  at  this  point  as  not 
lo  cut  off  the  illumination.  Now,  what  is  true  of  x,  is  of  course 
|rue  of  all  other  points  in  the  illuminated  part  of  a’s  retina;  and 
|heso  points  being  all  reunited  in  the  plane  of  x',  will  build  up 
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a picture  of  that  part  of  a’s  retina.  An  observer  placed  in  front 
of  the  screen  would  therefore  see  this  image  of  a’s  retina  upon  it. 
Such  a method  of  demonstration  is  obtained  by  means  of  Laurence’s 
ophthalmoscope.  But  suppose  that  no  such  screen  be  present,  the 
image  would  still  be  formed  as  an  aerial  one,  and  ids  eye  would 
receive  from  it  divergent  rays  x'  y',  x'  z,  as  from  any  other  visible 
object  at  a finite  distance.  They  pass  through  the  opening  in  the 


Fin.  113. 
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mirror,  fall  upon  b’s  dioptric  apparatus,  and  are  converged  by  a 
corresponding  effort  of  his  accommodation  upon  his  retina.  Here, 
then,  x is  once  more  reproduced  at  x",  and  so  for  other  points,  so 
that  the  aerial  image,  at  the  focus  of  the  lens  l l,  is  reproduced  upon 
b’s  retina,  and  accurately  represents  the  original  object  at  x,  which  is 
thus  seen  indirectly.  The  image  of  x at  x'  is  real,  for  it  is  not  only 
apparently,  but  actually  formed  at  x ; it  is  also  inverted  by  the 
inverting  action  of  the  convex  lens  l i/,  which  we  know  would  form 
in  the  plane  of  x'  an  inverted  image  of  an  object  in  the  plane  of  x. 

We  now  know,  I think,  what  is  meant  by  the  direct  virtual  image 
of  the  illuminated  fundus  oculi , and  the  indirect  real  inverted  aerial 
image.  Before  going  on  to  point  out  the  way  in  which  the  methods 
of  seeing  these  images  may  be  best  utilized  for  purposes  of  investiga- 
tion, before  comparing  the  value  of  the  direct  and  indirect  examina- 
tions respectively,  I shall  describe,  in  the  next  place,  a few  of  the 
chief  ophthalmoscopes  in  use. 

v 

SHORT  REVIEW  OF  OPHTHALMOSCOPES. 

The  number  of  instruments  which  have  been  devised  is  very  great, 
and  it  would  be  wearisome  to  the  reader  were  I to  describe  them  all, 
or  any  great  number  of  them.  When  the  principal  varieties  are 
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known,  tlie  details  of  other  instruments  will  be  readily  understood 
without  help. 

A few  words  on  ophthalmoscopes  in  general  must  precede  a description 
of  the  specific  differences  and  various  advantages  of  certain  instru- 
ments in  particular. 

An  ophthalmoscope  consists  essentially  in  an  illuminating  appa- 
ratus, together  with  a series  of  spherical  lenses  of  various  kinds.  To 
this  must  be  added  some  source  of  light.  A gas-lamp  is  now 
generally  used  in  England,  as  it  is  easily  kept  in  order,  readily 
adapted  to  changes  of  position,  and  can  be  regulated  to  any  degree 
ol  illumination.  A bracket  with  parallel  arms,  and  having  a uni- 
versal movement,  is  often  employed.  I prefer  a gas-lamp  which 
is  much  used  in  the  watch-making  district  of  Clerkenwell.  It  is 


a small  Argand  burner,  with  certain  arrangements  to  make  the  flame 
steady,  that  is  readily  moved  up  and  down  on  a rod  with  a firm  base, 
and  as  readily  turned  from  side  to  side.  A piece  of  metal  is  attached 
at  one  side  to  screen  the  flame  from  the  patient’s  eye.  The  gas  is 
conveyed  to  the  burner  by  an  elastic  tube,  with  a spiral  wire.  The 
yellow  light  must  be  corrected  by  means  of  a pale  blue  cylindrical 
chimney.  Such  a glass  is  very  important  in  estimating  the  delicate 
tints  of  the  disk,  as  seen  by  the  direct  method. 

Some  patients  are  more  sensitive  to  light  than  others,  but  most 
of  them  will  bear  a moderately  strong  light  without  discomfort  and 
without  injury.  In  amaurotic  states,  patients  show  great  insensibility, 
even  to  very  strong  illumination.  The  more  the  light,  however,  the 
narrower  is  the  pupil,  and  this,  as  it  narrows  the  field  of  observation, 
is  so  serious  a drawback  to  examination,  that  we  endeavour  to  work 
with  as  little  light  as  possible.  Moreover,  under  strong  illumination, 
the  corneal  reflections  become  brighter,  and  interfere  much  with 
observation.  Indeed,  in  cases  of  abnormally  narrow  pupils,  such  as 
we  see  m hypermetropia,  in  cerebro-spinal  disease,  or  in  old  people 
he  gleaming  cornea  cuts  off  all  chance  of  seeing  the  parts  beyond  it* 
Hus  is  due  to  the  fact,  that  the  cornea, ' which  is  a convex  surface 
tonus  virtual  diminished  erect  images  of  all  light  objects  in  front  of 

rnov  u the  imrr0r  particuiar.  The  brighter  the  light,  then,  the 
TO1J  °Urf lve  are  the  corneal  reflections,  and  the  narrower  is  the 

five ' v fo/l  m S®0*0?’  tllG  °Wer  wil1  find  that  a compara- 

y eble  light  will  enable  him  to  obtain  a very  good  picture 

c^nafni^  ^ ^ « a stronger 

L!  P“P*b  «■*»  Orally  enlarge  and  Ltrmt 

11k.  patient  ln  S,‘.fhcl<,ut  dllatatlon  ">ay  te  obtained  by  making 

while  the  , « k at  ,a  ,llStant  ol,Ject  wifch  tUo  °ye  uu<ior  examination, 
wJnie  the  other  is  closed  or  covered. 
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Atropine , when  instilled  into  the  eye,  is  a great  assistance.  It 
paralyzes  the  accommodation  and  enlarges  the  pupil.  Weak  solu- 
tions are  slow  in  their  action,  hut  the  eye  soon  recovers.  It  is  an 
object  to  obtain  the  greatest  dilatation  with  the  least  effort  on  the 
apparatus  of  accommodation.  Strong  solutions,  consisting  of  two 
grains  of  more  to  the  ounce  of  water,  act  quicker  in  producing  the 
desired  effect  in  from  fifteen  to  twenty  minutes,  but  the  action  is 
more  persistent.  I have  known  it  endure  for  ten  or  fourteen  days, 
and  such  a persistent  disturbance  of  vision  is  very  annoying  while 
it  lasts.  It  may  even  cause  the  patient  to  accuse  the  surgeon  of 
tampering  with  his  sight ; and  should  the  patient  be  afflicted  'with 
rapidly  advancing  disease,  he  might  attribute  that  deterioration 
to  the  atropine  which  is  really  due  to  the  farther  lapse  of  time. 
While,  therefore,  we  cannot  do  without  atropine,  it  must  be  used 
rarely  and  cautiously,  of  a minimum  strength,  and  must  be  reserved 
for  cases  in  which  a large  field  is  absolutely  necessary.  It  is  a wise 
precaution  to  tell  the  patient  that  he  will  have  an  uneasy  sensation 
of  dazzling  when  he  looks  at  a bright  light,  and  that  his  near  point 
of  distinct  vision  will  recede  from  the  eye,  so  that  he  is  presbyopic. 
Also,  that  in  all  probability,  distant  objects  will  become  very  indis- 
tinct. At  the  same  time,  he  should  be  assured  that  these  unpleasant 
acquired  effects  will  pass  completely  away.  In  the  chapter  on 
“ Cataract,”  further  remarks  are  made  about  this  drug,  to  which, 
perhaps,  the  reader  will  refer. 

The  direct  method  needs  less  light  than  the  indirect,  and  it  is 
therefore  in  many  cases  to  be  preferred  for  the  above  reasons,  as 
well  as  for  many  others. 

The  modes  of  reflecting  light  into  the  eye  are  manifold.  It  is  done  by 
unsilvered  and  by  silvered  reflectors ; by  reflectors  alone,  and  by 
reflectors  in  combination  with  lenses ; by  prisms  also,  and  by  lenses 
which  are  themselves  silvered.  The  first  reflector  of  Helmholtz  was  I 
a plain  unsilvered  glass  plate.  Other  mirrors  are  concave  ; others  ! 
again  are  plane,  or  convex,  with  a convex  lens  attached.  Of  these, 
the  silvered  mirrors  are  the  strongest  illuminators ; but  mirrors  may 
likewise  and  with  advantage  be  made  of  polished  metal.  These  | 
metal  mirrors  are  less  easy  to  make,  and  are  less  easy  to  keep  in 
order  than  the  silvered  glass  mirrors,  but  they  possess  certain  j 
advantages  which  are  pointed  out  in  another  part  of  this  chapter, 

p.  286.  . J 

The  illumination  by  means  of  a plane  mirror  is  from  a virtual 
image  of  the  flame,  apparently  behind  the  mirror,  and  the  rays 
falling  upon  it  from  the  flame,  and  thence  diverted  to  the  object  eye, 
seem  to  come  from  a point  not  really  in  existence,  but  corresponding 
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to  a point  as  far  behind  the  mirror  as  the  flame  is  in  front  of  it. 
I have  already  explained  how  this  comes  to  be. 

The  flame  is  usually  more  than  one  focal  length,  and  less  than 
twice  the  focal  length  from  the  mirror,  so  that  the  light  thrown  into 
the  eye  arises  from  a real  enlarged  inverted  image  of  the  flame 
lying  in  front  of  the  mirror.  If  the  flame  were  at  or  within  the 
focus,  the  illumination  would  spring  from  an  enlarged  virtual  image 
of  the  flame  lying  apparently  behind  the  mirror.  A little  considera- 
tion will  explain  this  on  the  principles  I have  already  laid  down.  If 
we  interpose  a convex  lens  between  the  mirror  and  the  eye,  of  course 
we  shorten  its  focal  length.  The  first  concave  mirror  was  made  by 
Euete,  and  concave  mirrors  have  since  been  made  in  endless  variety. 

If  the  mirror,  instead  of  being  concave,  were  plane,  we  could  con- 
centrate rays  upon  it  by  means  of  a condensing  lens  placed  between 
it  and  the  flame.  The  rays  condensed  by  the  lens  are  directed  into 
the  eye  by  means  of  the  mirror,  behind  which  the  observer’s  eye  is 
placed.  If  the  flame  be  placed  at  or  within  the  focus  of  the  lens,  we 
have  the  same  illuminating  source  as  we  had  when  the  flame  was  at 


or  within  the  focus  of  a concave  mirror  alone,  namely,  an  enlarged 
virtual  image  of  the  flame.  Such  is  the  principle  of  the  Helmholtz- 
Follin  ophthalmoscope,  and  of  the  autophthalmoscope  of  Coccius 
when  used  with  a collecting  lens.  Commonly,  however,  as  in  the 
useful  ophthalmoscope  of  Coccius,  the  flame  is  beyond  the  focal 
length  of  the  collecting  lens,  and  in  this  case  convergent  rays  fall 
upon  the  mirror,  and  are  thence  reflected  to  form  in  front  of  it  a real 
inverted  image  of  a flame  whose  apparent  position  is  negative,  that 
is  to  say,  behind  the  mirror.  This  image  is  the  direct  means  of 
illumination,  as  it  was  in  the  case  of  a flame  placed  beyond  the  focus 
of  a concave  mirror.  When  I describe  Coccius’  instrument,  I shall 
explain  that  an  advantage  is  gained  by  illuminating  the  eye  by 
means  of  an  image  which  is  nearer  the  eye  than  the  mirror  itself,  for 
which  latter  the  eye  is  accommodated.  If  the  convex  lens  have  a focal 
length  of  ten  inches,  and  the  mirror  be  two  inches  from  the  lens,  the 
rays  from  a flame  placed  at  an  infinite  distance  would  form  an 
inverted  image  ten  inches  behind  the  lens,  and,  therefore,  eight 
inches  behind  the  mirror  in  apparent  position,  and  eight  inches  in 
iront  of  it  m actual  position.  This  corresponds  of  course  to  a 
concave  mirror  of  eight  inches  focus.  But  the  arrangement  has  the 
advantage  over  a concave  mirror,  that  the  convergence  of  the  rays 
may  bo  easdy  increased  or  diminished  by  changing  the  Ions 
Convex  mnTOTS  are  not  used  alone,  as  they  form  diminished  images 

however  1 ^ aU  Kllr  dlumination  is  poor.  A convex  mirror  has, 
however,  been  used  for  this  very  reason  by  MacDonald,  of  NosJ 
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York,  in  order  so  to  temper  tlio  sun’s  rays  that  they  may  he  used  as  a 
source  of  light.  This  exception  apart,  a convex  lens  is  always  used 
with  convex  mirrors.  Zehender’s  ophthalmoscope  is  of  this  kind. 
The  flame  is  placed  beyond  the  focus  of  the  lens,  and  converging 
rays,  therefore,  fall  upon  the  mirror.  If  these  have  such  a con- 
vergence that  they  will  meet  behind  the  mirror  at  its  supposed  focus, 
then  they  will  be  reflected  parallel ; if  they  have  such  a convergence 
that  they  would  meet  beyond  that  focus,  they  would  be  reflected 
divergent  from  the  mirror,  and  the  illuminating  image  of  the  flame 
in  either  case  would  be  virtual  and  erect ; if,  however,  the  rays  tend 
to  converge  at  a point  between  the  supposed  focus  at  the  back  of  the 
mirror  and  the  mirror  itself,  then  the  reflected  rays  will  be  con- 
vergent, and  will  form  a real  image  in  front  of  the  mirror,  'which 
will  serve  as  the  medium  of  illumination. 

The  variety  of  arrangement  which  can  be  obtained  by  moving  the 
lens  makes  this  ophthalmoscope  a useful  one ; for  the  same  variety 
can  only  be  obtained  with  the  concave  mirror  by  constantly  chang- 
ing the  lenses. 

It  is  undoubtedly  the  best  form  of  instrument  for  the  examination 

of  the  erect  image.  . 

Description  of  some  of  the  ophthalmoscopes  in  use , and,  first  of  all, 

those  of  Babbage  and  Helmholtz. 

Cumming,  our  countryman,  whose  distinction  it  is  to  have  been 

the  first  who  mastered  the  principles  of  ophthalmoscopy,  did  not 
make  an  instrument.  The  first  ophthalmoscope,  however,  was  con- 
structed in  England,  although  unfortunately  it  did  not  meet  with  a 
proper  welcome.  In  1847,  Mr.  Babbage  had  made  an  instrument  on 
the  right  principle,  which  must  have  sufficed  to  demonstrate  the 
interior  of  the  eye  in  a great  number  of  cases.  . It  consisted  of  a 
tube,  blackened  within,  and  carrying  at  the  proximate  end  a mirror 
set  at  such  an  angle  that  the  light  which  fell  upon  it  through  an 
opening  in  the  side  of  the  tube  was  directed  into  the  object  eye. 
The  mirror  was  made  of  silvered  glass,  the  silvering  being  remo\  e 
in  two  or  three  places  near  the  centre.  The  distal  end  was  to  rest 
on  the  patient’s  orbit.  This  instrument  could  only  be  used  m thisl 
form  for  emmetropic  eyes,  or  hypermetropic : for  the  observation 
of  myopic  eyes  a concave  lens  would  have  been  needed,  hue  , 
an  addition,  however,  could  easily  have  been  made,  had  t ie  new 
invention  falleft  into  the  hands  of  anyone  who  knew  howt  l 
appreciate  its  value.  As  it  happened,  Babbage  had  no  knowled  g 
the  want  of  the  surgeon,  and  his  beautiful  little  instrument  foi  knn 

W!  Eour  yeirkttr!  Helmholtz  made  his  ophthalmoscope,  and  utilized 
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it,  therefore  lie  is  considered  justly  the  practical  inventor;  for  he  first 
put  forth  an  efficient  and  complete  instrument,  and  pointed  out  the 
importance  of  its  application.  I shall  describe  his  instrument,  not 
only  because  it  was  the  first  of  ophthalmoscopes,  but  because  it  has 
an  excellence  of  its  own. 

The  principles  on  which  Helmholtz’  ophthalmoscope  is  constructed.  It 
has  a plain  unsilvered  mirror,  consisting  of  one  or  more  plates  of 
glass,  Fig.  114. 

Let  m m be  such  a mirror  consisting  of  one  sheet  of  glass  only,  and 
let  a be  the  eye  of  the  observer,  and  b that  of  the  observed;  the  two 
eyes  being  ojyposite  to  one  another,  and  upon  the  horizontal  line  a b, 
now  let  m m be  placed  at  such  an  angle  that  the  rays  x y,  coming 
from  a lamp  at  x,  strike  the  mirror  at  an  angle  of  45°.  Then  in 
accordance  with  the  laws  of  refraction,  a portion  of  the  rays  will 
traverse  the  mirror,  and  the  remainder  will  be  refracted  in  the 
direction  of  y b.  Of  these  remainder  rays  which  enter  the  pupil  of 

Fio.  114. 


IS,  another  portion  is  lost  by  absorption  in  the  choroid,  but  the  chief 
part  is  reflected  and  again  falls  upon  the  mirror,  to  pass  through  it 

is  thf  re°H  t ^ ’'"I  t , • P,art  aS  bef0re'  This  time’  however,  it 

SSiMSi  as 

&hfnT^atedTlle  ^ds  W- 

e>'e8;,": ailJ ■»  to  be 

weakest  as  rt!  , „ T th*8  l,ortlon  reflection  is 

Greatest  Dercer  ti  matU  a ta8  tlle  least  reflecting  power  and  the 

’he  periS  ‘ P°Wer  ?.~m  tho  °Ptic  disk-  »n  the  other  hand, 
•he  perceptive  power  of  which  is  least,  and  the  reflecting  power 
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greatest,  wo  see  a stronger  illumination.  In  tlie  ease  now  under 
consideration,  the  light  source  seems  to  he  from  a point  as  far  behind 
the  mirror  as  the  lamp  is  in  front  ot  it,  and  the  rays  returning 
from  b to  a are  of  course  convergent,  so  that  no  picture,  but  only 
an  illumination  of  n is  seen,  as  the  reader  will  understand  Irom 
what  has  been  said.  The  reader  will  probably  likewise  ioresee  that 
by  the  introduction  of  a concave  or  dispersing  lens,  between  the 
observer’s  eye  and  the  mirror,  this  returning  pencil  ol  conveiging 
rays  may  be  made  divergent,  and  m this  state  can  be  united  by  the 
accommodation  of  the  observer’s  eye  to  form  a picture  upon  his 
retina.  It  was  here  that  Helmholtz  stepped  in.  Yon  Erlach  had 
succeeded  in  illuminating  the  retina,  but  he  had  not  succeeded  in 
rendering  it  pictorially  visible.  The  figure  of  the  instrument  is 
represented  in  Zander’s  work,  translated  by  Mr.  Carter.  It  consists 
of  a triangular  box,  one  angle  of  which  is  a right  angle ; one  side  is 
formed  of  reflecting  glass  plates,  and  the  others  are  lined  with  black 
velvet  to  prevent  disturbing  reflections  from  them.  In  the  smaller 
of  the  two  outer  sides  is  the  opening  through  which  the  observations 
are  made,  and  about  which  the  instrument  revolves.  To  use  it,  the 
observer  sits  in  front  of  the  patient  and  places  the  lamp  at  his  side, 
so  shaded  by  a screen,  that  none  of  its  light  falls  directly  upon  the 
patient’s  face.  He  then  manoeuvres  the  mirror  and  throws  its 
reflection  upon  the  patient’s  eye,  the  proper  angle  being  soon  found 
out  by  a little  experience.  This  angle  varies  with  the  number  of  the 
reflecting  plates  ; if  there  be  only  one,  the  light  should  fall  upon  the 
mirror  at  an  angle  of  70°,  but  if  there  be  three  or  four,  the  angle 
must  be  diminished  to  60°  and  56°  respectively.  There  is  an 
advantage  in  using  four  plates,  in  order,  by  polarizing  the  light,  to 
diminish  the  corneal  reflection;  and,  moreover,  to  decrease  the  ang  e 
is  to  increase  the  illumination.  This  advantage  is  counterbalanced 
bv  the  difficulty  of  getting  plates  so  even  as  to  fit  accurately  ; am , 
again,  the  difficulty  of  getting  the  glass  mirror  perfectly  homo- 
geneous  is  rendered  greater  according  to  the  number  o pa 
required.  Badly  fitting,  or  striated  plates,  will  give  dim  or  dis- 
torted images.  The  dispersing  lenses  are  interposed  by  means  oi 
the  well-known  revolving  disks,  which  contain  a number  of  lens 
The  observer  brings  each  lens  in  turn  into  the  axis  o visio 
till  he  finds  that  which  he  requires.  Each  of  these  disks  con  i 1 

five  openings,  so  that  ten  lenses  are  at  hand,  eight  of  wine  i * ' 

concaves  of  iarious  values.  By  bringing  forward  that  concave 
which  best  suits  his  eye,  he  can  now  turn  the  illuminated  m ■ 
metorial  background.  This  ophthalmoscope  is  a good  one  for  th  j 
direct  examination  of  tiro  erect  image,  and,  it  necessary,  it  may 
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bomo  by  the  patient  for  hours.  Hence  it  is  useful  in  physiological 
observations.  Its  illuminating  power,  however,  is  feeble,  and  for 
common  purposes  an  instrument  of  another  kind  is  required. 
Indeed,  for  ordinary  use,  we  want  one  which  is  not  only  of  more 
illuminating  power,  but  which  by  magnifying  lenses  gives  a larger 
field  of  observation.  It  is  true  that  such  illumination  has  been 
increased  by  the  addition  of  a convex  or  condensing-  lens  near  the 
lamp,  the  two  being  fixed  upon  a horizontal  arm.  This  instrument 
has  been  used  both  by  Helmholtz  and  Follin,  but  it  has  many  draw- 
backs in  actual  practice ; it  is  alluded  to  under  the  head  of  light 


images. 


c. j 

The  second  to  be  noticed  is  that  which  consists  of  a perforated 
concave  mirror.  This  form  was  first  introduced  by  Ruete,  and  it 
may  be  used  either  for  the  inverted  imag-e  with  a convex  lens,  or  for 
the  upright  image  with  a concave.  It  is  made  either  as  a standard 
instrument  or  in  a portable  shape.  Of  this  kind,  the  standard  one 
designed  by  Liebreich  is  the  best.  It  is  fixed  to  a table  or  stand,  and 
all  the  parts,  the  mirror,  the  lenses,  and  the  shade,  are  mounted  on 
moveable  bars,  or  draw  tubes.  It  is  generally  accompanied  by  a 
chm  rest  for  the  patient.  Yet  such  instruments,  of  which  there  are 
many,  are  cumbrous  and  expensive.  They  are  useful  for  drawing 
and  they  are  supposed  to  be  useful  in  class  demonstrations ; but  it 
is  far  better  to  let  each  pupil  learn,  as  his  first  task,  to  use  his  own 
instrument.  A beginner  will  often  fail,  even  with  a fixed  instru- 
ment, to  see  the  fundus  of  the  eye,  as  few  patients  can  be  trusted 
o maintain  a perfect  steadiness.  One  form  of  instrument,  however 
m which  the  parts  are  fixed,  is  useful  to  the  clinical  observer,  and 
that  is  the  form  in  which  the  mirror  and  lens  are  mounted  in  a 
raw  tube  Hie  tube  bearing  the  mirror  and  lens  is  blackened 

fG  S ,Tlthm  an  °uter  tube>  also  blackened,  which  is 
tted  to  the  patients  eye.  By  means  of  this  a patient  can  be 

patients'll  “ h™7  imPortant  ™ the  case  of 

bedrooms  t°  7!£dS  °-  1 10Spita1’  or  in  IarSe.  well-lighted 

a , j . bcst  of  tbese  instruments  was  designed  in  1862  lov 

i '"i  “*  *d,"**< >»  i"  s™"1  v «» 

purposes  tW  f , OT  lenS  m Section.  For  ordinary 

abS  form  kno^e’JetbT  AT”1**6  ^ lenses  in  a port- 

“ small  Liebreioh  ” li  °P  '|lml'n0B00P6  of  Anagnostakis,  or  tlie 

four  or  six  concave  lease  ““Tf  ° “ concave  mi™r  in  a case,  with 
The  ho«f  rr  • ' " tISGS  an(*  ^V0  convex  lenses. 

errors,  I have  said,  are  made  of  metal,  because  a metal 
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one  can  be  pierced  and  thinned  down  at  the  back  around  the  perfora- 
tion. If  the  perforation  be  made  through  the  full  thickness  of  the 
metal,  it  is  not  a simple  sight-hole,  but  a tunnel  from  the  sides  of 
which  irregular  and  teasing  reflections  arise.  If  the  mirror  be  made 
of  glass  from  which  the  silvering  only  is  removed  at  the  centre, 
then,  again,  we  have  another  source  of  ..interfering  reflections  ; some 
rays  are  reflected  by  the  anterior  surface  of  the  glass  and  some  by 
its  posterior ; moreover,  the  rays  which  pass  through  are  refracted, 
and  probably  distorted  also,  unless  the  glass  be  very  good. 

The  necessity  for  a convex  lens  to  complete  the  appliance  of  the 
ophthalmoscope  for  making  the  indirect  examination  of  the  eye  has 
been  explained  at  page  278,  and  such  a lens  should  of  course  be  in 
the  ophthalmoscope  case.  Where  there  is  only  one  lens,  it  should  be 
of  two-and-a-half  inches  focal  value.  I prefer  to  have  two  lenses,  the 
one  of  two-and-a-half  inches,  the  other  of  three-and-a-half  inches  "v  alue. 

A concave  lens  also  is  requisite,  as  I have  shown  at  page  277,  for 
examining  a myopic  eye  by  the  direct  method.  A further  con- 
sideration of  this  lens  will  come  under  the  head  of  correcting  or 
ocular  lenses. 

Fig.  115. 


The  ophthalmoscope  with  a concave  mirror  is  so  convenient  that 
it  will  probably  always  bo  the  favourite  for  ordinary  purposes.  ^ Such 
an  one,  the  copy  of  that  which  I use,  is  represented  in  Fig.  115,  with, 
the  spring  clip  for  the  correcting  lenses. 
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Correcting  or  ocular  lenses.  The  mirror  and  object-lens  are  the 
essential  parts  of  an  ophthalmoscope,  but  in  addition  to  these, 
certain  small  eye-pieces,  or  convex  and  concave  lenses,  are  needed, 
wliich  aid  materially  in  obtaining  accurate  pictures  of  various 
eyes,  both  in  examining  the  upright  and  the  inverted  images.  They 
are  usually  made  much  smaller  than  the  object-lens,  and  are 
placed  in  a spring'  clip  at  the  back  of  the  mirror.  The  convex 
lenses  are  of  course  required  for  the  indirect  method,  or  the  inverted 
image,  in  case  a magnified  image  is  required,  and  the  concave  for 
the  direct  method,  or  the  upright  image  under  the  existence  of 
myopia,  as  above  explained.  These  correcting  lenses  are  also  of 
\eiy  high  importance  in  estimating  anomalies  of  refraction,  and  the 
diameters  of  the  eye.  Theoretically,  of  course,  they  should  be  very 
numerous,  and  of  all  focal  values,  but  in  practice  we  find  that  four 
bi-concave  lenses  of  the  values,  say  of  six,  eight,  and  twelve  inches, 
ind  one  or  two  bi-convex  lenses,  say  of  the  values  of  ten  and  twelve 
.nches,  are  amply  sufficient.  They  are  necessary,  too,  for  observers 
vho  are  myopic,  or  presbyopic,  or  hypermetropic.  They  are  some- 
times set  in  a revolving  disk,  which  enables  the  observer  to  change 
hem  quickly  and  easily. 

Coccius’  instrument,  which  I shall  next  describe,  is  the  best 
iphthalmoscope  for  all  purposes.  In  this  instrument  the  rays  of 
he  lamp  flame  do  not  fall  directly  upon  the  mirror,  but  fall  first 
ipon  a convex  lens,  which  is  placed  at  more  than  twice  its  focal 
hstance  from  the  flame,  and  within  its  focal  distance  from  the 
mrror,  so  that  they  arrive  in  a convergent  state  upon  the  mirror 
vhich  is  plane.  In  this  ophthalmoscope,  therefore,  a different  flame 
mage  is  formed  to  that  formed  in  the  Helmholtz-Follin’s  instru- 
fient,  in  which  the  flame  is  placed  within  the  focus  of  the  lens. 

Suppose,  in  Fig.  114,  a to  be  any  point  in  the  dispersion  circle 
ormed  of  the  over-crossing  of  the  convergent  rays  within  the  eye  n 
ben  the  rays  returning  from  that  point  will,  as  the  reader  may 
emember,  be  all  returned  to  the  conjugate  foci  of  the  dioptric  appa- 
atus,  namely,  to  the  point  for  which  the  eye  is  accommodated  1 
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The  rays  from  the  illuminated  point  will  therefore  ho  returned  to  a 
conjugate  focus  considerably  behind  the  eye  of  the  observer,  who 
will  therefore  find  himself  placed  within  the  cone  of  returning  rays, 
and  will  see  a fully  illumined  fundus.  The  image  of  the  per- 
foration will  now  be  formed  behind  the  retina  illuminated,  and  the 
retina  itself  being  occupied  with  an  image  of  the  flame,  it  is 
obvious  that  the  perforation  in  the  mirror  must  be  made  as  small  as 
is  compatible  with  clear  way  of  sight.  It  should  never  exceed  two 
lines  in  any  case.  The  accompanying  illustration,  big.  116,  shows 
the  instrument. 

In  the  examination  of  the  inverted  image,  a convex  object-lens  is 
of  course  also  needed.  Zander,  Carter’s  edition,  gives  the  following 
simple  directions  for  the  use  of  this  ophthalmoscope : In  use  the 

collecting-lens  is  turned  towards  the  flame,  which  should  be  at  least 
some  inches  further  from  it  than  twice  its  focal  length,  and  on  the  , 
same  level  as  the  eye  to  be  examined.  By  loosening  the  screw,  the 
mirror  is  set  oblicpiely  to  the  lens  and  to  the  eye  of  the  patient , and 

Fig.  116.  1 I 


when  it  is  rightly  directed,  we  see',  by  casting  the  enlarged  image  of 
the  flame  upon  the  patient’s  cheek,  a luminous  circle  with  a dark  : 
central  spot,  corresponding  to  the  hole  in  the  mirror.  The  patient 
must  now  look  fixedly  at  an  object  behind  the  observer  and  on 
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the  side  opposite  to  that  of  the  eye  under  examination,  and  the 
dark  spot  must  then  he  thrown  upon  the  centre  of  the  pupil,  while 
the  observer,  with  his  *eye  as  close  as  possible  behind  the  mirror, 
looks  into  the  eye  of  the  patient.  Dilatation  of  the  pupil  by  atro- 
pine is  not  necessary.  For  examination  of  the  inverted  image,  a 
convex  lens  of  two-and-a-half  inches  or  less,  often  of  half  an  inch, 
is  used,  and  is  held  either  between  the  thumb  and  forefinger  of 
the  free  hand,  in  front  of  the  eye  examined,  or  upon  a handle  six 
inches  long  with  a spring  clip  at  the  top  ; while  in  examination 
of  the  short-sighted,  concave  glasses  are  used  of  the  values  of 
,-tV,  -j,  tV,  4,  -j,  -j.”  The  great  advantages  of  this  instrument  are,  that 
the  observer’s  eye  is  within  the  cone  of  light  falling  upon  the 
patient’s  eye,  which  advantage  is  lost  in  the  concave  mirror,  where 
the  observer’s  eye  is  beyond  its  base,  that  by  moving  the  lateral  lens 
the  focal  length  of  the  mirror  and  the  degree  of  the  illumination  can 
be  altered,  and  that  there  is  very  little  irregular  reflection,  a matter 
of  much  importance  when  the  pupil  is  small. 

Zehender’s  instrument  is  the  last  of  this  kind  that  I shall  describe. 
It  consists  of  a combination  of  a convex  lens  with  a convex  mirror. 
It  resembles  that  of  Coccius,  except  in  the  form  of  the  mirror.  It 
is  a very  good  ophthalmoscope,  and,  among  its  other  advantages, 
there  is  not  any  loss  of  light  from  its  central  perforation,  and  corneal 
reflections  are  much  diminished.  The  illumination  on  the  retina 
indeed  is  not  single  but  multiple  ; the  strong  curvature  of  the 
collecting  lens  being  sufficient  to  produce  considerable  spherical 
aberration,  so  that  the  image  of  the  flame  reflected  from  the  mirror 
is  not  formed  in  a single  plane,  but  in  several,  on  which  account, 
in  the  illuminated  portion  of  the  retina,  there  is  a bright  nucleus 
surrounded  by  a comparatively  dim  margin. 

In  describing  the  various  kinds  of  mirror  image,  I pointed  out 
that  the  image  of  this  instrument  depends  upon  the  degree  of  con- 
vergence of  the  rays  falling  upon  tlie  convex  mirror  ; this  ground 
need  not  be  gone  over  again. 

In  this  ophthalmoscope  the  light  is  placed  beyond  the  focus  of 
the  collecting  lens,  so  that  converging  rays  fall  upon  the  mirror. 
Then,  as  I have  explained,  if  the  convergence  is  such  that  the  rays 
would  meet  at  a point  between  the  mirror  and  its  imaginary  focus 
behind  it,  then  these  rays  are  reflected  convergent,' and  form  a real 
image  of  the  flame  before  it;  this  being  formed,  the  farther  from 
the  mirror  the  farther  the  point  of  convergence  is  from  the  mirror 
backwards,  and  the  nearer  it  is  to  the  imaginary  focus.  When  this 
point  of  convergence  recedes  so  far  as  to  coincide  with  the  focus  of 
tie  mirror,  the  reflected  rays  will  of  course  be  parallel.  I recall 
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these  details  in  order  to  show  another  great  advantage  which  the 

Fig.  117. 
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instrument  has  over  those  of  Cocci  us  and  Liebreich.  To  obtain 
reflections  of  various  degrees  of  convergence,  we  have  in  Liebreich’s 
instrument  to  change  the  mirror  for  one  of  another  focal  length ; we 
attain  this  end  more  easily  in  Coccius’  instrument  by  changing  the  col- 
lecting-lens, but  here  the  eiid  is  attained  more  easily  still  by  moving 
the  lens  to  or  from  the  mirror  along  a line  equal  to  the  focal  length 
of  the  latter.  Thus,  without  lessening  the  quantity  of  light,  we 
continue  to  send  the  strongly-condensed  rays  of  the  collecting-lens 
into  the  eye  at  a degree  of  convergence  so  much  less  that  the  rays 
do  not  unite  until  they  approach  the  retina.  As  Zander  neatly 
expresses  it,  we  thus  collect  the  same  quantity  of  light  into  a 
narrower  section,  and  on  an  eoual  base,  make  the  light  cone  smaller, 
but  neither  shorter  nor  less  luminous.  The  curvature  of  the  mirror 
is  six  inches,  the  focal  length  of  the  collecting-lens  being  one  inch 
or  two.  The  ocular  lenses  may  be  fixed  in  a clip  upon  a jointed  arm 
turning  behind  the  mirror. 


It  must  be  apparent  that  the  instrument  is  a modification  of  that 
of  Coccius.  It  is  very  like  it  in  the  manner  of  mounting. 

The  annexed  diagram,  Fig.  117,  borrowed  from  Mr.  Hulke, 
illustrates  the  indirect  method  of  examination  with  this  ophthal- 
moscope. r r,  are  rays  collected  by  the  lens  l,  falling  convergent 
on  the  speculum  s s,  which  reflects  them  still  converging  towards  a, 
the  observed  eye.  While,  however,  they  are  on  their  way,  they  are 
intercepted  by  the  double  convex  lens  l',  which  so  increases  their 
convergence  that  they  meet  at  o,  then  cross  and  diverge,  and  form 
a circle  of  dispersion,  d d,  on  the  retina.  The  pencil  of  rays  coming 
from  a b,  points  in  this  circle,  would  meet  at  some  point  in  the  pro- 
longations of  a a,  b /3,  the  lines  of  direction  which  cut  the  optical 
centre  of  a,  but  passing  through  l',  they  are  brought  to  an  earlier 
focus  at  a (3,  where  they  form  an  inverted  image  of  a b. 

In  the  direct  method,  Fig.  118,  the  rays  reflected  from  ah,  would 
meet  at  a'  b',  but  by  passing  through  the  concave  correcting  lens  l, 
they  acquire  the  direction  a"  b",  which  they  would  have,  if  they 
reached  the  observer’s  eye  from  a /3,  where  the  geometrical  image  of 
a b seems  to  lie.  The  situation  of  this  image  is  determined  by  the* 
focal  length  of  the  patient’s  eye,  and  that  of  the  correcting  lens. 
It  will  be  remembered  that  a concave  correcting  lens  is  necessary 
only  when  the  eye  to  be  observed,  or  that  of  the  observer,  is  myopic. 

ai  the)  remarks  on  Mirrors.  Before  leaving  the  mirror  as  a means 
o illumination,  I shall  now  describe  the  silvered  glass  lenses,  which 
are  used  as  ophthalmoscopes.  Of  spherical  lenses  we  have  the 
bi-concave  and  the  bi-con  vex  : we  have  also  the  varieties  of  men- 
iscus, ic  so-called  perisoopic  lenses  ; the  convex-concave,  in  which 
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the  convex  is  the  stronger  curve,  and  the  effect  therefore  condensing, 

Eio.  118. 


ind  the  concave-convex,  in  which  the  concave  surface  is  the  stronger 
curve,  and  the  effect  therefore  dispersing.  This  is  more  fully  gi 
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in  the  chapter  on  “ Geometrical  Optics,”  together  with  the  terms 
which  are  applied  to  such  lenses,  such  as  negative  and  positive. 

If  we  take  a bi-concave  lens,  and  silver  one  surface,  we  shall  obtain 
the  effect  of  an  intensified  convex  mirror.  I have  said  a convex 
mirror  without  a convex  lens  is  the  worst  possible  illuminator,  and 
only  used  for  reflecting  such  intense  light  into  the  eye  as  that  of  the 
sun.  We  gain  little,  therefore,  by  the  use  of  a silvered  bi-concave 
lens,  unless  we  wish  to  throw  sunlight  into  the  eye.  If,  on  the 
other  hand,  we  silver  one  surface  of  a bi-convex  lens,  we  have  the 
combination  of  a concave  mirror  with  a condensing  lens ; that  is. 
with  a radius  of  curvature  in  the  silvered  surface  of,  say,  eighteen 
inches,  we  should  have  an  instrument  with  a focal  length  of  six 
inches.  It  is  clear  that  such  an  ophthalmoscope  can  only  be  used 
for  the  inverted  image.  A negative  meniscus  is  more  useful  for 
silvering.  Such  a lens  is  represented  in  Fig.  83  and  described. 
The  curvature  of  the  concave  surface  is  the  stronger,  that  is,  its 
radius  is  shorter  than  the  radius  of  the  convex  surface.  The  convex 
surface,  when  silvered,  makes  a concave  mirror,  and  the  lens  still  acts 
as  a concave  lens.  Such  a combination  of  a powerful  mirror  with  a 
negative  lens  is  very  useful  in  examining  the  upright  image  ; it 
cannot  be  used  for  the  inverted  image,  except  in  cases  where  the 
patient  is  extremely  myopic.  Three  or  four  of  such  lenses,  however, 
are  as  useful  and  portable  and  cheap  an  apparatus  for  the  upright 
image  as  can  be  had,  and  I am  surprised  that  these  menisci  are  not 
more  commonly  used.  A positive  meniscus  is  next  to  be  considered. 
(See  Fig.  83.)  Here  the  silvered  convex  surface  still  acts  as  a 
concave  mirror,  but  the  radius  of  its  curvature  is  shorter,  and  the 
curve  therefore  stronger  than  that  of  the  concave  surface.  This  and 
the  bi-convex  silvered  lens  are  available  for  the  inverted  image 
chiefly,  though  they  may  be  used  for  the  upright  image  in  liyper- 
metropia  as  the  negative  meniscus  may  be  used  in  myopia. 

The  relations  of  the  degrees  of  surface  curvature  in  these  silvered 
lenses,  and  the  distance  of  the  flame,  are  closely  calculated  in  Zander, 
PP-  30,  51,  and  it  is  needless  for  us  to  pursue  this  question  into 
any  farther  detail.  I will  only  add  that  Mr.  Laurence  used  an 
unsilvered  meniscus  as  a reflector,  so  that  by  lessening  the  illumi- 
nation, he  might  increase  the  field  of  vision.  His  “meniscus 
ophthalmoscope  ” has  a concave  surface  of  twelve  centimetres  radius, 
and  a convex  surface  of  four  centimetres  radius. 

Pmw.s-  also  are  used  in  place  of  mirrors  as  illuminating  media. 

Ulrich  of  Gottingen  was  the  first  to  make  this  application  of  the 
prism,  and  to  construct  the  neat  little  instrument  known  as  Ulrich’s 
] »risms.  A full  account  of  it  will  be  found  in  Carter’s  Zander. 
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Prisms  will  never  come  into  general  use  as  ophthalmoscopes. 
Their  refraction  is  perfect,  but  they  are  very  difficult  to  manage*  and 
they  are  also  expensive.  Moreover,  they  do  no  more  than  direct  the 
course  of  the  incident  rays  ; they  have  no  focusing  action  like  that 
of  the  concave  mirror,  or  mirror  with  collecting-lenses.  In  one  form 
of  ophthalmoscope,  however,  they  are  indispensable,  namely,  the 
binocular  instrument. 


Fig.  119. 

a 


Binocular  ophthalmoscopes . All  the  ophthalmoscopes  I have  so  far 
considered  are  adapted  for  one  eye  only,  and  consequently  do  not 
o-ive  the  results  of  binocular  vision.  . By  an  ingenious  adaptation  of 
the  prism,  an  instrument  has  been  constructed  for  binocular  sight,  by 
means  of  which  the  parts  at  the  back  of  the  eye  can  be  seen  in  due 
relief  or  “ stereosoopically.”  Under  ordinary  circumstances  it  is 
impossible  to  get  a view  of  the  inverted  image  with  both  eyes, 
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because  we  are  too  near  it.  Xu  order  that  the  returning  rays  may 
become  sufficiently  divergent  to  be  received  with  both  eyes,  we  must 
retire  to  a distance  which  is  beyond  all  convenient  limits.  Dr. 
Girard  Teulon  met  this  difficulty  by  causing  an  artificial  increase  in 
the  divergence  of  the  returning  pencils,  an  increase  great  enough  to 
include  both  the  pupils  of  the  observer. 

A glance  at  the  accompanying  diagram,  taken  from  Mauthner’s 
Lehrbuch,  explains  Dr.  Teulon’s  method.  An  inverted  image  of 
the  point  a,  is  formed  at  b,  and  the  rays  b c,  b g,  are  intercepted  by 
two  rhomboidal  prisms  at  c and  g.  These  rays  strike  the  sides  of 
the  prisms  at  cl  and  h,  whence  they  are  refracted  in  the  direction  of 
de  and  h i\  these  thus  strike  the  opposite  sides  of  the  prisms  at  e and 
/,  and  are  deflected  in  the  directions  / and  k.  An  eye  placed  at 
now  sees  b,  not  at  b,  but  at  //.  In  like  manner,  an  eye  placed  at  k, 
sees  b at  b".  The  rays  / 1,  and  k n,  being  now  parallel,  will  not 
give  distinct  vision  to  an  emmetropic  eye,  for  to  such  parallel  rays 
mean  infinite  distance  in  the  object.  To  meet  this,  two  supple- 
mentary prisms,  pt  and  r2,  of  known  value  are  interposed,  which  divert 
the  rays  If  and  k n in  the  direction  l m and  n v.  These  new  lines 
prolonged  would  meet  at  b,  and  thus  the  two  eyes,  i and  n,  of  the 
observer,  receive  a single  binocular  or  stereoscopic  image  of  b.  The 
instrument  must  be  adjusted  for  each  observer. 

An  improved  adjusting  binocular  ophthalmoscope  has  been  in- 
vented and  made  by  Mr.  Laurence  Heirch,  allowing  inclination  of 
the  mirror  in  all  directions,  and  also  allowing  the  distance  between 
the  angles,  t and  q,  of  the  prisms  to  be  varied  readily,  by  means  of  a 
transverse  screw.  By  this  means  the  prisms  may  be  exactly  adapted 
to  the  distance  between  the  pupils  of  any  observer.  Other  differ- 
ences are  made  in  the  form  and  arrangement  of  the  prisms,  but  the 
principle  remains  unchanged.  The  advantages  of  the  instrument 
may  be  thus  summed  up.  Perfect  adjustment  for  differences  of  the 
distance  between  the  pupils  of  different  observers.  Facility  for  pro- 
ducing union  of  the  two  images  at  any  required  distance  from  the 
eyes  of  the  observer  by  a tilting  of  the  prisms,  and  avoidance  of 
any  fatigue  to  the  eyes,  as  there  is  no  forced  convergence  of  the 
eyeballs. 

The  binocular  ophthalmoscope  is  not  adapted  for  the  inverted 
image.  For  the  direct  image  it  has  been  suggested  that  one  of 
Coccius’  or  Zehender’s  heterocentric  reflectors  may  be  fitted  to 
Laurence’s  instrument.  It  is  very  valuable  in  giving  the  relation  of 
parts  in  depth.  It  gives  a greater  amount  of  light,  a more  extended 
field  of  vision,  and  a greater  accuracy  of  definition  and  perception  of 
relief.  There  is  all  the  difference  that  exists  between  seeing  a tiling 
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with  one  eye  or  seeing  it  with  two.  The  binocular  microscope  is  a 
parallel  to  it.  It  shows  the  optic  disk  as  it  really  is,  whether  it 
projects,  is  excavated,  or  level.  It  shows  the  real  thickness  of  the  . 
retina,  and  any  changes  from  the  natural  standard.  It  detects  the 
slightest  detachment  of  the  retina.  The  exact  position  of  extra-  \ 
vasations  of  blood,  or  of  morbid  deposits  in  the  vitreous  humour,  or 
in  the  retina,  or  in  the  choroid,  or  between  these,  can  be  accurately 
ascertained.  It  is  very  valuable,  therefore,  for  drawing,  and  every  j 
observer  should  be  familiar  with  the  stereoscopic  appearance  of  the  4 
eye,  though,  when  he  has  gained  this  familiarity,  he  may  find  a mon-  j 
ocular  ophthalmoscope  thenceforth  sufficient.  Every  student  should 
look  with  a binocular  instrument  at  some  time  or  other,  and  the  j 
sooner  the  better,  in  order  that  he  may  form  true  conceptions. 

The  prism  is  also  ingeniously  applied  by  Dr.  Heymann  to  1 
autophthalmoscopic  purposes,  or  the  revelation  of  one’s  own  retina  1 
to  one’s  self.  Dr.  Heymann’s  instrument  affords  to  one  eye  an  j 
inverted  picture  of  the  other.  The  instrument  is  pretty  and  in-  j 
genious,  but  of  little  practical  value  ; its  chief  or  only  use  is  to  1 
ascertain  the  limits  and  degrees  of  sensibility  in  the  retina.  Aut- 
ophthalmoscopy  was  first  practised  by  Coccius  with  his  own  plane  1 
mirror.  Diagrams,  with  descriptions  of  the  use  of  his  instrument,  j 
and  of  the  autophthalmoscopes  of  Dr.  Heymann,  Girard  Teulon,  j 
and  Zehender,  are  to  be  found  in  Carter’s  edition  of  Zander,  to  I 
which  work  the  reader  is  referred  for  further  detail. 


DIRECTIONS  FOR  USING  THE  OPHTHALMOSCOPE. 

The  student  of  diseases  of  the  eye,  as  of  other  parts,  must  in  the 
first  place  learn  the  appearance  of  the  eye  in  health.  This  simple 
precept,  which  seems  almost  too  evident  to  need  repetition,  is  never- 
theless almost  wholly  disregarded  in  practice.  Nothing  is  more 
common  in  ophthalmic  classes  than  to  set  men  to  examine  diseased 
eyes  who  have  no  sort  of  familiarity  with  the  normal  conditions. 
It  is  difficult  to  say  how  much  of  the  loose  way  of  reporting 
ophthalmoscopic  appearances,  and  how  much  of  the  indiscriminate 
enumeration  of  relevant  with  irrelevant  details,  which  is  too  often  i 
manifest  even  in  the  writings  of  teachers  themselves,  are  due  to  this 
deficiency  in  their  early  education.  A pupil  who  has  first  of  all 
been  made  thoroughly  familiar  with  the  healthy  standard,  and  with 
its  variations  within  the  limits  of  health,  will  thus  learn  the  true 
significance  of  the  various  details  which  he  lias  before  him,  and  will 
burn  to  record  cases  with  point  and  discrimination.  Without  such  a 
standard  he  loses  himself  in  the  multiplicity  of  the  details,  records 
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those  which  are  inessential,  and  omits  to  record  those  by  which  the 
nature  of  the  aifection  is  betrayed. 

Several  years  ago,  Dr.  Mackenzie,  onr  great  ophthalmologist, 
made  this  remark  to  me  in  a letter : “I  have  made  very  little  of 
the  ophthalmoscope.  It  requires  much  time  and  pains  to  make  it 
profitable.  The  differences  in  the  appearances  of  the  retina,  even  in 
healthy  eyes,  must  render  its  application  to  pathological  inquiries 
still  more  difficult  and  uncertain.” 

The  appearance  of  the  normal  eye  is  shown  in  a plate  at  the  end 
of  this  work.  Nothing,  however,  can  take  the  place  of  direct 
observation,  and  I strongly  advise  the  student  to  do  as  I did  when  I 
began  ophthalmoscopy,  to  examine  the  eyes  of  his  friends  as  often  as 
they  will  allow  him  to  do  so,  and  to  examine  the  eyes  of  dogs  and 
cats,  which  present  beautiful  images. 

The  manner  of  conducting  an  examination  by  the  indirect  method , so  as 
to  obtain  a real  inverted  enlarged  aerial  image.  It  is  called  the  indirect 
method  because,  instead  of  receiving  into  our  eye  the  rays  of  light 


Fig.  120. 


which  came  direct  from  the  retina  of  the  observed  eye,  we  get  them 
as  they  come  indirectly  from  it,  and  directly  from  an  aerial  image 
of  it.  The  patient  sits  by  the  side  of  a convenient  table.  The  lamp 
is  placed  close  by  the  side  of  his  head  and  a little  behind  the  temple ; 
the  ilame  put  on  a level  with  the  eye,  from  which  it  is  screened  by 
a little  metal  plate  fixed  to  the  burner.  The  observer  takes  his 
position  directly  in  front,  and  sits  slightly  elevated,  holding  the 
ophthalmoscope  close  to  his  own  eye,  in  an  oblique  position,  to 
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receive  the  light  from  the  lamp,  and  at  about  eighteen  or  twenty 
inches  from  the  patient’s  eye,  on  which  he  throws  the  reflection. 
Looking  through  the  central  aperture,  he  moves  the  instrument 
forwards,  and  endeavours  to  get  the  focus.  A diffused  reddish  glare 
shows  that  the  interior  of  the  eye  is  illuminated.  With  a little  ad- 
justing, the  retinal  vessels,  or  the  optic  disk  may  he  seen.  The  exact 
focus  is  now  obtained.  He  then  holds  the  object-lens  vertically 
before  the  eye,  at  the  distance  of  its  focal  range  from  the  retina,  two- 
and-a-half  inches,  to  condense  the  returning  rays  in  front  of  his  own 
eye,  and  to  obtain  the  inverted  aerial  image  which  is  formed  by  re- 
convergence of  such  rays  in  a plane  two-and-a-half  inches  on  its 
hither  side.  For  this  point  we  must  accommodate  our  eye,  and  not 
for  the  illuminated  retina  itself,  and  here  lies  a difficulty  which  many 
beginners  experience. 

Fig.  120  is  intended  to  illustrate  these  directions. 

The  manner  of  conducting  an  examination  by  the  indirect  method,  .so 
as  to  obtain  an  erect  virtual  image.  Let  it  be  supposed  that  the  patient 
and  the  lamp  are  placed  as  for  the  above  examination,  that  the 
observer  throws  the  light  on  the  eye  in  the  same  manner,  but  that 
now  he  approaches  the  eye  which  is  directed  towards  him  much 
closer  with  the  mirror,  and  seeks  to  see  the  details  of  its  interior, 
which  are  more  magnified.  As  he  draws  near,  he  comes  within  the 
distance  of  the  patient’s  ordinary  distinct  vision,  and  whose  accom- 
modation is  now  supposed  to  give  way  and  fall  into  abeyance.  The 
rays  of  light  from  the  mirror,  now  returning  from  the  eye,  should 
issue  parallel.  If  the  eye  be  emmetropic,  and  the  obsei  \ 01  be  vithin 
its  principal  focus,  he  will  see  an  erect  image  of  the  retina,  with  or 
without  a correcting  concave  lens,  in  the  way  I have  explained.  If 
the  eye  be  hypermetropic,  its  retina  will  also  be  evident.  If  it  be 
myopic,  a concave  correcting  lens  must  be  interposed. 

The  mirror  must  be  approached  very  close  to  the  myopic  eye,  to 
within  an  inch  or  two  in  the  highest  degree  of  that  optical  defect. 
Under  such  conditions  it  is  very  difficult  to  obtain  an  image. 

To  compare  the  two  methods,  this  may  be  said.  The  indirect,  while 
it  magnifies  less,  gives  a better  idea  of  the  relative  position  of  the 
parts,  and  a larger  field.  The  direct  gives  a larger  image,  and  a 
better  scrutiny  of  fine  objects,  such  as  the  pulsation  in  the  vessels, 
and  changes  in  the  optic  nerve.  By  it,  the  form  and  position  of 
morbid  growths  are  better  made  out.  The  position  and  extent  of 
detachments  of  the  retina  can  be  well  ascertained.  By  it,  points 
which,  are  doubtful  under  the  indirect  method  may  be  cleared  up. 

For  very  exact  inquiry,  the  two  methods  should  be  applied. 

The  student  will  facilitate  his  learning  by  examining  eyes  with 
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dilated  pupils.  When  he  is  tolerably  proficient,  he  should  spare  his 
patient  the  annoyance  that  atropine  produces,  and  resort  to  it  only 
when  it  is  requisite  to  examine  a larger  field  of  the  fundus  than  the 
size  of  the  natural  pupil  will  admit  of,  especially  for  scanning  the 
peripheral  portions. 

It  is  not  necessary  to  shift  the  position  of  the  lamp  according  to  the 
eye  to  be  examined,  as  the  eye  which  is  away  from  it  can  be  inspected 
as  well  as  that  which  corresponds  to  it.  As  a matter  of  habit  I place 
it  on  the  left  side  of  the  patient,  as  the  sketch  shows,  and  the  metal 
screen  to  the  flame  is  adapted  for  this.  Some  observers  place  the 
lamp  more  behind  the  head,  and  disregard  the  horizontal  flame,  not 
caring  whether  it  be  high  or  low.  Others  place  it  above  the  patient’s 
head.  This  position  is  absolutely  necessary  for  the  binocular 
ophthalmoscope. 

A few  words  about  the  object-lens  are  necessary.  To  increase  the 
focal  length  of  the  lens  is  to  magnify  the  image  still  more.  There 
is  an  advantage  in  accustoming  one’s  self  to  use  the  same  lens,  and 
to  employ  another  only  exceptionally.  Hence  it  is,  as  a rule,  I use 
that  of  the  value  of  two  inches  and  a half  focus,  and  when  I desire 
an  extra  magnifying  effect  I employ  that  of  three  inches  value. 
But  the  image  may  be  further  magnified  by  using  in  addition  to  the 
two-and-a-half  inch  object-lens,  a correcting  or  ocular  convex  lens,  in 
the  clip  behind  the  mirror,  the  required  value  of  which  will  depend 
on  the  condition  of  the  eye  of  the  observer. 

About  the  use  of  correcting  lenses  it  is  unnecessary  to  say  more  than 
to  advise  the  student  to  try  the  effect  of  them  over  and  over  again 
till  he  is  familiar  with  their  effects.  No  amount  of  writing  can 
supplant  this,  and  I believe  that  I have  said  enough  to  direct  him  in 
his  investigation. 


When  the  student  has  a healthy  eye  before  him,  let  him  not  look 
at  it  in  that  purposeless  way  which  teaches  nothing,  but  with  a clear 
idea  of  what  he  is  seeking.  Let  him  first  learn  to  find  the  optic 
disk  by  the  indirect  method,  and  to  keep  his  eye  upon  it.  This  is 
good  practice,  as  in  this  way  he  forms  the  habit  of  moving  in  opposi- 
tion to  the  movements  of  the  patient,  and  of  tilting  and  turning  his 
mirror  and  lens  so  as  to  avoid  disturbing  reflections.  When  he  has 
learnt  to  keep  the  disk  before  him  in  this  way,  let  him  watch  the 
vessels,  distinguishing  the  arteries  from  the  veins.  Let  him  also 
notice  exactly  the  tint  of  the  disk,  comparing  one  eye  with  the  other- 
and  if  there  be  any  white  or  black  edging  to  the  disk,  let  him  observe 
it  nnnu  cy  and  learn  not  to  write  it  down  carelessly  as  disease. 
The  yellow  spot  will  be  the  next  object  of  his  regard;  its  central 
point  and  its  tint  must  be  minutely  examined,  and  the  course  of  the 
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vessels  around,  and  not  through  it,  must  he  noted.  When  he 
is  thoroughly  familiar  with  these  two  central  parts,  and  with 
the  distribution  of  the  retinal  vessels,  he  must  then  endeavour  to 
survey  the  field  of  the  retina  without  losing  himself ; this  will  he 
learnt  by  constantly  recording  within  himself  at  what  part  he  is 
looking,  and  how  the  position  can  be  expressed  in  relation  to  the  disk 
and  the  yellow  spot.  In  the  inverted  image,  of  course  the  apparent 
position  will  be  the  contrary  of  the  actual  position  of  the  parts,  but 
he  learns  to  make  allowance  for  this  in  the  eye,  as  instinctively  as  he 
does  in  the  microscope.  When  he  has  become  thoroughly  familiar 
with  the  brilliant  and  extensive  field  of  the  inverted  image,  he  must 
then  go  through  the  same  course  of  training  for  the  direct  method. 
He  will  find  now  that  he  has  to  encoimter  a new  set  of  difficulties 


Fio.  121. 


arising  from  the  higher  magnifying  effect,  which  means,  of  course,  I 
a lower  illumination  and  a smaller  field.  But  he  will  also  disco's  er 
new  advantages,  and  learn  many  new  details.  I 

All  beginners  find  difficulty  in  focusing  the  ophthalmoscope,  and 
in  adjusting  the  object-glass,  as  well  as  in  maintaining  the  proper i 
distances  when  they  are  found.  Mr.  H.  Green  way,  whose  practical  I 
ingenuity  in  surgical  appliances  is  well  known,  has  afforded  help  j 
here  He  has  given  many  of  the  advantages  of  a fixed  instrument 
without  any  of  the  disadvantages.  His  improved  ophthalmoscope 
(see  “ British  Medical  Journal,”  Nov.  28, 1868)  consists  of  two  parts,  : 
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a bi-convex  lens  mounted  on  a stem,  which  slides  on  a graduated 
brass  bar,  at  one  end  of  which  is  a knob  which  rests  against  the 
patient’s  face,  the  other  end  terminating  in  a hook,  and  a concave 
mirror,  supported  on  a handle,  from  the  centre  of  which  runs  a spring 
measuring-tape. 

In  Fig.  121,  only  a small  portion  of  the  tape  is  seen,  as  the  mirror 
1 and  the  lens  are  necessarily  represented  nearer  together  than  they 
should  be  in  practice.  The  remainder  of  this  self-winding  tape  is 
contained  in  a box  at  the  lower  end  of  the  mirror-handle.  Since  the 
drawing  was  made,  a hinged  clip  has  been  placed  at  the  back  of  the 
mirror,  as  in  Liebreich’s  small  ophthalmoscope. 

Rules  for  use.  To  prepare  the  ophthalmoscope  for  the  indirect 
[ examination  of  the  eye,  draw  out  the  tape  to  the  focal  length  of  the 
mirror,  about  eighteen  inches,  connect  the  tape  with  the  graduated 
bar,  and  set  the  lens  on  the  slide  at  its  focal  length,  about  two-and-a- 
quarter  inches.  This  done,  and  the  patient  being  seated  in  the  usual 
manner  a little  in  advance  of  the  lamp,  the  instrument  is  used  thus  : 
Place  the  thumb  of  the  one  hand  in  a ring,  fixed  underneath  the 
hook  at  the  near  extremity  of  the  graduated  bar,  and  the  middle 
finger  in  a ring  attached  to  the  under  surface  of  the  slide,  and  the 
forefinger  on  its  upper  surface  ; then  lay  hold  of  the  mirror-handle 
vjth  the  other  hand  in  such  a manner  that  the  tape  may  pass  between 
the  fore  and  middle  fingers  in  front,  the  thumb  being  placed  behind. 
The  knob  at  the  extreme  end  of  the  brass  bar  should  now  he  applied 
against  the  patient’s  face,  and  in  such  a position  that  the  mounted 
lens  shall  be  in  a line  with  the  spectator’s  eye,  and  that  about  to 
be  examined.  By  gently  pressing  the  bar  towards  the  patient  with 
the  thumb  of  the  lens-hand,  and  by  keeping  the  tape  slightly  on 
the  stretch  with  the  mirror-hand,  the  speculum  being  held  in  posi- 
tion, the  whole  instrument  will  have  the  steadiness  of  a solid  con- 
struction. As  a further  aid,  the  surgeon  may  sit  sideways  on  a 
high  chair,  and  make  its  back  serve  as  a rest  for  his  elbow.  Any 
slight  adjustment  of  the  lens  can  be  made,  if  required,  during  exami- 
nation, by  gently  sliding  it  on  the  bar.  A rotatory  movement  of 
the  lens  can  be  gained  by  turning  its  tubular  support  with  the  fore- 
finger, which  lies  close  to  it.  A slight  to  or  fro  motion  of  the  finger 
across  this  tubular  shaft  will  cause  it,  and  consequently  the  lens,  to 
rotate.  The  use  of  thus  slightly  altering  the  direction  of  the  lens  is 
to  throw  aside  any  reflected  images  of  the  speculum. 

For  the  direct  method  of  examining  the  eye,  the  presence  of  the 

tape-box  will  not  prevent  the  mirror  being  used  in  the  ordinary 
manner.  J 

The  student  will  do  well  by  practising  the  use  of  the  mirror  on 
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some  small  object  placed  in  a proper  position.  A pill-box,  with  the 
interior  coloured  red,  about  an  inch  deep,  and  of  the  same  width, 
with  a hole  punched  in  the  centre  of  the  cover,  on  which  an  iris  is 
sketched  to  serve  as  a pupil,  will  answer  the  purpose. 


THE  NORMAL  ASPECT  OF  THE  RETINA,  OF  THE  OPTIC  DISK,  AND  OF 

THE  CHOROID. 

I shall  now  proceed  to  describe  the  appearances  of  the  fundus  in  the 
healthy  eye , and  I shall  take  first  the  optic  disk  and  its  neighbour- 
hood. 

I shall  presume  that  the  inverted  image  is  used,  and  that  the 
pupil  is  dilated.  Now,  if  the  eyes  of  the  patient  and  of  the  observer 
are  upon  the  same  axis,  the  observer  will  see  an  illuminated  red 
background,  and  somewhere  in  the  field  he  will  soon  detect  a blood- 
vessel. Let  him  fix  this  vessel,  and  then  move  himself  in  the  direction 
opposite  to  its  apparent  convergence,  he  will  thus  arrive  at  the  place 
where  the  retinal  vessels  meet,  and  at  which  point  is  the  optic  disk. 

The  optic  disk , or  blind  spot , is  not,  then,  in  the  centre  of  the  fundus, 
as  our  daily  experience  tells  us  ; it  is  at  a spot  lying  a little  to  the 
inner  side  of  the  visual  axis,  and  the  diverging  optic  nerve,  if  pro- 
longed, would  traverse  the  cornea  about  its  outer  third.  The  obsei  \ ei 
is,  therefore,  now  looking  obliquely  as  regards  the  patient,  or  he  may 
more  conveniently  stand  opposite  and  direct  the  patient  to  turn  the 
eye  under  examination  inwards  and  slightly  upwards.  The  optic 
disk  will  then  come  into  view,  and  it  is  retained  in  place  by  directing 
the  patient  to  fix  his  eye  on  some  convenient  point.  This  should 
be  a distant  point,  in  order  to  dilate  the  pupil,  unless,  as  at  present, 
we  have  used  atropine.  Otherwise,  I tell  him  to  look  at  the  tip  of 
my  ear.  When,  therefore,  I examine  his  left  eye,  he  looks  at  my 
left  ear,  and  he  looks  at  my  right  ear  when  I look  at  his  right  eye, 

all  the  time  keeping  his  head  straight. 

The  disk  itself  is  seen,  in  the  inverted  image,  as  a round,  or  more 
frequently  a slightly  oval  spot,  appearing,  with  a convex  lens  of  two 
inches  to  be  about  three  lines  in  diameter.  At  a point  near  its 
centre  the  vessels  meet  and  penetrate  it,  and  their  sheath  of  con- 
necting tissue,  being  bloodless,  appears  as  a small  white  depression, 
norus  opticus.  The  disk  is  circumscribed  by  another  portion  of  con- 
nective tissue  which  forms  the  inner  sheath  of  the  optic  nerv  e,  an 
which  appears  to  the  eye  as  a white  ring..  This  ring  is  always 
evident  in  the  erect  image,  but  is  generally  invisible  as  such  m e 
inverted  image.  When  the  sheath  is  abnormally  prolonged,  it  is 
very  evident,  even  in  the  inverted  image,  as  a stout  ring  or  crescen  , 
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which  must  not  he  mistaken  for  the  edge  of  a cup,  or  recorded  as  the 
evidence  of  any  disease.  The  cylinder  of  nerve-bundles  which  is 
traversed  by  the  white  sheath  of  the  vessels,  and  the  vessels  them- 
selves, has  to  the  eye  a somewhat  convex  appearance,  and  is  there- 
fore called  the  “ papilla.”  This  appearance  is,  however,  deceptive, 
and  the  binocular  instrument  shows  that  the  disk  is  in  reality  very 
slightly  concave,  and  has  a marked  central  depression  at  the  entrance 
point  of  the  vessels.  Its  colour  is  a compound  of  the  white  of  the 
fine  neurilemmatous  canals  which  subdivide  it,  of  the  delicate  grey 
of  the  nerve-fibres  themselves,  which  here  leave  the  canals,  and  of 
the  crimson  of  its  fine  capillary  network.  The  tint  which  results 
from  the  delicate  blending  of  these  colours  is  difficult  to  describe ; 
moreover,  it  varies  a little  in  different  persons  and  at  different  ages. 
It  appears  to  vary  when  there  is  actual  variation  in  the  colour  of  the 
fundus  which  stands  in  contrast  with  it ; different  degrees  of  illumi- 
nation and  accommodation,  and  different  modes  of  observation  also 
influence  its  appearance,  and  finally  the  colour  of  the  inner  half  is 
actually  a little  different  to  that  of  the  outer  half.  The  nerve- 
bundles  turn  over  more  thickly  on  the  inner  half  of  the  disk,  so 
that  the  white  of  the  lamina  cribrosa  formed  by  the  ends  of  the 
neurilemmatous  canals  is  less  evident,  and  the  inner  seems  also  to  be  a 
little  more  vascular  than  the  outer  half.  The  tint  may,  however,  be 
called  a rosy  cream  white,  which  under  some  circumstances  becomes 
really  or  apparently  redder,  but  this  is  seldom  uniform.  Sometimes 
it  has  a bluish  or  greenish  tint  upon  it,  generally  noticed  rather  in 
the  erect  image.  Sometimes  it  seems  rather  to  be  a white  closely 
stippled  with  red,  and  this  in  some  cases  is  suggestive  of  past 
congestions;  or  it  may  be  marked  with  grey  dots  and  streaks, 
especially  on  the  outer  edge.  These  dots  or  streaks,  which  are 
best  seen  in  the  erect  image,  depend  upon  a normal  anatomical 
arrangement,  and  are  the  visible  terminations  of  the  nerve-canals. 
As  these  canals  cease  on  the  expansion  of  the  nerve-bundles  the 
translucent  grey  fibres  allow  us  to  look  down  more  or  less  obliquely 
into  the  canals,  and  we  see  a dot  or  a streak  of  grey,  according  to 
the  obliquity.  These  dots  or  streaks  are  not  to  be  seen,  or  at  any 
rate  are  much  less  visible  at  the  inner  side,  where  the  bundles 
are  thicker,  and  the  details  better  concealed.  They  are  not  mere 
curiosities,  but  are  very  important  guides  to  us  in  determining  the 
presence  or  the  degrees  of  atrophy  which  advances  at  the  expense 
of  the  grey  neurine,  and  at  the  gain  of  the  white  connective  tissue 
. iJie  dlsk  “ Primes  partially  surrounded  by  a crescent  of  black 
pigment,  and  in  rare  cases  this  crescent  may  be  completed  into  a 
ring.  If  so,  however,  it  is  never  uniform,  but  is  always  thicker 
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at  some  places  than  at  others.  Very  commonly,  on  the  other  hand, 
we  see  a dotting  of  pigment  about  the  edge  of  the  disk  which  does 
not  amount  to  a crescent.  We  must  remember  that  in  point  of  fact 
the  disk  has  no  edge,  and  that  its  so-called  edge  is  really  the  edge 
of  the  choroidal  opening  through  which  it  passes.  Any  accumulation 
of  pigment  in  its  neighbourhood  is  therefore  choroidal,  and  the  pecu- 
liarity described  is  unimportant.  Black  pigment  is  sometimes  seen 
upon  the  disk  itself,  but  very  seldom,  and  in  small  quantities. 

The  vessels  are  the  next  objects  to  which  our  attention  must  be 
especially  directed.  They  penetrate  the  disk,  as  I have  said,  a little 
excentrically,  and  thence  spread  themselves  over  the  retina.  . The 
arteria  centralis  retinae  generally  issues  from  the  disk  by  a single 
stem,  or  at  any  rate  its  bifurcation  is  nearly  always  delayed  until  it 
has  approached  the  surface  sufficiently  nearly  to  be  visible  through 
the  transparent  nerve-fibres.  The  two  branches  into  which  it 
generally  divides  pass,  the  one  upwards  and  the  other  downwards, 
upon  the  retina.  The  vein  nearly  always  divides  before  it  comes  j 
into  view,  so  that  two  or  more  veins  appear  upon  the  disk;  we  j 
generally,  indeed,  see  a pair  of  veins  passing  upwards  and  another 
pair  downwards.  We  find  no  constancy  of  arrangement,  however, 
in  the  vessels,  and  we  rarely  see  two  eyes  exactly  alike  m these  j 
particulars.  It  is  easy  to  distinguish  the  veins  from  the  arteries  ; 
the  larger  branches  present  marked  differences  of  appearance,  and 
the  smaller  branches  are  easily  referred  to  the  larger.  On  com- 
paring a venous  with  an  arterial  stem,  we  notice  that  an  artery  is  J 
less  in  diameter  than  a vein,  and  pursues  a straighter  course ; it  is 
also  of  a brighter  red,  and  being  rounder,  refracts  incident  light  m 
such  a way  as  to  give  the  impression  of  a double  outline.  Mauthner  I 
states  that  by  the  direct  method,  and  in  some  peculiar  states,  white 
streaks  or  boundaries  may  be  seen  along  the  sides  of  both  arteries 
and  veins,  which  are  the  walls  of  the  vessels.  Of  this  I have  no 
experience.  On  leaving  the  disk  the  arteries  and  veins  begin  to 
divide  dichotomously , and  spread  over  the  retina  avoiding  on  y 
yellow  spot.  They  are  seen  better  m fair  people  than  m dark  ml 
whom  the  choroid  -absorbs  so  much  of  the  light  which  m h 

neople  is  reflected.  , , , , , 

Under  certain  circumstances,  a pulsation  of  the  blood  can  e see 

both  in  the  arteries  and  the  veins,  though  but  rarely  m the  former. 
I say  but  rarely,  because  an  arterial  pulse  is  described  by  some 
authors,  and  although  I have  never  been  able  to  detect  it,  yet  I 
cannot,  therefore,  wholly  deny  its  existence.  A venous  pulse  generally 
confined  to  the  disk,  may,  however,  be  seen  almost  at  will,  In  <*» 
pressing  the  eyeball  with  the  finger,  it  is  seen  best  at  the  ben 
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ot  a large  vein.  In  some  eyes  it  is  constantly  present.  The  venous 
pulse  is  of  little  or  no  practical  importance,  and  depends  only  upon 
the  change  in  the  tension  of  the  contents  of  the  eyeball,  which  is 
caused  by  the  arterial  diastole.  The  pressure  of  the  arteries  at  the 
heart -stroke  is  transferred  by  means  of  the  vitreous  humour  to  the 
veins,  in  accordance  with  a well-known  hydrostatic  law.  The  veins 
are  thereby  partially  emptied,  and  refill  again  as  the  arterial  systole 
relieves  them.  We  call  forth  the  venous  pulse  where  it  does  not 
exist,  by  slightly  increasing  the  intra-ocular  pressure  with  the  finger, 
and  thus  increasing  the  tension  of  the  vitreous.  The  venous  pulse 
passes,  of  course,  from  the  centre  in  contraction,  and  towards  the 
centre  in  dilatation.  The  contraction  is  sudden,  like  the  arterial 
diastole,  and  may  lessen  the  vessel  to  one-third  of  its  size ; the  dila- 
tation is  much  slower,  and  depends  on  the  gradual  filling  of  the 
vessel  from  behind.  The  pulsation,  however,  varies  very  much;  some- 
times it  varies  in  an  eye  during  the  time  of  examination,  so  that 
it  evidently  depends  on  many  conditions  of  the  circulation. 

The  retina  itself  is  a highly  translucent , rather  than  a transparent, 
membrane,  and  it  is  therefore  not  distinctly  visible,  though  no  doubt 
it  modifies  the  brightness  of  the  underlying  choroid.  It  has  a 
pearly-grey  tint,  and  this  may  be  detected  with  the  mirror  alone  in 
dark  eyes.  In  light  eyes,  and  with  a strong  light,  it  may  also  be 
detected  around  the  disk  where  the  retina  is  thickest.  The  retina  is 
thinnest,  on  the  contrary,  at  the  so-called  yellow  spot  or  macula  lutea, 
for  here  the  fibrous  layer,  to  which  its  slight  opacity  is  almost  wholly 
due,  ceases  altogether.  Here,  too,  the  choroid  is  most  thickly  pig- 
mented. In  this  region,  then,  we  get  more  absorption  and  less 
reflection,  and  the  region  of  the  macula  presents  a duller  and  some- 
what darker  appearance  than  elsewhere.  This  we  should  expect, 
for  the  yellow  spot  is  the  point  of  best  vision,  as  the  highly  reflecting 
disk  is  a point  of  blindness. 

To  see  the  yellow  spot  in  the  inverted  image  it  is  not  well  to 
make  the  patient  turn  his  eye  directly  upon  the  mirror,  as,  unless 
atropine  be  used,  the  pupil  will  promptly  contract  to  its  smallest 
dimensions.  Keep  his  eye  rather  in  the  oblique  position,  and  seek 
the  spot  by  turning  the  mirror  and  lens  a little  aside  in  the  required 
direction,  and  pursue  the  investigation  patiently  and  diligently  The 
description  of  this  region  is  a difficult  matter,  and  authors  give  very 
different  accounts  of  it.  This  discrepancy  is  readily  accounted  for 
by  my  own  experience,  for  I have  found  the  visible  marks  of  it 
to  differ  much  in  different  persons,  and  under  differences . of  illu- 
mination. It  is  best  studied  in  the  inverted  image.  Little  is  to 
be  seen  of  it  in  the  erect  image,  but  Mauthner  states  that  in  the 
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latter  its  central  depression,  fovea  centralis , is  to  be  made  out  as 
a bright  white  depressed  point.  The  descriptions  of  Helmholtz, 
Coccius,  and  Liebreich,  are  usually  quoted  in  treatises  on  the  eye, 
but  these  descriptions  are  incongruous,  and  that  of  Liebreich,  which 
seems  the  most  careful,  certainly  will  not  serve  for  all  cases.  It  is 
not  difficult,  however,  in  the  first  instance,  to  find  a dull  region  of 
the  retina  lying  about  two  diameters  of  the  disk  from  that  part,  and 
circumscribed  by  vessels  which  do  not  pass  into  it.  This  region  lias, 
no  doubt,  in  a great  number  of  cases,  a yellowish  tint,  the  cause  of 
which  is  unknown,  but  which  is,  perhaps,  some  illusion  colour.  It 
is  generally  rather  larger  than  the  papilla,  and  at  its  centie  is  a 
bright  point  called  the  fovea  centralis,  which  Donders  says  is  the 
point  of  clearest  vision.  This  point,  which  has  been  likened  to  all 
sorts  of  incongruous  objects,  is  surrounded  by  a halo  which  partakes 
more  of  the  deep  choroidal  colour,  and  is  more  rusty  in  tint  than  the 
yellower  district  in  which  it  lies.  The  halo  varies  in  size,  and 
Liebreich  calculates  that  in  some  eyes  it  covers  a third  of  the  whole 
yellow  spot. 

The  choroid  coat.  It  is  evident  from  what  has  gone  before,  that 
although  in  examining  the  fundus  of  the  eye  we  commonly  speak  of 
the  disk  and  retina  as  one  object,  yet  it  is,  indeed,  the  choroid  rather 
than  the  retina,  which  we  see ; and  the  choroid,  like  the  disk  and 
retina,  is  liable  to  many  changes  in  disease.  Absent  only  at  the 
■entrance  of  the  optic  nerve,  it  spreads  from  that  point  all  over  the 
back  of  the  eye  up  to  the  ciliary  processes.  Indeed,  we  may  call  the 
iris  and  choroid  one  vascular  membrane  lining  almost  the  whole  of 
the  inner  eye.  It  has  two  layers,  the  inner  one  consisting  of  an 
elastic  structureless  lamina,  which  supports  an  epithelial  pavement  oi 
polygonal  cells.  This  epithelium  in  the  tapetum  lucidum  of  animals 
is  without  pigment,  but  in  man  the  pigment  is  very  abundant,  and 
of  a dark  sepia  colour.  The  outer  layer  is  formed  almost  entirely  of 
a minute  network  of  large  and  small  blood-vessels,  with  much 
scattered  pigment,  some  stellate  pigment  cells  and  some  fibrous 
elements.  It  is  attached  by  a tissue  called  the  lamina  fusca  to  the 
sclerotic,  and  adheres  closely  to  the  sclerotica  m the  neighbourhood  of 
the  optic  nerve  entrance. 

The  radiate  convergence  of  the  veins,  or  vasa  vorticosa,  on  the 
hinder  surface  of  the  vascular  layer  is  well  known.  Tins  portion  is 
by  some  writers  considered  as  a separate  layer  from  the  capillary 
laver  in  front  of  it,  but  the  separation  is  an  imaginary  one,  and  ol 
little  practical  value.  It  is  easy  to  see  that  when  the  pigment  cells  are 
evenly  loaded  but  little  light  can  penetrate  it,  and  the  vascular  layer 
behind  can  have  but  little  effect  upon  the  details  of  the  fundus.  In  ie 
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negro,  for  example,  the  fundus  of  the  eye  is  almost  black.  The  amount 
of  light  -which  may  penetrate  the  epithelial  layer  depends,  how- 
ever, not  upon  the  pigment  only,  but  also  upon  the  kind  and  degree 
of  illumination,  so  that  the  colour  of  the  fundus  varies  remarkably 
in  different  modes  of  examination.  In  the  erect,  and  highly  mag- 
nified image,  the  epithelial  cells  themselves  may  even  be  seen,  so  that 
the  field  has  a granular  appearance,  and  Liebreich  justly  points  out 
that  these  cells  should  be  carefully  examined  in  cases  of  suspected 
disease.  In  the  brightly-illuminated  eyes  of  persons  whose  pigment 
is  scanty,  as  for  instance  in  blondes,  a good  deal  of  light  passes 
through  the  epithelial  layer,  not  only  giving  the  fimdus  a lighter 
colour  of  red  or  pink,  but  allowing  the  larger  vessels  to  be  clearly 
visible.  In  them  we  see  distinctly  the  yasa  vorticosa,  collecting  into 
larger  trunks,  and  meeting  at  a vanishing  point  in  the  equatorial 
plane,  where  they  end  in  a single  trunk,  which  passes  backwards. 
In  darker  persons  the  vasa  vorticosa  may  be  followed,  if  less 
thoroughly,  yet  often  more  easily,  at  least,  to  a certain  extent,  as 
the  inter-vascular  meshes  are  filled  up  with  dark  colour.  It  is  un- 
necessary to  detain  the  reader  any  longer  in  describing  the  appear- 
ances of  the  choroid  in  various  persons,  and  under  various  conditions. 
More  he  is  not  likely  to  learn  by  reading.  I advise  him  to  make 
himself  familiar  with  all  varieties  of  the  human  eye,  by  personal 
examination,  without  which  he  can  never  understand  the  subject. 

ANOMALIES  OF  THE  FUNDUS  OF  THE  EYE. 

I shall  now  proceed  to  enumerate  the  principal  peculiarities  to 
which  the  normal  eye  is  liable,  and  thus  warn  the  student  against 
the  inference  of  disease  from  appearances  which  have  really  no  ill 
meaning. 

The  innocent  varieties  of  the  optic  disk  and  retina. 

1.  Extension  of  the  neurilemma.  There  are  certain  white  patches 
which  are  sometimes  seen  upon  the  edge  of  the  disk  and  invading 
the  retina.  They  are  not,  I think,  very  uncommon  ; they  may  occur 
m one  eye  or  in  both,  and  they  may  be  single,  or  two  or  more  may 
be  present.  They  are  based  upon  a segment  of  the  circumference  of 
the  disk,  and  may  extend  upwards,  downwards,  or  inwards;  they 
seldom  extend  towards  the  yellow  spot,  for  reasons  which  will  be 
evident  when  we  have  explained  their  anatomy.  They  shine  with  a 
pearly-white  or  greenish  lustre,  or  have,  as  Yon  Recklinghausen  says, 
an  “ asbestos-like  ” appearance,  especially  in  those  cases  in  which 
they  present  a striated  character.  This  striated  character  may 
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indeed  always  be  made  out  by  the  direct  examination,  and  is  an 
important  point  in  their  diagnosis.  Their  borders  are  jagged  or 
irregular,  and  they  generally  shade  off  a little  into  the  neighbouring 
retina,  which  by  contrast  appears  very  red.  They  do  not  interfere 
with  vision,  they  are  always  congenital,  and  in  some  animals  are  a 
part  of  the  normal  state.  In  these  cases  streaks  may  sometimes  be 
seen  also  along  the  borders  of  the  vessels,  and  such  streaks  taken 
together  with  the  patches  might  lead  an  unwary  observer  to  suppose 
the  presence  of  albuminuria,  though  the  appearance  of  alb.  retinitis 
is  really  very  different.  The  vessels  which  traverse  the  white  patch 
stand  out,  of  course,  with  great  distinctness  when  they  pass  over  its 
surface;  when,  however,  they  pass  through  the  thickness  of  the 
patch,  they  are  more  or  less  concealed,  or  they  may  pass  along  at 
various  depths  in  its  substance,  when  they  appear  thicker  or  thinner, 
according  to  the  depth  at  which  they  are  embedded.  This  striking 
abnormity  depends  upon  an  intrusion  of  the  sheath  of  the  nerve 
beyond  the  cribriform  plate,  the  patch  being  in  fact  made  up  of  non- 
transparent insulated  nerves.  The  normal  transparency  of  the 
retina,  as  we  know,  depends  upon  the  arrest  of  the  nerve-sheaths  at 
the  optic  disk : if  the  sheaths,  therefore,  be  accidentally  continued 
beyond  this  point,  we  have  an  opaque  white  patch  corresponding  to 
the  number  of  fibres  so  sheathed.  At  the  borders  of  the  patch  the 
neurilemma  thins  off,  leaving  the  axis  to  pass  on  in  the  usual  way. 

2.  The  excavation  of  the  optic  dish,  beyond  the  normal,  which  some- 
times appears  as  an  individual  peculiarity,  may  well  be  mistaken  for 
commencing  disease,  such  as  atrophy  or  glaucoma.  In  the  normal 
eye  there  is  always  a slight  depression  near  the  centre  of  the  disk,  at 
the  point  where  the  vessels  issue  from  it,  and  in  some  cases  this 
depression  may  be  so  exaggerated  as  to  become  an  actual  cup.  It  is 
best  seen,  of  course,  with  the  binocular  instrument.  This  excavation 
fortunately  never  proceeds,  though  it  certainly  often  presents  steep 
walls.  It  seldom  sinks  deeper  than  the  thickness  of  the  retina  an 
choroid,  and  never  transgresses  the  lamina  cribrosa  ; nor,  again,  does 
it  ever  involve  the  whole  disk,  but  preserves  its  original  character  as 
an  exaggeration  of  the  central  pore.  The  excavation  is  in  some  cases 
accompanied  by  other  inequalities,  a part  of  the  disk  being  hollo ve 
and  another  part  elevated,  or  we  may  see  a sloping  wall  on  the  sic  e 
of  the  yellow  spot,  and  a steep  wall  on  the  opposite  side ; or,  again, 
the  excavation,  instead  of  being  circular,  maybe  irregular  or  angulai. 
The  change  of  colour  of  the  disk  in  these  cases  is  more  striking  t lan 
its  change  of  form,  and  the  full  redness  of  the  disk  around  the  cup, 
contrasting  with  the  white  or  grey  of  the  cup  itself,  may  give  a 
strong  impression  that  disease  is  present.  I have  never  seen 
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a essels  bend  under  the  edge  of  the  cup  so  as  to  be  lost  to  observation, 
as  A\e  see  them  in  glaucomatous  excavation,  nor  have  I noticed  any 
difference  in  the  vessels  themselves  except  the  slight  difference  in 
colour,  which  of  course  takes  place  in  consequence  of  the  changed 
reflections.  These  physiological  excavations  should  be  borne  well  in 
mind,  for  I believe  they  are  by  no  means  uncommon. 

3.  Senile  changes  take  place  in  the  eye  as  else where.  Tissues  lose 
their  transparency,  and  undergo  some  farther  changes  of  a degene- 
rative kind;  and  the  more  delicate  the  part,  of  course  the  more 
obvious  will  such  changes  be.  As  the  skin  loses  its  brightness  and 
delicate  vascularity,  so  the  optic  disk  and  retina  lose  their  trans- 
parency and  the  tints  of  their  complexion.  The  dioptric  media 
become  a little  coloured,  and  this  is  particularly  marked  in  the 
lens,  so  that  the  back  of  the  eye  is  less  distinct,  and  the  tracery 
of  the  disk  and  retina  loses  the  sharpness  and  delicacy  of  its  earlier 
and  fresher  life.  Changes,  therefore,  which  in  youth  would  lead 
us  to  recognise  an  atrophic  or  even  a sub-inflammatory  process,  in 
age  would  cease  to  have  any  such  meaning.  Practice  alone  can 
teach  us  to  estimate  these  little  variations  at  their  true  value  The 
frequent  occurrence  of  a white  or  black  edging  upon  the  margin  of 
the  disk  or  upon  a part  of  it,  I have  described  and  explained,  and 
have  said  that  dots  of  black  pigment  have  sometimes,  but  rarelv 
been  seen  upon  the  disk  itself.  ’ 

In  the  choroid  likewise  we  see  individual  peculiarities,  to  which  indeed 
the  pigment  about  the  disk  is  to  be  ascribed.  Patches  of  pigment 
often  of  some  size,  may  not  uncommonly  be  seen  likewise  upon  other 
parts  of  the  choroid,  and  taken  alone  they  mean  nothing,  and  are 
probably  congenital.  The  senile  changes  occur  in  the  epithelial  layer 
and  m the  stroma.  The  cells  of  the  epithelium  tend  to  burst  so 
that  the  colour  runs,  and  light-coloured  or  whitish  spots  are  seen 
with  accumulation  of  dark  pigment  about  their  edges;  inequalities 
of  colour  may  also  be  noticed  in  many  other  parts  of  the  field  This 
change  seems  to  originate,  as  IT.  Muller  thinks,  in  a thickening  of 
the  lamella,  with  development  of  “ colloid  ” bodies,  either  from  it  or 

lik^  degenerative  frtl^Torio  ^ 
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examination  of  the  eye  by  lateral  or  oblique 

ILLUMINATION. 

EXAMINATION  BY  ARTIFICIAL  LIGHT EXAMINATION  BY  DAYLIGHT— 

OPHTHALMO-MICROSCOPE. 

This  method  is  effected  by  incident  light.  It  is  particularly  suitable 
for  examining  the  anterior  part  of  the  eyeball,  both  without  and 
within  By  brilliant  illumination  many  things  which  might  he 
overlooked  by  the  diffused  daylight,  are  clearly  discerned,  and  dia- 
gnosis is  helped.  The  cornea,  the  iris,  the  pupillary  margin  the 
capsule  of  the  lens,  the  ciliary  processes,  and  even  the  front  ot  the 
vitreous  humour,  can  he  thus  inspected.  Corneal  nebulse  and  plastic 
deposits  on  the  capsule  of  the  lens  are  rendered  very  apparent  by  it. 
The  nature  of  a cataract  is  more  easily  determined  by  this  than  by 
any  other  mode  of  examination.  The  consistence  of  the  cortex  ot  the 
diseased  lens,  and  the  colour  of  the  nucleus,  and  the  density,  can  be 
well  told  by  it.  Opacities  of  the  vitreous  humour,  which  are  solid  and 
always  appear  black  when  examined  with  the  ophthalmoscope,  can  e 
seen,  when  sufficiently  anterior  and  small,  in  their  natural  colours 
and  in  their  proper  positions,  and  the  inequalities  of  then  sur  aces, 

and  other  peculiarities,  can  be  estimated.  . 

Examination  hi,  artificial  light  A darkened  room  is  better  tor  a 
beginner;  one  that  is  partially  illuminated  mil  suffice  for  an  obsener 

who  is  experienced  in  the  method.  . . , ,,  • , 

The  patient  is  placed,  sitting  or  standing,  with  his  head  a o sic  , 

on  a level,  and  a little  behind  the  bright  flame  of  a lamp.  le  o i- 

server  takes  his  position  in  front  of  the  patient  and  holds  a bi-com  ex 
leus,  of  three,  two-and-a-half,  or  two  inches  focal  value,  m such  a 
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manner  as  to  receive  the  lamp  rays  and  to  condense  them  on  the 

region  of  the  eye  to  he  examined. 

The  fullest  amount  of  illumination  is  got  hy  placing  the  patient 

close  to  the  lamp  and  using  a very  high  lens. 

Any  -special  point  to  he  examined  must  he  placed  under  the  focus 

of  the  lens. 

For  examining  the  crystalline  lens,  the  degree  of  obliquity  of  the 
cone  of'  rays  must  he  less  as  the  equatorial  portion  is  inspected,  and 
greater  as  the  pole  is  looked  at. 

In  examining  the  vitreous  humour,  the  rays  must  he  thrown  in 
the  greatest  obliquity.  The  observer  must  he  prepared  to  find  the 
interior  of  the  eye  no  longer  black,  hut  purple  or  smoky. 

The  object  examined  may  he  magnified  hy  the  observer  using  a 
convex  lens,  the  selection  of  which  should  depend  on  his  own  state 
of  sight. 

The  Fig.  122  shows  the  eye  under  the  double  examination. 


Fig.  122. 


Examination  by  daylight.  The  lateral  illumination  hy  natural  light 
is  not  new.  I saw  it  in  use  when  I was  a student.  After  the  above 
description  it  is  unnecessary  to  say  how  this  is  to  he  done.  It  is 
1 enough  to  remind  the  reader  that  the  patient  should  he  placed  near 
| a window,  and  in  as  strong  a diffused  light  as  can  he  got. 

Dr.  lleddaeus  has  strongly  advocated  the  use  of  this  form  of 
examination.  He  uses  a pencil  of  rays  admitted  through  a central 
perforator,  from  one  to  two  inches  in  diameter,  in  a screen  sufficiently 
large  to  shield  the  head  of  the  patient  from  diffused  light.  The 
pencil  is  concentrated  hy  a lens  in  the  usual  way.  The  doctor  claims 
for  it  the  advantages  of  showing  objects  in  more  natural  colour,  of 
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easy  application,  and  an  absence  of‘  discomfort  to  patient  and  ob- 
server. He  avoids  sunshine,  and  finds  the  diffused  light  even  of  a 
cloudy  day  sufficient  for  all  purposes. 

Ophtha/mo-niicroscopc.  This  is  merely  a compound  microscope  'with 
which  an  examination  of  the  object  is  made  by  reflected  light.  It  is 
for  the  most  part  employed  with  lateral  illumination  of  the  eye. 

The  chief  use  of  the  instrument  is  for  minute  pathological  research 
in  the  living  eye ; for  the  better  seeing  of  corneal  deposits,  minute 
vessels  in  the  cornea,  minute  changes  in  the  iris,  and  in  the  lens. 
For  practical  purposes  it  possesses  no  advantages  over  the  simple 
microscope  or  lens. 

Dr.  Liebreich  brought  out  the  first  ophthalmo-microscope  sixteen 
years  ago,  and  he  constructed  his  instrument  to  be  used  as  a fixture, 
that  is,  to  be  screwed  to  a table  for  the  purpose  of  steadiness.  Some 
modifications,  but  not  improvements,  have  been  made  by  other  men. 
That  which  is  most  known  has  arrangements  by  which  it  rests  on  the 
patient’s  face.  Such  an  one  is  delineated  in  Wecker  s “ Ftudes 
Ophthalmologiques.  ’ ’ 


CHAPTER  XVI. 


’ANALYTIC  AFFECTIONS  OF  THE  MUSCLES  OF  THE  EYE.— EFFECTS 
OF  CERTAIN  AGENTS,  WHEN  APPLIED  TO  THE  EYE,  IN  ALTER- 
ING THE  SIZE  OF  THE  PUPIL. 

IETHOJ)  OF  INVESTIGATING  THE  SUBJECT ACTIONS  OF  THE  MUSCLES 

THAT  MOVE  THE  EYEBALL PARALYSIS  OF  THE  SYMPATHETIC 

NERVE — PARALYSIS  OF  THE  PORTIO  DURA  NERVE PARALYSIS  OF 

THE  THIRD  NERVE PARALYSIS  OF  THE  FOURTH  NERVE NY- 
STAGMUS— LUSGITAS PTOSIS MYOTICS  OR  AGENTS  THAT  CONTRACT 

THE  PUPIL MYDRIATICS  OR  AGENTS  THAT  DILATE  THE  PUPIL. 

METHOD  OF  INVESTIGATING  THE  SUBJECT. 

-he  physiological  state  of  the  muscles  must  be  understood 
►efore  the  deficiency  of  any  one  of  them,  or  of  a group,  can  be 
ufficiently  detected.  To  Von  Graefe  is  due  the  merit  of  removino- 

nany  errors  that  existed  on  this  subject,  and  adding  considerable 
nformation. 

The  action  of  individual  muscles  must  be  examined,  and  that  of 
ertain  muscles  collectively.  The  binocular  actions  must  be  included 
n this  investigation.  The  binocular  actions  are  of  two  kinds  • those 
f association,  in  which  the  eyeballs  move  from  side  to  side  £ 
parallelism  as  we  say,  when  taking  a general  range  of  distant  things 
i which  case  the  visual  lines  are  parallel ; and  those  of  focusing’ 

1 which  the  eyes  are  converged  to  examine  a near  object,  when  the 

isua  mes  meet  at  an  angle  which  necessarily  varies  according  to 
le  distance  of  the  thing  looked  at. 

The  paralysis  of  an  ocular  muscle  may  be  approximately  determined 
y its  inability  to  turn  the  eye  in  a given  direction.  The  test  is  not 
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absolute,  inasmuch  as  the  muscle  may  not  act,  or  cannot,  because  its 
antagonist  is  contracted.  This  is  illustrated  in  the  subject  of  squint. 
For  the  present,  and  to  prevent  much  writing,  let  it  be  supposed  that 
it  is  with  paralysis  that  I am  dealing. 

The  paralysis  may  be  too  slight  to  be  detected  by  a second  person, 
and  yet  enough  to  interfere  with  the  balance  ot  the  muscles,  to 
destroy  the  relation  of  the  optic  axes,  and  disturb  sight  by  causing 
double  vision.  Strange  to  tell,  however,  the  double  sight  is  not 
always  produced,  either  in  slight  or  great  deviations.  But  in  nearly 
every  case  of  individual  loss  of  muscular  power,  the  deviation  of  the 
eye  from  its  axis  will  be  apparent,  or  double  vision  will  be  present. 
The  disturbance  to  binocular  vision  may  be  but  slight.  The  second 
image  may  seem  but  as  a halo  around  the  other,  or  just  overlap  it , 
or  it  may  be  far  from  it.  It  is  always  seen  at  a point  opposite  to  that 
which  it  occupies  on  the  retina.  As  the  double  vision  can  be  certainly 
depended  on  to  prove  the  presence  of  deformity,  its  characteristics 
must  be  described. 

When  there  is  paralysis  of  the  external  rectus  muscle  and  the  eye 
turns  inwards,  and  objects  are  doubled,  the  distorted  image  is  aluays 
on  the  side  of  the  deviating  eye.  If  the  right  external  rectus  be 
deficient,  the  distortion  will  be  on  the  right  side ; if  the  left  external 
fail,  the  distortion  will  be  on  the  left.  When  the  internal  rectus  is 
paralyzed  and  the  eye  turns  outwards,  the  distortion  is  seen  on  the 
opposite  side.  So  long  as  the  lateral  recti  only  are  affected,  there 
will  be  merely  lateral  deviation  of  the  images.  When  the  superior 
rectus  is  paralyzed,  or  the  inferior,  the  distorted  images  will  be  above 
or  below,  according  to  the  side  of  the  paralysis.  The  same  is  to  be 
said  with  regard  to  the  oblique  muscles.  The  details  shall  be  given 

as  I proceed.  . 

It  will  assist  the  investigation  at  times  to  use  a piece  ot  glass 

coloured  red,  and  to  hold  it  before  the  eye  which  is  being  examined, 
while  the  flame  of  a candle,  a few  feet  off,  is  looked  at.  In  paralysis 
of  the  right  external  rectus  there  will  appear  a red  flame  on  the  righ 
side,  and  an  uncoloured  one  on  the  left.  The  reverse  will  be  the  case' 
in  paralysis  of  the  internal  rectus.  The  methods  for  investigating 
the  vertical  deviations  of  the  eye  are  just  the  same.  During  t e 
experiments  the  candle  should  be  placed  at  different  distances,  an 
should  also  be  moved  from  side  to  side,  upwards  and  downwards,  and 
in  other  directions,  while  the  patient  keeps  his  eye  directed  forwards. 
By  these  changes  the  images  will  be  more  or  less  separated.  . >v  hen 
the  candle  is  carried  very  much  away  from  the  paralyzed  side,  the 

double  vision  may  altogether  disappear.  . . 

Most  of  the  effect  of  the  diseased  state  of  double  vision,  or  diplopia 
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as  it  is  technically  called,  can  be  imitated  by  pressing  the  eyeball 
with  the  finger,  inwards,  or  outwards,  or  upwards. 


ACTIONS  OF  THE  MUSCLES  THAT  MOVE  THE  EYEBALL. 

The  eyeball  is  acted  upon  by  six  muscles,  four  recti  and  two 
oblique.  All  its  movements  are  due  to  the  action  of  these  muscles, 
sither  singly  or  in  combination.  Most  of  the  movements  are  merely 
rotations  round  a fixed  axis. 

Origins  and  insertions  of  the  orbital  muscles  briefly  considered. 

The  recti  muscles  arise  by  a common  tendinous  origin  round  the 
border  of  the  optic  foramen,  but  the  rectus  extemus  is  also  attached 
to  the  margin  of  the  sphenoidal  fissure.  Passing  forward  in  an 
irregular  curve  over  the  eyeball,  they  are  all  inserted  into  the  sclerotic 
joat  at  different  distances  behind  the  cornea.  The  muscles  separate 
Tom  each  other  in  their  passage  outwards,  and  so  run  that  they  form 
m oblique  rather  than  an  equilateral  pyramid.  The  rectus  interims 
s the  strongest,  and  is  attached  nearest  to  the  cornea ; the  superior  is 
he  weakest ; the  external  is  the  broadest  and  longest ; it  is  inserted 
ibout  half  a line  farther  from  the  cornea  than  any  other  muscle. 

The  superior  oblique  muscle  is  the  most  superficial  in  the  orbit,  and 
irises  from  the  upper  margin  of  the  optic  foramen.  Passing  along, 
he  inner  side  of  the  orbit  between  the  rectus  superior  and  interims, 
t ends  in  a round  tendon  which  runs  through  the  trochlea,  or  ring  of 
ibrous  tissue  attached  to  the  frontal  bone ; it  then  turns  backwards, 
md  outwards,  and  downwards,  expanding  much,  and  running  under 
he  rectus  superior,  it  passes  through  the  ocular  tunic  to  be  inserted 
nto  the  upper  and  outer  part  of  the  sclerotica,  between  the  rectus 
■uperior  and  externus,  about  three  lines  above  the  position  of  the 

mellow  spot  of  the  retina.  It  may  be  called  the  suspensory  muscle 
)f  the  eyeball. 

The  inferior  oblique  arises  from  the  superior  maxillary  bone,  behind 
he  lacrymal  groove,  and  passing  along  the  lower  part  of  the  orbit 
n a direction  outwards  and  backwards  between  the  eyeball  and  the 
nferior  rectus,  it  comes  upwards  and  backwards  around  the  eyeball 

0 the  inner  side  of  the  external  rectus,  and  above  the  level  of  this 

nuscle.  It  penetrates  the  ocular  tunic  and  is  inserted  into  the  scle- 

otica,  just  oyer  the  position  of  the  yellow  spot,  close  to  the  attachment 
f the  superior  oblique. 

1 Method  of  cramming  the  actions  of  the  muscles.  A line  drawn 
hrough  the  middle  of  the  insertion  and  the  origin  of  each  muscle 
fill  show  m what  direction  the  muscle  will  act.  The  term  muscle- 
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plane  is  given  to  an  imaginary  plane  passing  along  this  line.  A line 
drawn  at  right  angles  to  each  of  these  planes  in  the  muscles  is  called 
the  axis  of  evolution.  In  studying  the  action  of  any  muscle  it  is  not 
enough  to  know  what  movement  it  can  impress  upon  any  one  point 
of  the  sphere ; there  must  also  be  noted  the  position  of  two  points,  or 
a point  and  a meridian.  The  centre  of  the  cornea  is  taken  as  the 
point,  and  the  longitudinal  vertical  plane  of  the  eye  as  the  meridian. 
In  watching  the  movements  of  the  eye,  it  is  then  necessary  to  notice 
in  wliat  direction  the  central  point  moves,  and  the  extent  of  inclina- 
tion which  the  vertical  meridian  undergoes.  In  paralysis  of  the 
muscles  of  the  eye  it  is  important  to  ascertain  these  points.  Some 
muscles  act  chiefly  in  altering  the  height  of  the  cornea,  others  in 
causing  an  inclination  of  the  longitudinal  vertical  meridian.  It  is 
evident  that  whenever  the  muscle-plane  coincides  with  the  vertical 
meridian,  the  effect  on  the  height  of  the  cornea  is  at  its  greatest,  while 
that  on  the  vertical  plane  is  at  its  least ; conversely,  the  action  on  the 
vertical  meridian  will  be  the  more  marked  in  proportion  as  the  two 
planes  diverge  from  one  another. 

Arrangement  of  the  muscular  action . The  muscles  may  be  placed 
under  three  divisions : 1st,  the  external  and  internal  recti ; 2nd,  the 
superior  and  inferior  recti ; 3rd,  the  superior  and  inferior  oblique. 

1st.  Of  these  groups  the  action  of  the  first  is  the  easiest  to  under- 
stand. 

Fig.  123. 

First  Division. 


R 


HORIZONTAL  SECTION  OF  EYEBALL.  SHORT  DOTTED  LINES,  INSERTIONS  OF  THE  EXTERNAL  AND  INTERNAL 

RECTI  MUSCLES;  LONG  DOTTED  LINE,  VERTICAL  MERIDIAN  ; TRANSVERSE  LINE,  AXIS  OF  EVOLUTION. 

The  muscle-plane  of  this  group,  Fig.  123,  corresponds  to  the 
horizontal  meridian,  and  the  axis  of  evolution  to  the  vertical  meridian 
of  the  eye.  The  action  of  each  muscle  is  to  move  the  eye  directly 
inwards  or  outwards.  There  is  here  no  change  in  the  height  of  the 
centre  of  the  cornea,  nor  in  the  inclination  of  the  meridian,  which 
still  remains  vertical.  This  is  the  only  group  the  muscle-plane  o 
which  corresponds  to  a major  segment  of  a sphere ; all  the  rest  cut  a 
smaller  segment  of  a sphere. 
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2nd.  The  superior  rectus  is  inserted  iuto  the  sclerotica  about  three 
lines  from  the  cornea,  and  obliquely,  so  that  the  inner  margin  of  the 
tendon  is  nearer  to  the  cornea  than  the  outer.  The  centre  of  the 
attachment  does  not  coincide  with  the  vertical  meridian  of  the  cornea, 
but  is  a little  to  the  inner  side  of  it.  Fig.  124. 


Fig.  124. 

Second  Division. 


transverse  vertical  sections,  short  dotted  lines,  insertions  op  superior  and  inferior  recti 
muscles;  long  dotted  lines,  vertical  meridians;  lines  to  the  right  and  left,  muscle- 
planes. 


The  inferior  rectus  is  inserted  in  a like  manner  into  the  sclerotica, 
about  three  lines  from  the  cornea ; the  central  point  of  its  insertion 
is  not  in  the  same  straight  line  with  the  centre  of  the  cornea,  but 
about  half  a line  to  the  inner  side  of  the  vertical  meridian.  Both 
of  these  muscles  traverse  the  orbit  obliquely. 

It  is  evident,  that  if  the  muscle-plane  of  this  group  coincided  with 
the  \ertical  meridian  of  the  eye  in  the  same  way  as  the  muscle- plane 
of  the.  first  group  coincides  with  the  horizontal  meridian,  the  result 
of  their  combined  action  would  be  to  raise  or  lower  the  position  of 
the  central  point  of  the  cornea,  while  the  meridian  would  still  remain 
vertical.  This,  however,  is  not  the  case,  for  in  consequence  of  the 
insertion  of  these  muscles  to  the  inner  side  of  the  vertical  meridian 
it  follows  that  the  muscle-plane  will  correspond  to  a smaller  segment 
of  a sphere  than  the  vertical  meridian. 

The  result  of  the  contraction  of  these  two  muscles  is  to  draw  the 
eye  a little  inwards ; acting  singly,  the  superior  rectus  raises  the 
centre  of  the  cornea,  and  draws  the  upper  end  of  the  vertical  meridian 
inwards ; the  inferior  rectus,  contracting  by  itself,  lowers  the  centre 
of  the  cornea,  and  inclines  the  upper  end  of  the  vertical  meridian 
outwards  This  is  true,  when  the  eye  is  considered  to  he  looking 
directly  forwards,  hut  different  results  are  obtained  if  it  be  looking  in 
other  directions.  When  it  is  turned  outwards,  the  muscle-plane  of 
Ins  group  more  nearly  coincides  with  the  vertical  meridian,  and 
therefore  tl.e  latter  is  but  slightly  inclined.  It  is  obvious  that  if  the 
muscle-plane  exactly  coincided  with  the  vertical  meridian  the  latter 
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would  still  keep  vertical  wlien  this  group  of  muscles  contracted; 
hence  it  follows  that  by  moving  the  eye  in  such  a position  as  to 
approximate  the  plane  and  the  meridian,  the  effect  on  the  latter  will 
be  much  slighter  than  when  by  turning  the  eye  in  an  opposite  direc- 
tion the  two  are  more,  directly  opposed  to  each  other.  It  is  clear  also 
that  when  the  inclination  of  the  meridian  is  most  affected,  the  position 
of  the  cornea  is  less  altered  than  in  those  cases  where  the  muscle- 
plane  and  meridian  more  nearly  coincide,  and  where  the  effect  on  the 
inclination  of  the  vertical  meridian  is  diminished ; in  fact,  it  has 
been  shown  that  if  the  two  quite  coincided,  the  action  of  each  muscle 
of  this  group,  acting  singly,  would  be  simply  to  raise  or  lower  the 
centre  of  the  cornea.  The  effect,  therefore,  of  muscular  contraction 
varies  in  different  positions,  and  varies  also  in  its  results  on  the  plane 
and  centre  of  the  cornea ; for  whenever  the  one  is  most  altered  in 
position,  the  other  is  least  affected. 

Any  point,  therefore,  within  the  range  of  movement,  will  cause  a 
different  result  when  the  muscles  contract ; when  the  eyeball  is  turned 
outwards  the  position  of  the  cornea  is  affected  most,  and  the  vertical 
.meridian  least ; when  inwards,  the  position  of  the  central  point  is 
not  much  altered,  while  the  angle  of  inclination  undergoes  more 


deviation. 

3rd.  It  has  been  mentioned  that  the  insertions  of  the  two  oblique 
muscles  are  in  the  posterior  and  outer  quadrant  of  the  eyeball ; their 
muscle-plane  is  vertical,  but  at  an  angle  with  the  vertical  meridian , 
the  plane  passes  diagonally  from  below  upwards,  and  from  without 
inwards. 


Fig.  125. 
Third  Division. 


horizontal  sections  ok  eyeballs,  short  dotted  lines,  insertions  ok  obuque  ^lB"!  ££ 
dotted  lines,  vertical  meridians  ; oblique  lines,  muscle-planes,  w > 

CAL,  FORM  A LARGE  ANGLE  WITH  THE  VERTICAL  MERIDIAN. 


It  follows,  from  an  examination  of  the  diagram,  that  the  superior 
oblique  will  roll  the  cornea  downwards  and  outwards,  while  t le 
inferior  oblique  will  roll  it  upwards  and  outwards:  acting  togot  ei, 
they  will  only  move  the  cornea  outwards.  When  the  superior  oh  ique 
acts  the  upper  end  of  the  vertical  meridian  will  be  drawn  inwau  ^ 
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when  the  inferior  oblique  acts,  the  upper  end  of  the  vertical  meridian 
is  drawn  outwards. 

In  the  first  group  I have  shown  that  neither  the  height  of  the 
centre  of  the  cornea,  nor  the  vertical  meridian,  is  altered ; but  there 
is  merely  simple  lateral  movement. 

In  the  second  group,  that  where  the  muscle-plane  does  not  exactly 
correspond  to  the  vertical  meridian,  the  height  of  the  centre  of  the 
cornea,  and  of  the  position  of  the  meridian,  are  both  altered  under 
certain  conditions. 

In  the  third  group,  a still  greater  deviation  is  noticed,  because  the 
muscle-plane  is  still  farther  distant  from  the  vertical  meridian. 

The  same  rule  is  exemplified  here  that  I mentioned  when  speaking 
of  the  last  group.  When  the  eye  is  moved  inwards,  the  muscle-plane 
approaches  nearer  the  vertical  meridian,  and  it  is  then  that  the  height 
of  the  cornea  is  affected  most  when  the  two  obliqui  contract.  Con- 
versely, when  the  eye  is  turned  outwards,  the  muscle-plane  forms  a 
still  greater  angle  with  the  meridian-plane,  and  the  axis  of  evolution 
approaches  nearer  the  optic  axis ; hence  the  obliqui  will  act  most 
upon  the  inclination  of  the  vertical  meridian  when  the  eye  is  directed 
outwards. 

Thus  it  may  be  laid  down  as  a general  law,  that  whenever  a muscle- 
plane  exactly  coincides  with  a meridian,  it  cannot  affect  its  inclination ; 
conversely,  when  they  are  as  far  opposed  as  possible,  the  action  on 
the  inclination  will  be  most  marked.  Between  these  points  the  action 
will  be  more  or  less,  according  as  the  muscle-plane  is  farther  or  nearer 
the  meridian.  The  action  on  the  position  of  the  centre  of  the  cornea 
is  greatest  when  the  meridian-plane  is  acted  on  least,  and  vice  versa. 

The  following  table  shows  the  action  of  each  muscle : 


( Internal  rectus 
1st  group  (Extemal 

( Superior  rectus 
2nd  group  [ Inferior 

( Superior  oblique 
3rd  group  { Inferior 


Inwards 

Outwards 

Upwards  and  a little  inwards 
Downwards  „ „ 

Downwards  and  outwards 
Upwards  „ „ 


These  movements  take  place  when  the  eye  is  looking  directly 
forwards ; in  other  positions  the  action  of  the  muscles  is  modified,  as 
has  before  been  pointed  out. 

All  the  recti  muscles  acting  together  draw  the  eye  within  the 
orbit;  the  opposite  effect  is  produced  by  the  contraction  of  the 
obliqui. 

Although  a lateral  movement  may  be  performed  by  a single 
muscle,  a vertical  movement  must  be  the  result  of  the  action  of  two 
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muscles ; thus,  the  rectus  superior  will  not  he  enough  to  move  the 
eye  upwards,  hut  will  require  the  help  of  another  muscle  to  counter- 
act the  movement  inwards ; and  so  the  inferior  oblique  is  associated 
with  it ; both  move  the  cornea  upwards,  and  the  inward  tendency  of 
the  one  is  checked  by  the  outward  movement  of  the  other. 

In  like  manner,  the  superior  oblique  is  associated  with  the  inferior 
rectus  in  producing  a direct  downward  movement. 

In  the  movement  upwards  and  inwards,  the  superior  rectus  and 
inferior  oblique  are  aided  by  the  internal  rectus. 

In  moving  the  eye  upwards  and  outwards,  the  external  rectus  is 
associated  with  the  above-named  two  muscles,  in  the  place  of  the 
internal  rectus. 

The  movement  downwards  and  inwards  is  caused  by  the  infeiior 
rectus  and  superior  oblique  acting  with  the  internal  rectus. 

When  the  eye  moves  downwards  and  outwards,  the  inferior  rectus 
and  superior  oblique  are  associated  with  the  external  rectus  in  the 
movement. 

It  appears  to  me  to  be  an  advantageous  arrangement  for  the  sake 
of  pathological  investigation  to  pursue  the  subject  in  the  following 

manner. 


PARALYSIS  OF  THE  OPHTHALMIC  PORTIONS  OF  THE  SYMPATHETIC 

NERVE,  AND  THE  EFFECT  ON  THE  IRIS,  AS  SHOWN  BY  THE  CHANGES 

IN  THE  PUPIL. 

The  researches  of  the  last  few  years  have  thrown  much  light  on  the 
influence  which  the  sympathetic  nerve  exerts  over  the  ms,  but  muck 

vet  remains  to  be  worked  out. 

The  reader  may  be  reminded  that  the  iris  is  structurally  composed 
chiefly  of  non-striated  muscular  fibres,  arranged  m a circular  and  m 
a radiating  direction ; the  former,  being  supplied  by  the  tlnrd  nerve, 
act  as  a sphincter  pupillse,  and  tend  to  diminish  the  size  of  the  pupil; 
the  latter,  supplied  by  the  sympathetic  nerve,  increase  the  aperture 

when  stimulated  to  contract.  _ „ . . 

Discrepancies  exist  in  descriptions  of  the  results  of  experiments 
upon  this  nerve  by  observers,  on  different  animals;  this  may, in  some 
measure,  depend  upon  the  variation  in  the  vascularity  m species.  In 
this  respect  the  man  differs  from  many  of  the  lower  animals. 

When  the  sympathetic  is  divided  in  the  neck,  the  blood-vessels 
become  dilated  on  that  side;  there  is  increased  heat  of  the  surface, 
the  pupil  contracts,  and  the  eyeball  falls  forward.  A similar  result 
ensues1  also  when  the  lower  portion  of  the  cervical  region  of  the 
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spinal  cord  is  cut,  or  the  upper  part  of  the  dorsal,  and  this  is  due 
to  the  fact  that  the  fibres  which  pass  to  the  iris  from  the  sympathetic, 
are  intimately  connected  with  this  part  of  the  spinal  cord.  Some 
observers  think  that  the  fibres  which  supply  the  radiating  fibrils  of 
the  iris  are  really  of  spinal  origin. 

Irritation  of  the  sympathetic  nerve  produces  a perfectly  opposite 
condition  ; in  this  case  the  pupil  is  dilated,  and  the  eyeball  drawn  a 
little  within  the  orbit. 

Pathological  observation  has  verified  much  of  what  has  been  found 
out  by  physiologists,  and  numerous  cases  are  recorded  in  which 
tumours  in  the  neck,  or  aneurisms,  or  injuries,  have  produced  a 
marked  effect  on  the  pupil. 

Mydriasis,  or  dilatation  of  the  pupil,  is  caused  by  paralysis  of  the 
third  nerve,  as  well  as  by  irritation  of  the  sympathetic,  and  rnyosis, 
or  contraction,  may  result,  not  only  from  paralysis  of  the  sympathetic, 
but  by  irritation  of  the  third.  There  are,  therefore,  four  conditions 
under  which  the  pupil  may  be  enlarged  or  diminished. 

Paralysis  of  the  sympathetic  \ 

„ ( Causes  contraction 

or  > 

Irritation  of  the  third  ' 

Paralysis  of  the  third 
or 

Irritation  of  the  sympathetic 

It  is  important  to  recognise  this,  and,  if  possible,  to  diagnose  each  of 
these  conditions. 

If  the  ciliary  fibres  of  the  third  nerve  were  the  seat  of  the  injury 
or  disease,  it  is  most  probable  that  the  other  branches  of  the  nerve 
would  be  affected,  and  the  patient  would  most  likely  squint  exter- 
nally, or  be  unable  to  raise  the  eyelid.  The  cause  must  be  cranial 
or  extra-cranial. 

When  the  sympathetic  is  affected,  the  phenomena  of  dilated  vessels 
and  increased  flow  of  blood  may  be  met  -with,  and  there  will  probably 
be  evidence  of  disease  in  the  neck,  or  else  in  the  spinal  cord. 

In  a case  of  recent  implication  of  the  pupil,  it  would  be  easier  to 
find  out  the  cause,  probably,  than  in  more  chronic  ones,  as  the 
symptoms  of  vascularity,  or  of  squint,  as  the  case  might  be,  would 
be  more  marked. 

Yon  Graefe  has  published  a case  in  which  a partially  dilated  pupil 
on  the  right  side  was  caused  by  a tumour  at  the  base  of  the  brain, 
involving  the  corresponding  third,  fourth,  fifth,  and  sixth  nerves. 
Aftei  a time  the  left  third  nerve  became  paralyzed,  and  there  was 
complete  dilatation  of  the  left  pupil.  This  was  assumed  by  him  to 


Causes  dilatation 
of  the  pupil. 
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depend  upon  coexistent  irritation  of  the  sympathetic  nerves  at  the 
base  of  the  skull.  Dr.  Robertson,  in  commenting  on  this  case,  thinks 
it  is  more  likely  that  the  paralysis  was  due  to  the  implication  ol  the 
ciliary  branches  of  the  third. 

Dr.  Fleming,  in  the  “Edin.  Med.  Journal,”  for  March,  1863,  thinks 
that  the  size  of  the  pupil  depends  on  the  state  of  its  vessels.  A\  hen 
a solution  of  atropia  is  applied  to  the  web  of  a frog  s foot,  contrac- 
tion of  the  small  arteries  results  ; arguing  from  this,  he  believes  that 
the  arteries  of  the  iris  contract  in  a similar  way ; the  membrane  is  j 
relaxed,  and  the  radiating  fibres  contract  and  cause  dilatation  of  the 
pupil.  Against  this  view  it  may  be  urged  that  atropine  does  not 
cause  contraction  of  the  vessels  of  the  iris.  Schneller  believes  that  by  I 
the  use  of  atropia  the  ciliary  muscle  is  paralyzed,  and  in  consequence 
.there  is  increased  intra-ocular  pressure,  and  so  the  vessels  of  the  mis 

are  distended,  and  not  contracted. 

Dr.  Robertson  gives  a case  of  glaucoma,  in  which  the  pupil  was 
much  dilated,  and  the  vessels  of  the  iris  at  the  same  time  were  dis-  j 
tended.  A still  greater  objection  to  this  view  is  to  be  found  in  the  I 
fact,  that  for  a short  time  after  death  the  iris  will  dilate  on  applying 

atropia.  . . 

Any  tumour  in  the  neck,  or  any  morbid  condition  involving  the 

cervical  sympathetic,  may  have  an  effect  on  the  state  of  the  pupil , 
many  cases  are  recorded  in  which  an  aneurism  of  the  aorta  has 
involved  this  nerve,  and  caused  dilatation  or  contraction  of  the  pupil,  I 
according  to  the  extent  of  the  lesion.  It  sometimes  happens  that 
although  at  first  dilatation  is  noticed,  yet  afterwards  contraction 
occurs;  this  is  due  to  the  fact  that  a lesion  may,  at  its  commence- 
ment, merely  irritate  the  nerve,  but  finally  become  so.  extensile  as  iOl 
destroy  it  at  that  spot,  and  then  the  effects  of  paralysis  aie  met  nit  <1 
In  such  a case  there  would  be  an  absence,  probably,  of  any  cianiaj 
disturbance,  while,  if  it  were  an  aneurism,  there  would  be  evidence 
of  a thoracic  tumour,  such  as  clulness  over  the  tumour,  increase  1 
pulsation,  and  other  pressure  signs,  as  axlema  of  face  and  neck  froia 
the  obstruction  to  the  venous  circulation,  or  a diminution  of  e| 

amount  of  air  entering  one  or  other  lung  according  as  one  o el 

bronchi  was  pressed  upon.  ,] 

A peculiar  ringing  cough  is  also  often  met  with  in  these  cases,  ana, 

this  is  due  to  a spasmodic  action  of  those  muscles  of  the  laijnx  w 0 
are  supplied  by  the  recurrent  laryngeal  nerve.  . J 

Cancerous  tumours,  injuries,  deep  abscesses  in  the  neck,  may  a j 
cause  paralysis  or  irritation  of  the  cervical  sympathetic  nerve.  J 
Dr  W.  Ogle,  in  a paper  recently  read  before  the  Royal  Medi 
and  Chirurgioal  Society,  gave  a very  full  account  of  the  symptoms' 
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arising  from  disease  of  tliis  nerve  in  the  neck.  He  found  that  the 
pupil  was  dilated,  and  the  face  colder  oil  the  affected  side  than  on 
: the  other.  It  was  singular  that  after  exertion,  the  patient  perspired 
i more  freely,  and  the  face  was  hotter  on  the  affected  side  than  on  the 
other. 

A similar  perspiration  confined  to  one  side  of  the  face  has  been 
I noticed  in  cases  of  typhoid  fever,  where  the  sympathetic  nerve  seems 
to  he  considerably  involved,  as  shown  by  the  flushed  cheek  and 
! dilated  pupil. 

Injuries  or  lesions  in  the  upper  portion  of  the  spinal  cord  will 
; cause  similar  results,  inasmuch  as  the  fibres  which  proceed  to  the  iris 
communicate  with  this  portion  of  the  cord. 

The  pupil  may  thus  be  functionally  or  organically  affected  ; an 
ephemeral  mydriasis  has  by  some  been  noticed.  Yon  Graefe  has 
shown  that  this  is  sometimes  a premonitory  symptom  of  insanity. 

One  difference  between  the  mydriasis  caused  by  paralysis  of  the 
third  nerve,  and  that  brought  about  by  irritation  of  the  sympathetic 
nerve,  is  that,  in  the  former,  the  ciliary  muscle  is  often  paralyzed, 

I may  say,  almost  always,  and  so  the  power  of  accommodation  is 
more  or  less  lost ; thus,  also,  symptoms  are  put  down  as  a result  of 
mydriasis  which  may  really  arise  from  the  accommodation  being; 
affected. 

Treatment.  Neither  my  clinical  experience,  nor  my  reading,  allow 
me  to  say  much  on  this  head.  All  that  can  be  done  therapeutically 
is  to  remove  any  tumour,  capable  of  being  removed,  that  irritates. 


PARALYSIS  OF  THE  PORTIO  DURA  NERVE.  DISEASE  OF  THE 

ORBICULARIS  PALPEBRARUM. 

The  portio  dura  arises  from  the  same  nucleus  as  the  sixth,  in  the 
asciculus  teres,  near  the  middle  line  in  the  floor  of  the  fourth 
ventricle.  It  issues  from  the  lateral  tract  of  the  medulla  oblongata 
loser  to  the  pons  Yarolii,  and  internal  to  the  auditory  nerve;  it 
enters  the  internal  auditory  meatus,  and  passes  through  the  aqueduct 
f Fallopius,  and  is  then  conducted  through  the  stylo-mastoid 
oramen  to  the  face.  A lesion  anywhere  from  the  nucleus  to  its 
-enpheral  termination  will  cause  paralysis  of  one,  or  more  muscles, 
dnch  will  be  affected  on  the  same  side  as  the  lesion.  A lesion  above 
ae  nucleus  of  the  nerve,  as  m the  crus,  corpus  striatum,  or  thalamus, 
my  give  use  to  a certain  degree  of  paralysis  of  the  facial  muscles, 
u m ns  case  the  paralysis  is  always  partial,  and  usually  temporary, 
nd  on  the  opposite  side  to  the  injury. 

The  full  effect  of  paralysis  here  is  loss  of  action  of  the  muscles  of 
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one  side  of  the  face,  including  the  orbicularis  palpebrarum,  the  only 
ocular  muscle  involved,  and  therefore  the  only  one  with  which  we  are 
directly  concerned. 

In  describing  the  different  diseases  to  which  the  nerve  is  liable,  it 
will  be  convenient  for  the  purpose  of  diagnosis  to  trace  the  causes 
from  within  outwards.  A tumour,  or  an  abscess,  or  softening  of  the 
brain,  may  all  produce  paralysis  of  a cranial  nerve,  and  when  we  are 
excluded  from  examining  the  affected  parts,  and  the  seat  of  the 
disease  only  can  be  made  out,  other  symptoms  must  be  sought  for  to 

elucidate  the  nature  of  the  lesion. 

When  the  disease  affects  the  nucleus , the  sixth  nerve  is  also  liable  to. 


suffer. 

In  such  a case,  in  addition  to  the  inability  to  close  the  eyelid, 
there  would  be  internal  squint  of  the  eye  on  the  same  side,  as  the  I 
external  rectus  muscle  would  be  paralyzed.  Dr.  Ilughlmgs- Jack  son, 
iu  Yol.  I.  of  the  “ London  Hospital  Reports,”  narrates  a case  m 
which  there  was  paralysis  of  both  sixth  nerves,  and  of  the  portio 
dura  on  the  right  side. ‘ The  patient  could  not  shut  her  right  eye,  nor 
wrinkle  her  forehead  on  that  side,  as  the  corrugator  supercilii  was  I 
paralyzed.  The  mouth  was  drawn  a little  to  the  left ; the  pupils  v ere  I 
equal  and  normal,  and  there  was  slight  weakness  of  the  limbs.  After  , 
death  a tumour,  as  large  as  a walnut,  was  found  in  the  pons  V aroln, 

but  more  on  the  right  side  than  on  the  left.  • _ „ . , I 

When  disease  of  the  pons  Varolii  gives  rise  to  paralysis  of  the  facia 
muscles,  it  is  seldom  that  the  portio  dura  only  is  affected ; usua  y.J 
there  is  hemiplegia  or  paraplegia  with  it,  or  some  affection  of  another 


nerve. 


The  paralysis  of  the  limbs  is  on  the  opposite  side  to  the  facial! 
paralysis,  and  the  reason  of  this  is  apparent,  when  the  anatomy! 
of  the  parts  is  considered.  If  the  injury  be  confined  to  the  rig  j 
side,  and  the  sixth  and  seventh  nerves  are  affected,  it  is  clear,  . 
already  told,  that  the  paralysis  of  the  face  and  external  rectus  v I 
be  on  the  right  side  also  ; but  with  the  limbs  the  reverse  is  e cos  ,1 
as  the  spinal  nerves  have  already  crossed,  and  pass  c ose  o J 
cranial  nerves  on  their  way  to.  the  corpus  striatum  am  ay  i 
thalamus:  hence  a lesion  here  will  produce  the  same  e ec 
STnerves  as  it  would  higher  up,  and  so,  when  the  disease  is  on 
the  right  side  of  the  pons,  the  limbs  on  the  left  side  ot  the  o ' 

^Disease  of  the  pons  is  a very  rare  condition,  and  it  18 
uncommon  for  it  to  be  so  localized  as  to  cause  the  nen  es  . j 

^Apoplery  of  the  pons  may  cause  symptoms  much  resembling  opiu4 
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poisoning  ; the  pupils  are  generally  contracted,  and  the  spinal  nerves 
on  both  sides  are  often  affected  so  that  the  patient  is  unable  to  move. 
As  these  cases  prove  fatal  so  rapidly,  they  are  of  interest  rather  to 
the  physiologist  than  to  the  practical  surgeon. 

A slowly  growing  tumour,  in  this  situation,  may  cause  symptoms 
which  are  ot  great  importance  in  diagnosis.  It  is  well  to  remember 
that  if  there  be  paralysis  of  one  of  the  facial  nerves,  with  hemiplegia 
of  the  opposite  side  of  the  body,  the  disease,  unless  there  are  two 
lesions,  must  be  far  hack,  and  affecting  the  medulla  oblongata  or 

pons  "V  arolii,  for  here  alone  do  the  spinal  nerves  come  close  to  the 
portio  dura. 

If  the  disease  he  not  confined  to  one  side,  there  will  be  more 
or  less  weakness  of  both  sets  of  extremities,  but  generally  more 
on  one  side  than  the  other.  The  paralysis  of  the  portio  dura  will  be 
i complete  or  partial,  according  to  its  implication  in  the  diseased  region. 
If  the  sixth  nerve  on  the  same  side  be  paralyzed,  then  the  nucleus, 
which  is  common  to  both,  will  be  the  seat  of  the  disease.  If  there 
be  no  internal  squint  on  that  side,  then  the  lesion  will  be  between 
the  nucleus  and  the  emergence  of  the  facial  nerve  from  behind  the 
[pons.  fSometimes  there  is  total  deafness  as  well,  as  the ‘auditory 
portion  of  the  seventh  nerve  may  be  implicated. 

I Dr.  H.  Jackson  has  published  a case  in  which  there  was  paralysis 
3t  the  facial  nerve  on  the  right  side,  together  with  left  hemiplegia  • 
there  was  also  sudden  and  total  deafness  on  the  right  side ; here  the 
esion  must  have  been  in  the  right  side  of  the  pons,  and  involving 
the  nerve  before  it  emerged  from  the  brain. 

If  an  artery  supplying  this  part  of  the  brain  be  plugged,  as  in 

;ases  of  embolism,  arising  from  disease  of  the  left  side  of  the5  heart 

he  nerve  tissue  beyond  the  obstruction  will  be  deprived  of  its 

nutrition,  and  white  or  atrophic  softening  will  result.  A similar 

mange  may  also  take  place  if  the  vessels  of  the  part  have  undergone 

Iheromatous  or  calcareous  degeneration;  in  each  case  nutritive 

hanges  are  interfered  with,  and  softening  follows  as  a conse- 
quence. B 

\ Syphilitic  nodes  or  other  tumours  arising  from  the  dura  mater  at  the 

T™  fit  1 “ "TT’  ”ay  inV0lve  tIle  P°rtio  before  its 
ntrance  into  the  tempera  hone,  and  cause  facial  palsy  and  inability 

o close  the  eyelid;  here  however,  it  is  probable  that  there  would  be 

eafness  on  the  same  side,  and,  if  the  disease  were  extensive  other 

erves  would  be  involved,  and  show  tW  0 - c ,,  ..  ’ 1 

.anial  ’ a snow  that  tlle  seat  of  the  disease  was 

Pa)  alysis  of  the  nerve  may  ensue  when  the  temporal  hone  is  diseased 

• Here  the  history  of  the  case  and  the 
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probable  occurrence  of  deafness  on  tbe  same  side  will  lead  to  a right 
diagnosis. 

Sometimes  haemorrhage,  as  Dr.  Moxon  has  recently  pointed  out, 
may  take  place  in  the  canal  in  which  the  nerve  lies,  and  cause  either 
complete  or  partial  palsy  ; after  a time,  the  blood  becomes  absorbed, 
and  the  paralysis  may  disappear  if  the  nerve  be  not  too  much 
injured. 

Inflammation  of  the  lining  membrane  of  the  canal , may  cause 

paralysis  by  pressure  on  the  nerve. 

Where  the  nerve  emerges  from  the  stylo-mastoid  foramen  it  is 


liable  to  external  injuries,  as  wounds  or  blows. 

Pressure  from  enlargement  of  the  parotid  gland , as  m cases  ol  mumps, 
may  produce  paralysis.  Here  the  local  affection  and  the  evident 
implication  of  only  one  nerve  will  point  out  the  cause. 

Any  tumour  in  the  parotid  region,  arising  from  disease  of  the 
glands,  or  aneurism  of  the  vessels  around,  may  cause  a similar  result. 

Local  injuries  to  the  branches  which  supply  the  orbicularis  palpebrarum , 
may  be  caused  by  a stab  or  blow,  or  by  a surgical  operation,  and 
then  only  those  muscles  would  be  paralyzed  which  were  deprived  of 
their  nerve-supply.  It  has  happened  several  times,  that  blanches  of  j 
the  nerve  have  been  cut  through  in  the  removal  of  tumours  in  front 
of  the  ear,  and  inability  to  close  the  eye  has  ensued.  _ 3 

The  above  is  a brief  account  of  the  pathological  changes  which  ; 
may  bring  about  facial  palsy  when  the  lesion  is  on  the  same  side  os 
the  paralysis.  When  the  disease  has  its  seat  in  the  pons,  then  other 
important  symptoms  are  met  with;  it  is,  however,  rare  to  find! 
injuries  so  localized  in  the  pons  or  medulla  as  to  affect  merely 
one-half.  When  it  is  in  the  temporal  bone,  paralysis  of  no  other 
nerve  but  the  seventh  will  be  found;  when  external  to  the  temporal 
bone,  the  local  nature  of  the  disease  is  generally  sufficiently  clear.  _ 

I now  pass  to  the  consideration  of  those  cases  where  the  facial 
palsy  is  on  the  same  side  as  the  hemiplegia.  It  has  been  above- 
stated  that  it  is  partial,  and,  as  a rule,  often  passes  away  if  the  patient 
lives  a few  days  or  weeks.  It  has  been  shown  that  whenever  the  disease 
is  in  the  pons,  the  paralysis  of  the  face  and  the  hemiplegia  must  be 
on  opposite  sides  ; this,  however,  does  not  exclude  those  cases  m 
which  the  lesion  is  so  extensive  as  to  cause  more  or  less  paralysis  on 
both  sides  of  the  body.  Besides  these,  it  'is  not  uncommon  to  in 
a person  suddenly  seized  with  a paralytic  attack ; supposing  1 
haemorrhage,  or  the  softening  of  the  brain  producing  such,  to  be  on 
Ibe  risrht  side  of  that  organ ; the  hemiplegia  must  necessarily  be  on 
the  left  side  of  the  body,  but,  in  addition,  he  may  be  unable  to  close 
the  left  eye,  and  the  face  may  be  drawn  to  the  right  side. 
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The  palsy  is  only  partial,  and  is  most  marked  when  an  attempt  is 
made  to  whistle  or  to  close  the  eyes  forcibly,  as  in  these  attempts  the, 
deficiency  in  the  action  of  the  muscles  is  most  evident,  lhe  injury  to 
' the  brain-substance  in  such  a case  would  be  found  either  in,  or  close 
to,  the  corpus  striatum,  or  thalamus  on  the  right  side  ; if  anterior  or 
i external  to  this,  there  is  seldom  much  facial  palsy.  The  occurrence 
of  paralysis  on  the  left  side  of  the  face,  in  the  case  supposed,  is 
explained  by  the  decussation  of  the  fibres  connecting  the  nerve- 
nucleus  with  the  higher  centres, . which  takes  place  in  the  cranial 
nerves,  as  well  as  in  the  spinal.  The  palsy  is  partial,  because,  as  has 
been  shown  by  my  colleague,  Dr.  Broadbent,  the  action  of  the  facial 
muscles  is  for  the  most  part  bilateral,  and  when  the  corresponding 
muscles  of  the  two  sides  of  the  body  act  only  in  concert,  the  nuclei 
of  their  nerves  are  associated  by  commissural  fibres,  so  as  almost  to 
become  one  nucleus.  The  paralysis  being  thus  proportionate  to  the 
unilateral  independence  of  the  muscles,  is  never  very  marked  in  the 
orbicularis  palpebrarum,  even  when  distinct  in  the  face,  and  usually 
becomes  manifest  only  when  the  eyes  are  forcibly  closed.  The 
reflex  act  of  winking  is  not  interfered  with,  as  it  is  when  the  trunk 
or  nucleus  of  the  nerve  is  the  seat  of  the  lesion,  a difference  which 
should  be  borne  in  mind. 

The  palsy  is  partial,  inasmuch  as  an  injury  from  which  a man 
may  recover  can  seldom  be  so  extensive  as  to  involve  all  the  radiat- 
ing fibres. 

As  only  some  of  the  fibres  are  implicated,  this  form  of  paralysis  is, 
as  a rule,  only  temporary,  and  in  some  cases  it  disappears  after  the 
first  few  days  from  the  attack. 

In  many  cases  of  recent  hemiplegia  this  form  of  facial  paralysis 
has  been  noted. 

It  may,  therefore,  be  an  useful  rule  to  recollect : 

1.  That  when  the  facial  palsy  is  on  the  same  side  as  the  hemi- 
plegia, the  paralysis  will  be  partial,  and  the  lesion  is  either  in  the 
optic  thalamus  or  in  corpus  striatum  on  the  opposite  side. 

2.  That  when  the  facial  palsy  is  on  the  opposite  side  to  the  hemi- 
plegia, the  paralysis  may  be  complete  or  partial,  and  the  lesion  will 
be  in  the  medulla,  or  pons  Varolii,  and  on  the  same  side  as  the  facial 
paralysis. 

This  applies  to  those  cases  in  which  there  is  only  one  seat  of 
| disease ; in  other  cases  very  different  results  might  ensue. 

Other  causes  may  produce  facial  paralysis  which  cannot  be  in- 
cluded under  the  foregoing  heads. 

Exposure  to  a current  of  cold  air , as  sitting  by  a window,  or  in  a 
I railway  carriage  with  a draught,  or  in  any  kind  of  carriage  close  to 
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an  open  window,  is  a very  common  cause  of  the  palsy.  In  other 
cases  it  seems  to  he  brought  about  by  an  affection  of  peripheral 
extremities  of  the  nerves.  This  form  often  frightens  a patient  from 
the  suddenness  of  the  attack. 

Dr.  Marshall  Hall  has  shown  that  sometimes  when  the  paralysis  is 
disappearing,  spasmodic  action  of  the  muscles  takes  place. 

There  are  also  emotional  causes  of  this  affection,  and  numerous  cases 
have  been  recorded  in  which  sudden  fright,  the  announcement  of  bad 
news,  or  a violent  fit  of  anger,  have  induced  facial  palsy. 

The  clinioal  history  of  this  disease  may  be  briefly  stated  in  the 


following  clauses  : 

In  cases  where  the  palsy  is  complete,  the  face  is  drawn  to  the 
opposite  side,  while  the  cheek  on  the  affected  side  flaps  during  forced 
expiration.  The  patient  is  unable  to  close  the  eye,  the  habitual 
winking  movements  cease,  the  lower  eyelid  falls  away  fiom  the  eye- 
ball, and  is  besides  everted,  and  the  eyeball  often  seems  to  protrude. 
The  corrugator  supercilii  or  occipito  frontalis  are  also  unable  to  act, 
so  that  he  cannot  frown  or  wrinkle  the  forehead.  Sometimes  the 
eyelids  are  puffy. 

During  sleep,  when  the  levator  palpebrarum  is  relaxed,  and  the 
eyeball  turned  up,  the  upper  eyelid  partially  covers  the  eyeball,  but 
the  lower  one  remains  depressed. 

There  is,  generally,  a slight  movement  in  the  upper  eyelid,  accord- 
ing as  the  levator  palpebrse  is  in  action  or  relaxed  ; in  the  latter 
case,  the  eyelid  may  droop  a little  when  the  patient  looks  down. 

The  eyeball  is  liable  to  be  injured  from  the  intrusion  of  extraneous 
substances.  The  conjunctiva  always  becomes  inflamed,  and  the  cornea 
may  get  ulcerated.  The  eyeball  may  be  destroyed,  exactly  after  the 
manner  described,  when  speaking  of  its  exposure  fiom  ectropium. 

Where  the  palsy  is  but  partial,  the  eyelids  may  meet,  but  cannot 

be  firmly  closed,  as  on  the  healthy  side. 

The  tears  run  down  the  cheeks  in  some  cases,  as  when  the  lower - 

lid  is  depressed  and  everted.  . 

Other  facial  muscles  are  also  generally  affected  at  the  same  time, 
thus  the  act  of  whistling  is  difficult,  and  the  amount  of  paralj  sis  is 
then  well  seen  ; when  the  patient  grins,  the  angle  of  the  mout  on 
the  affected  side  is  not  drawn  up.  Food  often  remains  between  ie 
gums  and  the  palsied  cheek,  and  so  has  to  be  removed. 

° jf  the  palsy  has  lasted  long,  the  muscles  on  that  side  begin  o 
waste,  and  give  a flat  or  sunken  appearance  to  the  cheek. 

Pain  is  a symptom  which  varies  with  the  cause  ; in  disease  o 
temporal  bone  it  may  be  very  severe  ; in  the  causes  which  have  an 
inflammatory  origin  it  is  most  marked,  and  then  it  is  due  t 
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i filaments  of  sensitive  nerves  being  implicated  ; the  portio  dura  being 
i purely  a motor  nerve. 

In  cases  of  cerebral  disease,  the  patient  may  suffer  from  headache, 
) giddiness,  loss  of  memory,  and  paralysis  of  other  nerves.  Absolute 
I deafness  would  show  that  the  portio  mollis  was  implicated  ; mere 
1 dulness  of  hearing  is  not  infrequent,  and  need  not  necessarily  show 
! that  the  auditory  nerve  is  affected ; thus  disease  in  the  temporal  bone 
may  cause  a change  in  the  tympanum  or  Eustachian  tube,  as  in 
: cases  of  scarlet  fever. 

The  uvula  is  sometimes  drawn  to  the  unaffected  side,  and  this 
i occurs  when  the  lesion  is  above  the  spot  where  the  greater  super- 
ficial petrosal  nerve  is  given  off;  this  nerve  communicates  with 
Meckel’s  ganglion,  and  sends  a motor  twig  to  the  palate. 

More  rarely  both  facial  nerves  are  paralyzed.  Dr.  Mackenzie  relates 
a case  of  this  kind  in  which  a man  was  maltreated  and  kicked  on 
the  occiput. 

There  may  be  dysphagia  and  difficulty  in  speaking  clearly,  if 
;he  soft  palate  be  affected.  In  such  cases  both  cheeks  will  hang 
down  and  be  flabby,  and  all  movements  of  expression  will  be  lost, 
sensation  of  the  face  is  not  affected  unless  sensitive  nerves  are  simul- 
:aneously  involved. 

Treatment.  I consider  that  this  has  been  more  than  half  expressed 
m the  various  symptoms  of  this  disease,  which  have  been  described. 
As  a correct  diagnosis  is  so  important,  a great  deal  of  space  has  been 
levoted  to  the  subject.  The  chief  difficulty  which  a practitioner 
neets  with  is  to  discover  the  cause  of  the  affection.  Supposing  this 
:o  be  sufficiently  done,  it  is  rather  easy  to  determine  whether  a given 
Base  will  be  remediable,  or  not. 

It  is  of  moment,  to  distinguish  whether  the  origin  of  the  disease 
s within  the  cranium  or  without,  central  or  peripheral.  If,  in  the 
brmer  case,  there  be  evidence  of  much  tissue  lesion,  little  benefit  can 
>e  hoped  for ; but,  if  there  be  not  much  structural  damage,  some- 
fling  may  be  effected  by  a natural  process  of  repair,  and  by  remedies. 
When  the  affection  is  peripheral,  cure  will  be  the  rule,  not  the 
exception. 

To  decide,  in  a head  lesion,  whether  a patient  should  have  blood 
aken  from  his  temples,  or  dry  cupped,  ice  applied  to  Iris  head  and 
lurgmg  resorted  to,  or,  instead,  a tonic  and  stimulating  plan  of 
reatment,  for  each  is  necessary  at  times,  demands  an  extensive 
acquaintance  with  the  practice  of  medicine,  and  will  tax  the  judg- 
nent  of  a well-educated  surgeon,  and  on  his  judgment  and  know- 
edge  all  must  rest.  He  must  remember  that  nearly  all  the  diseases 
>i  the  nervous  system  result  from  exhaustion,  and  that,  therefore, 
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when  this  is  the  cause,  the  indication  is  to  restore  strength,  to 
supply  nutrition. 

When  a case  is  chronic,  with  an  origin  from  inflammation,  counter- 
irritation is  valuable.  Here,  too,  galvanism  is  often  beneficial. 
Gralvano-puncture  has  effected  a cure. 

The  cases  of  syphilitic  origin  can  generally  he  diagnosed.  The 
history  of  a case,  or  the  coexistence  of  syphilitic  marks  on  the  sur- 
face of  the  body,  or  other  concomitant  facts,  will  prevent  a mistake. 
Here,  mercury,  in  some  form  or  other,  judiciously  used,  with  iodide 
of  potassium,  or  the  latter,  alone,  will  be  indicated ; prognosis  is 


favourable. 

Disease  of  the  temporal  bone  must  be  treated  according  as  there 
is  necrosis,  or  caries  present.  In  either  of  these,  as  primary  affec- 
tions of  the  bone,  the  dura  mater  and  the  brain  are  apt  to  be 
secondarily  affected,  and  death  brought  about.  Scrofulous  children 
are  liable  to  that.  The  membrana  tympani  is  always  more  or  less 
destroyed.  In  all  probability,  the  osseous  disease  will  be  associated 
with  a marked  scrofulous  diathesis.  Inflammation  of  the  canal 
traversed  by  the  nerve,  and  of  the  bone  itself,  must  be  combated' 
by  active  local  depletion,  and  the  application  of  warmth. 

1 An  enlarged  parotid  gland,  arising  out  of  inflammation,  requires- 
active  treatment.  Any  tumour  on  the  gland  should  be  removed. 
Among  my  earliest  operations  in  surgery,  was  that  of  dissecting  out 
a small  fibrous  tumour  from  the  surface  of  the  gland,  by  which  the 
nerve-disease  was  checked. 

Division  of  the  nerve  from  cuts  or  fracture  of  the  bone,  generally 


produces  permanent  paralysis,  although  the  severity  of  it  may  "v  ery  j 
much  pass  away.  In  a case  which  I have  been  m atching  for  }eais,  I 
there  was  at  first  complete  paralysis  on  one  side  of  the  face,  h’om  I 
injury  received  by  a cart-wheel  going  over  the  head.  Now,  alter 
ten  years,  so  slight  traces  of  the  muscular  inability  exist,  that, 
no  one  would  observe  it,  when  the  face  is  quiet.  In  winking,  or  in  ■ 
attempting  to  whistle,  some  remains  of  the  paralysis  is  apparent. 

Exposure  to  cold,  or  to  a current  of  cold  air,  is  the  most  frequent  1 
extra-cranial  cause.  This  is  often  spoken  of  as  rheumatic  inflam- 
mation of  the  nerve.  But  there  is  seldom  any  strict  evidence  oi  a 
rheumatic  implication.  In  all  probability  there  is  inflammation  o 
the  nerve-trunk,  and  sometimes,  also,  inflammation  of  the  periosteum 
lining  the  aqueduct  of  Fallopius,  and  reduction  of  its  calibre,  whereby 
the  nerve  is  pressed.  Leeching,  and  the  application  of  warmth,! 
with  rest,  and  some  preparation  of  cinchona,  are  the  remec hes. 
While  cold  and  heat  are  the  best  measures  we  have  *>r  nUevw tug 
pain,  we  have  no  certain  guides,  when  the  surface  o le  »« . 
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; not  wounded,  by  which  to  determine  the  choice  of  means.  Experi- 
ment is  the  only  test  to  be  relied  on  ; if  one  fails,  try  the  other. 

In  every  case  treated  by  myself,  of  which  I have  any  record,  the 
I attack  has  been  preceded  by  acquired  feebleness  of  the  body,  and, 

| for  the  most  part,  by  mental  depression.  Some  of  the  patients  have 
' been  overworked,  some  have  had  intense  anxiety  in  business. 

As  the  eyeball  is  apt  to  suffer  from  exposure  to  the  atmosphere, 
and  from  particles  of  dust,  and  other  extraneous  things,  collecting 
on  the  conjunctiva,  it  should  be  frequently  washed  with  warm  water, 
i and  the  eyelid  moved  over  it.  During  sleep,  the  eyelid  should  be 
kept  down  by  a compress  and  roller. 

When  recovery  does  not  ensue,  the  ectropium  may  be  removed 
by  operation,  an  example  of  which  is  given  in  the  chapter  on 
'“Affections  of  the  Eyelids,”  under  the  head  of  “Ectropium.”  In 
! the  same  class  of  cases,  in  order  to  obviate  the  tucking  up  of  the 
I upper  eyelid,  the  levator  palpebrse  has  been  divided  subcutaneously. 

The  orbicularis  palpebrarum  muscle  is  affected  by  clonic  spasm , morbid 
winking,  twitchi/ng  of  the  eyelids ; and  tonic  spasm,  blepharospasm,  reflex 
diseases  of  the  portio  dura  nerve. 

Morbid  Winking.  In  this  clonic  spasm,  individual  branches  of 
the  muscular  fibres  may  be  influenced,  causing  a peculiar  tremulous- 
ness. In  the  more  common  form,  the  upper  portion  of  the  muscle 
is  affected,  or  the  lower,  seldom  the  whole,  and  there  is  established 
morbid  winking.  The  closing  of  the  eyelids  is  done  rapidly,  while 
the  opening  of  them  is  effected  more  slowly.  The  upper  eyelid  may, 
therefore,  be  principally  affected,  or  the  lower;  or  both  equally. 
Generally  both  eyes  are  involved,  but  only  one  may  suffer. 

The  cause  is  sometimes  severe  conjunctival  irritation,  such  as  an 
inverted  eyelash,  or  chronic  conjunctivitis,  or  chronic  ophthalmia 
tarsi;  but  it  is  sometimes  of  constitutional  origin.  Whenever  I 
have  seen  it  in  children  there  has  coexisted  marked  debility.  I have 
witnessed  it  many  times  in  weak  schoolboys,  who  have  been  over- 
worked. I have  seen  an  aggravated  case  in  an  undergraduate  at 
Cambridge,  who  broke  down  from  mental  work.  Sometimes  the 
iause  is  not  traceable,  and  then  the  act  is  attributed  to  trick. 

Treatment.  If  the  cause  be  apparent,  the  remedy  may  readily 

De  found.  The  pathological  information  must  therefore  be  sought 
:or.  & 


Twitching  of  the  Hi/click,  or  Quivering.  This  is  known  also  ns 
rfe-blood,  spasmodic,  or  muscular  tic.  There  is  a twitch  or  quiver 
,t  that  portion  of  the  orbicularis  palpebrarum  over  the  tarsal  carti- 
ages.  either  so  slight  as  not  to  he  visible,  although  plainly  felt,  or 
iery  apparent.  The  one  lid  may  he  affected,  or  the  two.  It  is 
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unattended  generally  with  pain,  and  is  only  annoying ; hut,  excep- 
tionally, pain  has  been  felt  resembling  that  of  tic-douloureux. 

There  can  he  no  doubt  that  this  state  is  closely  allied  to  morbid 
winking. 

The  cause  is  generally  derangement  of  the  digestion,  especially 
from  the  use  of  alcoholic  drinks.  Feebleness  from  overwork,  when 
associated  with  anxiety,  will  produce  it. 

Blepharospasm,  by  which  the  eyelids  are  violently  and  persistently  closed. 
This  is  a common  affection,  and  comes  under  the  notice  of  all 
practitioners.  Nearly  always  it  is  associated  with  mtoleiance  of 
light,  and  frequently  with  discharge  of  tears  as  well. 

Causes.  It  is  remarkable  that  these  should  originate  in  so  many 
different  sources.  They  may  arise  in  the  eye  itself,  or  m other 
organs,  and  transmit  their  influence  to  the  brain  at  the  origin  of 
the  portio  dura,  through  the  fifth  nerve,  the  optic,  the  vagus,  the 
sympathetic,  or  directly  from  cerebral  disturbance. 

The  fifth  is  functionally  most  closely  in  relation  with  the  portio 
dura,  and  the  nuclei  of  the  two  nerves  lie  in  close  proximity  m 
the  floor  of  the  fourth  ventricle : that  of  the  portio  dura  near  the 
median  raphe  in  the  fasciculus  teres,  that  of  the  trigeminus  nearer 
the  side.  This  nerve  is  consequently  most  frequently  the  channel 
of  the  morbid  influence.  The  superior  division  only  of  the  fifth 
is  normally  concerned  in  the  reflex  act  of  winking,  but  irritation 
of  other  branches,  reaching  a certain  degree  of  intensity,  may  be 
propagated  to  that  part  of  the  seventh  which  supplies  the  orbicularis, 
or  to  the  nucleus  of  the  entire  nerve.  Functional  relations  also 
exist,  demanding  association  of  their  nuclei,  between  the  vagus 
and  the  portio  dura,  as  we  see  in  the  respiratory  movements  of 
the  alse  nasi,  and  the  lower  end  of  the  nucleus  of  the  seventh  is 
very  near  the  nucleus  of  the  vagus.  These,  which  are  the  simpler 
relations,  functional  and  anatomical,  of  the  portio  dura,  exemp.  y 
and  illustrate  the  more,  intricate  connections  of  t us  nerve  wi 
different  parts  of  the  nervous  system,  and  help  to  explain  the  vane  y 
of  causes  which  may  give  rise  to  blepharospasm. 

Extraneous  matters  in  the  eye,  or  trichiasis,  will  produce  it. 
Generally,  only  one  eye  is  affected.  Strumous  conjunctivitis, 
especially  when  there  is  any  corneitis,  gives  the  most  frequi 
examples,  and  both  eyes  are  generally  affected  Here  it  may 

persist  for  weeks  and  months,  with  some  slight  interruption  m 
the  evening  There  may  be  but  the  least  redness  of  the  conjunc 

Wa  or  much.  The  spin  is  rationally  supposed  to  be  due  to 
the ’intolerance  of  light,  but  this  is  not  the  whole  truth,  lor  when 
the  li<rlit  is  absolutely  shut  out  for  days,  the  eyelids  are  as  himly 
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clenched  as  ever.  Long  persistence  of  the  action  when  the  con- 
junctiva is  swelled  may  cause  the  tarsal  margin,  especially  that  of 
the  lower  lid,  to  he  everted. 

In  operations  that  involve  the  opening  of  the  eyeball,  particularly 
; that  tor  the  extraction  of  hard  cataract,  if  there  he  any  inflammation 
lot  the  lower  eyelid,  the  spasm  may  ensue  and  produce  entropium. 

In  all  the  above  instances,  the  irritation  is  convejred  through  the 
; first  division  of  the  fifth  nerve.  Disease  in  the  other  ramifications 
jot  this  nerve  has  caused  the  spasm,  and  by  the  removal  of  the 
i sensory  irritation,  the  extraction  of  the  carious  tooth,  or  the  tooth 
I with  periosteal  abscess,  a cure  has  been  effected.  Supra-orbital 
i ueuralgia  is  to  be  included  in  this  catalogue  of  nerve-cause. 

Retinitis  from  overwork  of  the  eyes,  especially  when  the  nature 
pf  the  employment  is  injurious,  such  as  working  by  bright  lights, 
is  the  commonest  cause  in  adults. 

There  is  always,  in  the  first  instance,  much  intolerance  of  light. 

The  persistence  of  spasm  sometimes  is  remarkable  I have  seen  it 
continuous,  with  but  intervals  of  only  a few  days,  for  thirteen  years, 
jtn  this,  the  case  referred  to,  it  still  persists,  although  the  gentleman 
lias  lost  the  intolerance  to  light,  and  his  vision  is  perfect.  lie  yet 
peeps  to  a dark  room  when  at  home,  and  when  he  drives  out  he  wears 
! lark  goggles  and  a black  veil. 

Dr.  Mackenzie  says  that  sometimes  spasm  of  the  orbicularis  palpe- 
lorarum  of  one  side  is  brought  on  in  consequence  of  a blow  on  the 
read,  or  other  injury,  the  effects  of  which  have  been  communicated 
po  the  brain  or  its  membranes.  The  spasm  continues  long,  for 
weeks,  perhaps,  or  months,  and  is  apt  to  be  mistaken  for  palsy  of 
he  levator  of  the  upper  lid.  A restless  state  of  the  edge  of  ^ the 
Upper  lid,  and  the  difficulty  experienced  in  raising  it,  even  with 
he  finger,  will  serve  to  distinguish  this  state  from  palsy  Also 
hat  cerebral  congestion,  from  liver  and  other  causes,  apoplexy 
md  various  other  disorders  of  the  brain,  are  productive  of  blepharo- 
spasm. In  such  cases,  both  sides  are  generally  affected  the  in- 
! olerance  of  light  is  excessive,  and  exposure  to  strong  sunlight  is  apt 

; 0 Prodpce  ™lef*nd  uniyersal  muscular  spasms.  Resides  this, 
16  that  the  organic  nerves  of  the  digestive  system  are 

ometimes  the  medium  by  which  an  irritation  is  transmitted  to 
he  nervous  centre,  whence  it  is  reflected  to  the  facial  nerve,  and 

* SerVG8  t0  6XCite’  - * ^ to  other  nerves 

e^ZTj8^0  * ‘nterieal  0ri«“-  Here  occasional 
cular  disturbance,  and  the  general  condition  of  the  ners™,  Mill 
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enable  the  diagnosis  to  be  made.  It  is  apt  to  be  mistaken  for 
ptosis. 

It  happens  sometimes  that  no  origin  direct  or  remote  from  any- 
diseased  centre  can  be  discovered.  An  intelligent  artizan,  thirty . 
years  old,  came  to  me  on  account  of  the  occasional  but  complete 
attack  of  double  blepharospasm,  which  generally  lasted  two  hours. 
The  cause  of  the  affection  was  not  apparent.  Any  sudden  loud 
noise,  or  anything  producing  agitation,  such  as  anyone  striking 
him  on  the  shoulder,  brought  on  the  attack.  While  on  his  way 
to  me,  and  about  to  cross  the  street,  a carter  snapped  his  whip 
loudly ; he  was  startled,  and  the  eyes  at  once  closed ; a stranger 
in  the  street  led  him  home.  Everything  failed  to  benefit  him. 
There  was  neither  intolerance  to  light  nor  lacrymation. 

Blepharospasm  may  be  associated  with  spasm  of  the  facial  muscles. 

Treatment.  The  source  of  irritation  should  be  sought  for  in  each 
case,  and  the  treatment  which  seems  most  appropriate  applied  to 
it.  To  remove  the  cause,  therefore,  if  possible,  is  the  right  line 
of  treatment.  Very  frequently  does  it  admit  of  speedy  and  effectual 
removal,  especially  when  of  a mechanical  nature. 

Whether  the  spasm  can  be  directly  affected,  and  more  or  less 
reduced  by  any  local  therapeutic  measure,  is  well  worth  experiment. 

I do  not  think  that  anything  has  been  made  out  about  the  value  of 
topical  applications.  Different  men  speak  with  equal  praise  of 
the  most  dissimilar  agents,  and  there  is  recommended  irritants, 
vesicants,  setons,  leeching,  dry  cupping,  narcotics,  stimulants,  hot 
applications,  cold  applications,  acids,  alkalies,  prussic  acid,  iodine, 
hypodermic  injections. 

A patient  discovered  that  pressure  with  the  finger  on  the  portio 
dura,  in  front  of  the  ear,  caused  the  spasm  to  subside  and  the  eyelid 
to  open.  This  lasted  as  long  as  the  pressure  was  kept  up.  Sir  C. 
Bell,  who  reports  the  case,  found  that  when  he  put  the  point  of  his 
thumb  under  the  angle  of  the  jaw,  and  pressed  the  carotid  artery 
against  the  vertebra),  the  same  effect  was  produced.  . On  pressing 
down  the  cartilages  over  the  left  hypochondriac  region,  so  as  to 
affect  the  cardiac  portion  of  the  stomach,  the  eyes,  opened,  and  ; 
remained  open,  while  the  pressure  continued.  This  led  to  the  j 
further  discovery  that  pressure  on  other  parts  will  temporarily 
stop  the  spasm.  To  my  disappointment,  I have  not  met  with  any 
cases  that  could  be  so  affected. 

Treatment  by  practical  surgery  has  not  been  neglected.  JJietten- 
baeh  who  was  foremost  in  the  division  of  tissues  for  the  cure  of 
(W ’e  made  subcutaneous  division  of  the  offending  muscular  fibres, 
"le  view  of  cutting  the  branches  of  the  portio  dura.  To  cut  the 
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trunk  of  the  nerve  would  be  to  produce  facial  paralysis.  Later,  in 
Germany,  the  supra-orbital  nerve  has  been  divided,  and,  it  is  said, 
"with  much  benefit,  in  those  cases  in  which  pressure  on  this  nerve 
caused  cessation  of  the  spasm.  I cannot  give  any  personal  expe- 
lience.  In  all  the  cases,  according1  to  my  personal  knowledge,  where 
this  neiA  e,  01  the  infra- orbital,  have  been  divided  for  tic-douloureux, 
the  pain  has  returned.  Even  when  a piece  of  the  nerve-trunk  has 
been  cut  away  relapse  has  ensued. 


PARALYSIS  OF  THE  THIRD  CRANIAL  NERVE. 

The  third  nerve  supplies  most  of  the  muscles  of  the  eyeball,  and 
hence  has  received  the  name  of  motor  oculi.  It  is  more  liable  to 
palsy  than  the  other  cerebral  nerves.  Its  superficial  origin  is  on  the 
inner  side  of  the  cerebral  peduncle,  in  front  of  the  pons  Varolii,  and 
close  to  the  locus  perforate.  Its  filaments  have  been  traced  deeply 
to  a nucleus  in  the  upper  part  of  the  floor  of  the  fourth  ventricle. 
It  passes  along  the  wall  of  the  cavernous  sinus,  enters  the  orbit 
through  the  sphenoidal  fissure,  and  there  divides  into  two  parts. 
I ie  upper,  and  smaller,  supplies  the  levator  palpebrae  and  superior 
rectus  muscles.  The  under,  and  larger,  sends  offsets  to  the  internal 
and  inferior  rectui,  and  to  the  inferior  oblique.  In  addition,  the 
nerve  sends  filaments  to  the  iris,  and  to  the  ciliary  muscle.  All  of 
these  muscles  may  be  paralyzed  by  lesions  involving  the  nucleus  of 

ie  nerve,  on  that  pail  of  the  crus  cerebri  through  which  the  nerve- 
. a“en^8  pass  to  tlle  superficial  origin;  or  by  disease,  or  injury 
implicating  the  trunk  of  the  nerve,  in  its  passage  along  the  base  of 
the  cianium  to  the  sphenoidal  fissure,  or  affecting  one  or  more  of 
its  branches  within  the  orbit. 

The  ems  cerebri  may  be  affected  by  the  various  morbid  conditions 
w ich  have  been  mentioned  m the  section  on  paralysis  of  the  portio 
dura  as  occurring  m the  pons  Varolii,  and  need  not  again  be  enume 
rated ; and  the  third  nerve  may  be  implicated,  giving  rise  to  impaired 
movements  of  the  eyeball.  This,  however,  can  scarcely  be  the  c^e 
without  injury,  also,  to  some  of  the  fibres  aseendinn  in  the  e ’ 
the  medulla,  to  the  great  ganglia  at  the  base  oTt  m h 
degree  of  hemiplegia  will  thi«  be  produced ^onoriln ?’  ‘ 

number  of  fibres  destroyed.  The  heminWri  fT? ^ ° ^ 

the  third  nerve,  will  be  on  opposite  sides0  for  the  r"  ^ f'8  f 
given  in  explaining  the  cross  paralysis  of  the  foe,  TV,™"!7 
disease  of  the  pons,  and  this  afford!  ! V * and  llmb8’  m 

in  the  somewhat  rare  eases  in  wliich  the  “T®  °f  dlagn06i8 

from  lesion  in  the  crus  °Cular  muscles  paralysed 

Haemorrhage  into  the  thalamus,  corpus  striatum,  or  cerebral  hemi- 
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spheres  or  other  disease  affecting  these  parts  does  not  give  rise  to 
paralysis  of  one  of  the  third  nerves,  either  on  the  same  or  opposite 
side,  but  a curious  condition  is  sometimes  observed  in  some  cases  of 
apoplectic  effusion,  a lateral  deviation  of  both  eyes,  which  are  per- 
sistently turned  towards  the  sound  side,  hut  cannot  he  made  to  look 
towards  the  paralyzed  side. 

The  morbid  conditions  which  are  likely  to  affect  the  nerve  in  its  course 


along  the  base  of  the  brain,  are  aneurism  of  the  cerebral  arteries  in 
its  vicinity,  or  tumours  arising  from  the  dura  mater.  Perhaps  the 
commonest  cause  is  syphilis,  generally  in  the  tertiary  stage,  giving  rise 
either  to  gummy  tumour  in  the  pia  mater,  or  to  node  of  the  dura  mater. 

If  the  disease  be  within  the  skull,  the  trunk  of  the  nerve  will  he 
affected,  and  so  all  the  muscles  which  receive  their  nerve-supply  from 
this  source,  may  he  more  or  less  paralyzed. 

If  the  disease  be  within  the  orbit,  although  most  of  the  muscles  may 
he  completely  paralyzed,  some  may  escape.  All  may  he  partially  para- 
lyzed, or  only  some  of  them.  Some  may  he  quite  paralyzed,  and  others 
only  partially.  A single  muscle  may  he  affected.  The  his  alone  may 
he  implicated,  even  without  the  ciliary  muscle;  more  will  he  said 
of  this  presently.  In  the  two  eyes,  the  corresponding  muscles  may 
he  paralyzed,  or  different  ones. 

Ptosis,  or  drooping  of  the  eyelid,  external  squint,  and  dilated  pupil, 
are  the  signs  hy  which ‘complete  paralysis  of  this  nerve  is  recognised. 
As  the  orbicularis  palpebrse  now  preserves  its  power,  it  keeps  the 
eyelid  constantly  closed,  so  that  the  eye  cannot  he  used,  except  the  ; 
eyelid  he  raised  hy  the  finger.  The  loss  of  the  inward  movement  of  ; 
the  eyeball  is  generally  most  marked ; hut  there  is  failure,  also,  to  ac 
properly  in  an  upward  or  downward  direction,  as  mil  he  obvious 
when  the  action  of  the  paralyzed  muscles  is  taken  into  considers,-  , 
tion.  Nevertheless,  it  can  still  move  a little  downwards  hy  the 
aid  of  the  superior  oblique,  which  is  supplied  hy  the  fourth  nerve. 
The  external  movement  is  made  hy  the  external  rectus,  and  as  leie 
is  no  muscle  to  counteract  its  action,  divergent  sqiunt  results;  and  . 
this  is  more  apparent  after  a time,  when  secondary  contraction  oi 
the  external  rectus  ensues.  The  position  of  objects  seems  changed. ; 
They  may  seem  to  move  when  an  attempt  is  made  to  mov  e the  eye  a , 

and  vertigo  is  complained  of.  ci  ..  I 

Tile  drooping  of  the  eyelid  is  a most  obvious  sign,  bometimes, 

when  the  paralysis  is  only  partial,  it  can  be  slightly  raised,  but  more, 
often  it  hangs  down  over  the  eyeball ; it  is  therefore  generally  necessary 
to  raise  the  eyelid  with  the  finger,  and  move  an  object  before  the  e>  > 
and  direct  the  patient  to  follow  it,  so  as  to  see  what  ocular-  movements 

are  impaired. 
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The  dilatation  of  the  pupil  is  due  to  paralysis  of  the  sphincter 
pupill®.  The  ciliary  muscle  also  is  paralyzed,  and  the  power  of 
accommodation  is  lost.  If  the  eyelid  be  lifted  up  while  the  other 
e is  open,  there  will  be  double  vision.  If  the  diseased  eye  only 
be  opened,  the  quality  of  the  sight  will  depend  on  ,the  state  of  the 
refracting  media,  minus  the  accommodation. 

It  is  important  to  remember,  that  inability  to  use  the  levator 
palpebrae  may  be  due  to  other  causes  than  affections  of  the  third 
nerve.  It  may  be  caused  by  mere  oedema,  or  a tumour,  or  elephan- 
tiasis of  the  eyelid.  A man  had  an  aneurism  in  the  thorax,  which, 
by  obstructing  the  venous  circulation,  caused  serum  to  be  effused  in 
the  subcutaneous  areolar  tissue ; here  the  cause  was  very  evident. 

. A woman  was  suffering  from  renal  disease,  and  always  lay  on  one 
side,  and  so  the  dependent  eyelid  became  oedematous.  It  is  common 
enough  to  see  both  eyelids  puffy  from  heart  or  kidney  disease. 

Individual  paralysis  of  the  several  muscles. 


°/  the  Internal  Rectus  of  the  Right  Eye.  In  looking  to 

feieV*e  mternal  reCtUS  of  the  riSht  e^e  and  the  external  rectus 
of  the  left  eye  act  together,  and  so  in  palsy  of  the  third  nerve 

the  patient  is  unable  to  perform  this  movement  properly;  the  left 

eye  will  act  naturally,  but  the  right  will  not  pass  the  median 

hne  a divergent  squint  is  the  consequence,  and  objects  are  seen 


In  the  section  on  the  action  of  the  different  muscles,  it  was  shown 
that  only  a horizontal  movement  is  made  when  either  the  internal  or 
external  rectus  contracts.  Hence,  there  is  no  alteration  in  the  height 
or  straightness  of  the  second  image,  as  the  vertical  meridian  still 

emains  unaffected,  and  the  centre  of  the  cornea  is  neither  raised 
nor  depressed.  bWU 

In  the  diagonal  movements  a different  result  is  met  with  If  the 
wealthy  eyes  look  upwards  and  to  the  left,  the  following  muscles 
ire  brought  into  action  to  produce  the  movement  of  the  Lit  eve 
inwards  and  upwards,  namely,  the  superior  rectus,  internal  and 
n enoi  oblique  ; to  move  the  left  upwards  and  outwards,  the  superior 
ectus,  external  rectus,  and  inferior  oblique.  These  act  if  L . 
nne,  and  so  the  planes  of  both  eyes  remain  parallel.  " Sam° 

In  a case,  however,  where  the  right  intern  nl  • i 

he  vertical  meridian  remains  almost  sLght  and  " " H 
>/ard  movement  is  made  with  the  right  eye  while  the  111010  ^ 1lP‘ 
'ian  of  the  left  eye  is  turned  outwfrl  and  k l “en- 

p:x^rverge 

Therefore,  in  diagonal  movements,  in  consequence  of  the  non- 
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parallelism  of  tlie  vertical  meridian  of  each  eye,  a difference  in  the 
height  of  the  images  will  result. 

It  will  he  noticed,  that  while  the  internal  rectus,  acting  singly,  has 
no  effect  on  the  inclination  of  the  vertical  meridian,  yet  it  has  when 
associated  with  other  muscles  in  a diagonal  movement. 

The  patient  can  sometimes  move  the  eye  slightly  inwards,  but  this 
action  is  due  to  the  combined  contraction  of  the  superior  and  inferior 
recti.  The  movement  is  but  very  slight. 

The  divergence  of  the  two  eyes  is  greater  when  the  eyes  are  cast 
upwards  than  when  they  are  directed  downwards.  Diplopia,  or 
double  vision,  will  not  exist  when  the  patient  looks  to  the  right,  nor 
always  when  he  looks  straight  forward.  The  line  which  separates 
the  field  of  single  and  double  vision  is  not  vertical,  but  is  directed 


from  right  to  left. 

So  long  as  the  associated  movements  are  unaffected,  in  any  given 
position,  there  is  single  vision.  But  when  they  are  broken,  double 
vision  at  once  appears. 

After  a time  a patient  either  disregards  the  image  thrown  on  the 
squinting  eye,  or  moves  his  head  in  such  a mannei  that  the  images 
are  thrown  on  the  field  of  single  vision.  See  chapter  on  “ Squint.”  It 
is  rare  to  meet  with  cases  in  which  single  muscles  only  are  paralyzed ; 
in  the  majority  of  cases  nearly  all  supplied  by  this  nerve  are  more  or 


less  affected  at  the  same  time. 

As  an  exceptional  case,  the  internal  rectus  becomes  just  sufficiently 
paralyzed  to  interfere  with  the  convergence  of  the  eye  with  its  fellow 
for  near  vision ; or,  in  a still  less  degree  of  implication,  the  eyes 
converge  for  a time,  under  strong  volition,  but  are  not  able  to  main- 
tain the  action.  Thus  a person  sees  double  when  commencing  to 
read,  or  to  do  close  work ; or  at  first  is  able  to  see,  but  after  a short 
time  the  action  of  the  muscle  fails,  the  eye  turns  a little  outwards, 
and  double  vision  ensues.  The  disease  is  first  noticed  from  tie 
double  vision.  I have  met  with  this  a few  times  in  young  persons 
who  have  been  exhausted  by  excessive  mental  labour,  or  privations 
with  insufficiency  of  food,  or  debauchery.  The  squint  may  be  so 
slight  as  to  be  detected  with  difficulty,  and  to  determine  the  defective 
eye  it  may  be  necessary  to  examine  the  position  of  the  second  image. 

Paralysis  of  the  Superior  Rectus  of  the  Right  Eye.  Since  the  action 
of  this  muscle  is  to  direct  the  eyeball  upwards,  and  a little  inwards, 
it  is  easy  to  understand  how  these  movements  will  be  affected  in  a 

case  of  paralysis. 

It  is  evident  that  diplopia  will  only  exist  when  the  patient  is 
looking  upwards,  and  not  when  the  eye  is  moved  below  the  horizontal 
diameter.  It  has  been  shown  that  this  muscle  alters  not  merely  the 
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height  of  the  cornea,  but  in  consequence  of  its  oblique  insertion,  it 
influences  the  position  of  the  vertical  meridian,  and  therefore,  in  all 
movements  in  which  it  fails  to  act,  whether  single  or  associated, 
the  vertical  meridians  of  the  two  eyes  will  cease  to  be  parallel,  and  a 
squint  will  ensue.  And  this  will  be  more  evident  in  that  position 
ot  the  eye  in  which  the  action  of  the  muscle  upon  the  vertical  meri- 
dian is  most  marked.  In  this  case,  therefore,  when  the  eye  is  tinned 
inwards,  the  inferior  oblique  muscle  is  unopposed,  and  the  vertical 
meridian  is  drawn  out,  being  more  inclined  than  if  the  eye  were 
turned  to  the  right,  for  in  that  position  the  muscle  affects  the 
height  of  the  cornea  chiefly,  and  to  a less  degree  the  vertical  plane. 
-Hence,  m the  attempted  position  upwards  and  inwards  the  two 
vertical  meridians  will  be  more  diverging  than  in  any  other;  for 
m looking  in  such  position,  the  right  eye  will  fail  to  move  inwards 
and  upwards,  and  the  left  healthy  eye  will  be  directed  at  the  same 
une  upwards  and  outwards.  The  consequence  is,  that  the  two 
planes  will  diverge  at  the  top,  and  double  images  will  be  formed. 
Inese  will  cross,  the  distorted  one  being  to  the  left. 

TI“  images  vary  in  height  according  to  the  position  of  the 
eye,  the  difference  being  most  marked  when  the  eye  is  directed  out- 
wards, and  least  so  when  turned  in  the  opposite  direction 

. ,ln  “?se  “°™ments  of  the  eye  in  which  this  muscle  is  not  caUed 
into  action  the  patient  will  be  able  to  see  well,  supposing  no  other 
muscle  1S  affected.  He  often  throws  the  object  into  the  lower  half 

of  the  field  of  vision,  by  putting  his  head  back,  so  as  to  counteract 
tne  paialysis  as  far  as  possible. 

Paralysis  of  tlw  Inferior  Rectus  of  the  Right  Eye.  This  muscle 
moves  the  eye  downwards  and  a little  inwards;  when  associated  with 
the  external  rectus  and  superior  oblique,  it  moves  the  eye  downwards 
and  outwards.  Like  the  superior  rectus  muscle,  it  never  moves  the 
eye  when  acting  singly  m a vertical  plane;  in  the  ordinary  down 

Kh“  tetdew  ^ ^ ^ SUP6ri0r  °bHqUe’  S°  aS  ‘° 

ejesare  directed  downwards  and  to  the  left  it  follows  th  i!  fl  ^ ? U 

ic  in- 'V  - *?.  <— *■ 

-,us  it  will  be  enough  to  state  that  in  tletTemenW  ZZ* 
ball  downwards  and  outwards,  the  position  .of  the  height  of  i lie 
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objects  are  held  above  tbe  horizontal  meridian  line,  the  patient  can 
see  distinctly. 

Paralysis  of  the  inferior  oblique  of  the  right  eye.  The  action  of  the 
inferior  oblique  is  complicated.  It  rolls  the  eye  upwards  and  out- 
wards, and  inclines  the  vertial  meridian  outwards.  Associated  with 
the  superior  rectus,  it  produces  an  upward  movement,  as  it  counter- 
acts the  inward  tendency  of  the  latter  muscle.  It  assists  in  the 
diagonal  upward  movements  of  the  eye.  The  effects  of  paralysis  can 
be  made  out  by  considering  these  movements.  As  they  are  precisely 
the  opposite  of  those  which  occur  in  paralysis  of  the  superior  oblique, 
the  student  will  easily  make  out  what  should  be  the  symptoms. 
This  muscle  is  very  rarely  the  only  one  paralyzed. 

The  fifth  nerve  and  the  portio  dura,  are  generally  unaffected  when 
the  third  is  paralyzed. 

Whether  the  disease  be  central  or  peripheral , is  the  important  point 
to  find  out.  When  central,  probably  all  the  ocular  muscles  are  more 
or  less  paralyzed,  and  notably  the  levator  palpebrse,  the  his,  and  the 
internal  rectus  ; so  that  the  symptoms  met  with  will  be  external 

squint,  ptosis,  and  a dilated  pupil. 

If  a tumour  or  an  aneurism  at  the  base  of  the  brain  be  the  cause 
of  the  disease,  certain  changes  will  also  be  probably  found  in  the 
retina.  The  reason  of  this  being  that  such  lesions  are  liable  to  press 
on  the  venous  sinuses  at  the  base  of  the  brain,  and  so  obstruct  the 
passage  of  the  blood.  As  a consequence,  there  is  passive  congestion 
of  the  vessels  of  the  retina,  followed  by  effusion  of  serum,  and  some- 
times this  congestion  may  go  on  to  inflammation,  and  set  up  changes 
which  totally  destroy  the  sight. 

The  general  symptoms  pointing  to  cerebral  disease,  would  be 
headache,  giddiness,  loss  of  memory,  pain,  and  perhaps  convulsions. 
Should  hemiplegia  come  on,  it  would  affect  the  opposite  side,  and  it 
would  point  to  white  softening  or  haemorrhage  in  the  crus  cerebri. 

Exostoses,  tubercular  deposits,  cysts  or  tumours  in  the  brain,  and 
effusion  of  blood,  act  as  causes. 

Central  disease  sometimes  arises  from  syphilis,  in  consequence  of 
nodes  on  the  dura  mater  at  the  base  of  the  skull. 

Peripheral  disease  from  syphilis  is  more  common,  and  t eie  is 

generally  orbital  periostitis  as  well. 

Rheumatism  is  often  an  exciting  cause,  producing  inflamma  ion 
of  the  sheath  of  the  nerve.  This  generally  comes  on  aftei  exposuie  < 
to  cold,  and  is  accompanied  by  severe  pains  in  the  head  and  e>  e. 

The  paralysis  is  always  more  rapid  in  causes  associated  wi  j 
inflammatory  action,  than  with  mere  physical  disturbances  producing  j 

pressure. 
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iln  locomotor  ataxy,  it  is  not  uncommon  to  find  some  of  the  muscles 
supplied  by  this  pair  of  nerves,  more  or  less  paralyzed.  In  this 
disease,  granular  degeneration  of  the  posterior  columns  of  the  spinal 
cord  is  met  with,  and  it  is  doubtful  whether  the  eye-muscles  are 
paralyzed  by  reflex  action,  or  by  an  extension  of  the  disease  to  the 
cerebrum.  There  is,  perhaps,  a reflex  origin,  as  now  and  then  the 
ocular  paralysis  passes  off  after  a time,  even  though  the  spinal  disease 
increases.  The  peculiar  staggering  walk,  especially  when  the  eyes  are 
shut,  the  inability  to  stand  erect  without  looking  at  the  ground,  and 
absence  of  any  actual  loss  of  power  in  the  lower  extremities,  are  the 
chief  signs  of  this  disease. 

Lead  poisoning  and  hysteria  are  also  causes  of  paralysis  ; in  such 
cases  the  history  would  load  to  a correct  diagnosis. 

A lesion  in  the  orbit  might  involve  all  the  branches  of  this  nerve, 
but  then  there  would  be  distinct  evidence  of  local  disease.  Injuries 
i to  one  or  other  branch  from  external  violence,  or  by  wounds,  might 
j cause  a single  muscle  to  be  affected.  The  levator  palpebroe  is  thus 
sometimes  paralyzed  without  any  other  muscle  being  affected. 

Dr.  Brown-Sequard  quotes  several  cases  in  which  palsy  of  the  third 
■ nerve  has  been  caused  by  reflex  action.  “ Physiology  and  Pathology 
: of  the  Nervous  Centres,”  p.  165.  In  four  cases  neuralgia  . of  the  fifth 
pair,  produced  such  effect.  In  two  others,  palsy  of  the  levator  palpebrse 
> occurred  from  the  same  cause. 

Neuralgia  of  the  supra-orbital  branch  of  the  fifth  nerve,  also 
produced  palsy  of  the  third  and  sixth  pairs  of  nerves,  and  the 
l paralysis  ceased  quickly  after  the  cure  of  the  neuralgia. 

Blood-poisoning  may  affect  this  nerve,  so  may  poisoning  from  lead. 
Long  and  exhausting  fevers  have  affected  some  of  the  branches  of 
) the  nerve. 

In  chronic  paralysis  of  the  muscles  supplied  by  the  third  nerve, 

\ the  external  rectus  has  become  paralyzed,  whereby  the  eyeball  has 
F assumed  a central  position,  the  cause  being  implication  of  the  sixth 
1 nerve  in  the  disease  primarily  affecting  the  third. 

When  the  eyeball  is  motionless  it  is  likely  to  project.  Sir  Charles 
t Bell  records  a case  of  this,  with  anaesthesia  of  the  parts  supplied  by 
I the  fifth  nerve. 

Treatment.  All  that  has  been  said  about  the  treatment  of  paralysis 
I of  the  portio  dura  applies  here. 

Some  few  things  required  to  be  added.  Cerebral  origin  of  the  disease 
can  scarcely  be  overlooked.  In  this  variety  the  attack  may  be  sudden 
or  slow  ; the  first  may  partake  of  an  apoplectic  character,  or  may  arise 
from  violent  exertion,  mental  emotion,  fatigue  of  brain,  sunstroke, 

| injuries  to  the  head,  or  intemperance.  The  second  advances  with  the 
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progress  of  cerebral  disease.  In  the  early  state  of  either  of  the  forms 
the  symptoms  may  remit  and  recur. 

In  the  first  class  of  cases  there  may  be  perfect  recovery.  Within 
a short  time  I had  six  examples,  affected  in  various  degrees,  and 
all  have  completely  recovered.  One  was  in  a clever  schoolboy, 
thoroughly  overworked.  Two  were  in  medical  men,  one  thirty  years 
old,  the  other  sixty-two,  both  exhausted  from  professional  labour. 
Another  was  in  a gentleman  who  took  too  much  wine  and  tobacco. 
The  fifth  occurred  in  a young  man  during  a fit  of  intoxication.  The 
last  was  in  an  old  labouring  man,  from  mental  emotion,  on  hearing  of 
the  death  of  his  daughter. 

In  the  second  class,  those  of  slow  development,  there  is  little  scope 
for  treatment. 

Orbital  origin  is  generally  associated  with  some  displacement  of  the 
eyeball,  or  some  palpable  disease  of  the  bones,  or  of  the  soft  parts, 
whereby  discrimination  is  easy. 

Idiopathic,  extra-cranial  affections  of  this  nerve  are,  with  few 
exceptions,  brought  on  from  exposure  to  cold  air,  or  to  draught,  when 
persons  are  out  of  health,  or  temporarily  depressed  in  body  or  mind. 

It  has  occurred  on  both  sides  of  the  face  in  a man  who  wore  his  hat 
after  it  had  been  wetted  from  falling  in  the  water.  There  may  be 
pain  in  the  face,  or  in  the  orbit,  or  not  any.  Here  tonics  are  clearly 
indicated,  with  the  additional  treatment  of  removal  of  any  depressing 
agency,  and  doing  all  that  is  likely  to  bring  the  patient  to  his  highest 
state  of  health.  I prescribe  iron  and  quinine,  in  large  doses,  com- 
bined or  separate  ; and  direct  the  face  to  be  kept  warm.  The  result  is 
nearly  always  satisfactory,  and  rapid.  Some  of  the  most  marked  1 
cases,  in  which  complete  paralysis  existed  in  some  or  all  of  tliel 
muscles,  got  well  in  three,  four,  or  six  weeks.  Some  were  longer.! 
It  is  most  interesting  to  watch  them,  as  the  paralysis  passes  off  fioml 
the  one  muscle  or  the  other,  till  all  are  well.  Paralysis,  associated^ 
with  rheumatic  symptoms,  or  occurring  in  a rheumatic  person,  is 
more  persistent,  and  therefore  more  difficult  to  treat. 

Sometimes  during  the  treatment,  when  the  upper  eyelid  begins  toj 
be  raised,  double  vision  may  annoy  the  patient  The  eye  should 
then  be  closed  with  a piece  of  plaster,  or  covered  with  a shade. 

Some  men  have  suggested  the  use  of  prismatic  glasses,  for  the 
benefit  of  the  chronic  cases  of  paralysis  of  this  nerve,  especially  of  the 
branches  supplying  the  lateral  recti,  but,  as  often  happens,  the  theiaj 
peutic  influence  does  not  come  up  to  the  scientific  expectation.  The 
action  of  these  glasses  has  been  explained,  and  need  not  be  repeated. 
If  a prism  be  found  serviceable  in  removing  the  annoyance  of  double 
vision  in  a case  that  is  palpably  beyond  cure  or  relief,  except  by  m 
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operation,  ami  a patient  will  not  submit  to  such,  there  can  be  no 
objection  to  its  use,  let  it  be  applied.  But  as  a remedial  measure, 
in  setting  the  eye  straight,  it  is  useless,  and  a mere  scientific  toy. 
It  it  fuse  the  images  it  becomes  a hindrance  to  the  recovery 
ot  the  alfected  muscle  rather  than  otherwise  ; hence  it  is  recom- 
mended that  they  be  only  approximated,  so  that  the  patient  may  be 
induced  to  use,  unconsciously,  of  course,  that  amount  of  volition 
which  will  fuse  them,  and  so  improve  the  action  of  the  paralyzed 
muscle.  To  this,  I say,  that  as  the  disease  has  been  enough  to  allow 
the  eye  to  deviate,  and  to  tall  away  from  the  axis  of  vision  when  the 
power  of  volition  to  overcome  such  deflection  was  at  its  height, 
namely,  when  the  deviation  was  at  its  least  degree,  and  at  first,  too , 
when  as  yet  the  antagonist  had  not  contracted,  certainly  at  a later 
period,  volition  is  valueless.  There  is  a loss  of  generation  of  nerve- 
power,  and  which  cannot  be  generated  by  the  will.  Besides,  there 
are  no  physiological  grounds  for  reasoning  that  the  application  of 
a prism  will  cure  a paralytic  squint.  It  may  be  answered,  that  as  an 
adjunct  it  is  useful.  Practically,  it  is  inapplicable,  for  a nicety  is 
needed  in  the  adaptation  that  is  scarcely  to  be  obtained,  and  a patient 
will  seldom  be  troubled  with  the  trial,  nor  will  he  persevere  under 
any  condition.  He  soon  sees  the  inutility  of  the  thing.  This  is  a 
subject  which  has  been  largely  written  on. 

Galvanism  has  been  spoken  of  in  laudatory  terms  by  many 
surgeons.  I have  prescribed  it  several  times  for  my  patients,  and 
applied  it  myself  a few  times,  and,  so  far  as  I could  judge  of  it  in 
combination  with  other  treatment,  I was  satisfied ; but  my  data  are 
not  sufficient  to  draw  accurate  conclusions  from.  Speaking  of  the 
advantages  of  the  treatment  from  analogy,  that  is,  its  usefidness  in 
ot  er  parts  of  the  body,  it  should  be  received  as  valuable.  Dr. 

oritz  Benedikt  has  contributed  a very  long  paper  to  the  “ Archiv. 
f.  Ophthalmologie,  on  the  subject,  of  which  a translation,  twenty 
pages,  appears  in  the  “ Ophthalmic  Be  view,”  entitled  “ Electro- 
therapeutical  and  Physiological  Besearches  on  Paralysis  of  the 
Ocular  Muscles.”  There  are  a few  points  which  are  well  worthy 
of  notice  He  found  that  the  production  of  contractions  of  the 

Sr rr !,  ?vot  necessary  to  a cwe> and  ««** 

possible.  Also  that  the  cure  was  dependent,  generally  speaking 
upon  reflex  excitation  through  the  fifth  pair  of  nerves,  and  not  upon 
direct  excitation  of  the  nerves  supplying  the  muscles  themselves  hn 

rsrr  Tu was  °niy  ^ 

muscular  contraction  was 

of  tho  oim  i • , . e I)ropei  measure  for  the  strength 

the  current  is  always  furnished  by  the  sensitiveness  of  the  fifth 


344 


PA  RA  LYTIC  AFFECT  IONS. 


pair  ; yet  the  intensity  of  it  must  bo  such  as  to  produce  slight  sensa-  j 
tion.in  the  parts  excited.  An  important  principle  is,  that  the  excita- 
tion should  only  continue  about  half  a minute  at  each  sitting.  The  < 
frequency  of  the  sitting  is  not  given.  Tie  had  only  used  the  galvanic  ! 
current,  and  he  thinks  that  the  operators  who  use  faradization,  have  ! 
in  general  been  unsuccessful.  It  is  stated  that  it  may  happen  that  , 
the  normal  mobility  of  the  eye  is  restored,  but  that  the  field  of  double 
vision  continues  at  least  comparatively  large.  This  is  at  variance  | 
with  all  that  is  recognised  and  taught  and  acted  on,  about  double  \ 
vision  depending  on  displacement  of  the  eye  ; and  an  attempt  is  j 
made  to  account  for  it  by  an  elaborate  and  speculative  physiological  * 
argument. 

These  rules  are  given  for  the  practical  working.  “ Paralysis  of  the 
abducens  is  best  treated  by  placing  the  copper  pole  upon  the  forehead,  j 
and  moving  the  zinc  pole  over  the  neighbourhood  of  the  cheek-bone. 

In  mydriasis,  the  copper  pole  should  be  placed  on  the  closed  eyelid, 
and  the  zinc  pole  applied  as  before.  In  ptosis,  the  copper  pole  may  ; 
be  either  upon  the  forehead,  or  may  be  applied  by  means  of  a short 
catheter-like  rheophore,  to  the  mucous  membrane  of  the  cheek,  while  1 
the  zinc  pole  is  drawn  over  the  lid.  F or  all  the  other  branches  of  the  / 
third  nerve,  the  copper  pole  is  applied  as  above.  Then,  in  order  to  | 
act  upon  the  rectus  internus,  or  inferior  oblique,  the  zinc  pole  must  jj 
be  drawn  over  the  skin  of  the  side  of  the  nose,  near  the  inner  angle  - 
of  the  eye,  and  in  order  to  act  upon  the  rectus  inferior,  over  the  lower  jj 
margin  of  the  orbit.  In  paralysis  of  the  superior  oblique,  I have 
succeeded  best  by  placing  the  copper  pole  on  the  forehead,  and  by  I 
drawing  the  zinc  pole  on  the  inside  of  the  nos.e,  near  the  internal 
angle  of  the  eye.” 

Paralysis  of  the  ciliary  muscle , that  is,  paralysis  of  accommodation , jj 
is  often  met  with  alone.  Paralysis  of  the  motor  muscles  of  the  I 
eyeball  supplied  by  the  third  nerve  seldom  exists  without  paralysis  I 
of  accommodation. 

Uncomplicated  paralysis  of  the  ciliary  muscle  has  but  one  objective  1 
symptom,  dilatation  of  the  pupil,  with' immobility.  The  dilatation  j 
is  very  seldom  excessive,  and  admits  of  being  increased  by  the  use  1 
of  atropine.  In  complete  paralysis  not  a trace  of  accommodation,  or  I 
of  reflex  movement,  is  seen.  But  the  connection  between  paralysis  of  j 
the  pupil  and  paralysis  of  the  ciliary  muscles  cannot  be  called  abso-  fl 
lute,  for  Bonders  found  satisfactory  accommodation  still  coexisting 
with  absolute  immobility  of  the  pupil.  In  one  instance,  too,  para- 1 
lysis  of  accommodation  disappeared  without  a return  of  the  mobility  | 
of  the  pupil.  On  the  other  hand,  with  perfect  or  almost  perfect  loss  of  [ 
accommodation,  the  pupil  may  be  but  little  disturbed. 
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Under  paralysis  of  accommodation,  the  state  of  the  interior  of 
the  eye,  and  the  integrity  of  the  retina,  may  he  judged  of  by 
the  condition  of  the  refracting  media. 

Near-sighted  persons,  myopics,  whose  farthest  point  is  not  more 
than  fourteen  inches  from  the  eye,  find  no  difficulty  in  reading 
at  this  distance,  or  less.  Objects  at  a greater  distance  appear 
moie  diffuse  than  usual  on  account  of  the  larg'er  pupil.  Ag’ain, 
within  the  distance  of  their  combined  nearest  and  farthest  point* 
they  cease  to  see.  accurately.  These  disadvantages  are  but  slight 
when  the  paralysis  is  incomplete.  Persons  with  healthy  eyes, ° or 
emmetropes,  can  no  longer  read  or  write,  and  a certain  dimness 
is  forthwith  observed.  If  distant  vision  be  good,  and  with  either 
a concave  or  a convex  glass  becomes  diffuse,  while  for  near  objects 
the  convex  glass  is  necessary,  the  disturbance  to  sight  is  merely 
that  arising  from  loss  of  accommodation. 

In  hypermetropes  vision  is  considerably  imperfect,  and  more  so 
than  usual,  for  distant  objects  as  well  as  for  near,  and  any 
involuntary  accommodation  which  they  possessed  for  partially  over- 
coming then  defect  is  lost ; considerable  disease  of  the  interior  of 
the  eye  is  therefore,  suspected.  Testing  the  eye  with  lenses  for 
near  and  for  far  vision  will  reveal  the  true  nature  of  the  case. 

With  slight  paralysis  of  accommodation,  paresis  as  it  is  often 
called  the  near-sighted  persons  often  have  no  inconvenience.  The 
emmetropes  complain  of  fatigue  only  in  using  the  eye  for  near 
objects.  The  hypermetropes  have  a little  more  difficulty  in  seem* 
at  all  ranges.  Under  this  state,  asthenopia  quickly  occurs. 

Ihe  treatment  here  is  included  in  what  has  been  said  above 
' FaralVm  °f  the  Ciliary  Muscle , the  result  of  Diphtheria.  A xmnt 
many  years  ago,  Ur.  Mackenzie  described  the  loss  of  the  pmver 
o adjust  the  eyes  m adults  and  in  children  after  febrile  diseases 
influenza,  and  inflammation  of  the  tonsils  with  fehrilo  Q ’ 

and  clearly  distinguished  this  fr„m  presbyopkld  alU  ’ ^ 
attributed  it  correctly  to  the  results  “ XbTnoe^f  He 

power  upon  which  the  adjusting  apparat^Te 

- : -- B 

)f  the  palate,  but  of  slight  general  paralysis  “USCleS 

* t The 

dso,  loss  of  tone  of  the  ciliary  muscle  7 ‘ PareS1S  ’ sometimes, 

^ * ~ -,  ***  m.  In  an  the  cases  I 
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have  seen,  recovery  lias  ensued.  I can  say  the  same  of  the  paralysis 
of  tho  muscles  of  the  palate.  Only  general  tonics  were  employed. 
The  use  of  the  Calabar  bean  is  unavailing.  This  subject  is  spoken  of 
besides  in  the  chapter  on  the  optical  defects. 

Mydriasis  from  Paralysis  of  the  Sphincter  Papilla;.  This  is 
characterized  by  dilatation  of  the  pupil,  with  fixedness.  Generally 
only  one  pupil  is  affected,  except  the  cause  be  cerebral.  The  ! 
subject  has  been  somewhat  anticipated  above.  The  dilatation  is  • 
seldom  very  great,  and  hence  it  is  that  it  may  generally  be  increased 
artificially  by  the  use  of  atropine.  The  pupil  form  may  be  natural, 
or  irregular,  being  oval  in  the  one  direction  or  the  other,  or  some  j 
portions  may  be  more  dilated  than  others.  The  blackness  of  the  ; 
aperture  is  lost,  and  this  is  in  proportion  to  the  dilatation. 

Generally  there  is  not  any,  or  but  the  very  slightest,  pupillary  , 
action  under  the  presence  of  light,  or  during  convergence  of  the  i 
optic  axes,  or  during  the  exertion  of  accommodation.  The  ciliary  j 
muscle  is  mostly  paralyzed  as  well,  to  a greater  or  a lesser  degree, 
but  it  may  escape  implication.  The  disturbance  to  vision  is,  of  ; 
course,  greater  when  the  accommodation  also  is  paralyzed.  It 
is  but  slight  when  the  iris  alone  suffers ; indeed,  if  the  dilatation 
be  small,  only  the  least  visual  defect  may  ensue. 

Circles  of  dispersion  are  formed  on  the  retina,  and  are  caused  by 
the  dilatation  of  the  pupil,  and  the  asymmetric  curvature  of  the 
cornea,  and  of  the  lens,  whereby  there  is  produced  a slight  amount 
of  blurring,  yet  this  may  be  so  trifling  as  not  to  be  detected  except 
by  a comparison  with  the  other  eye.  I will  cite  an  example.  A lad, 
•eet.  15,  was  affected  with  mydriasis  from  a blow  on  the  eye.  At  first 
he  could  not  read  one-and-a-half  of  Snellen  s test-types,  and  his 
distant  vision  was  a little  impaired.  When  some  of  the  dilatation 
passed  away  he  could  read  one-and-a-half,  and  his  distant  vision,  as 
he  thought,  was  perfect.  It  was  only  by  a careful  comparison  with  i 
the  other  eye,  that  vision  both  at  his  near  and  his  far  points  was 
found  to  be  a little  defective. 

In  uncomplicated  mydriasis,  looking  through  a small  aperture-, 
in  a card,  will  generally  remove  the  disturbance  to  sight. 

An  ephemeral  mydriasis  is  described  as  occasionally  coming  on 

at  different  periods  of  the  day.  ^ ! 

Causes.  Besides  peripheral  origin,  such  as  cold,  &c.,  described 
above  among  the  causes  affecting  the  trunk  of  the  third  nerve* 
may  be  named  effusion  into  the  ventricles  of  the  brain,  concussion*, 
of  the  brain,  basilar  meningitis,  certain  narcotics,  blows  or  falls 
on  the  head,  and  incised  wounds  and  lacerations  about  the  temple 
and  brow.  Diseases  of  the  cerebellum,  and  apoplectic  effusion* 
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at  the  base  of  the  brain,  and  glaucoma,  also,  must  be  named. 
Sometimes  there  is  not  any  perceptible  origin.  Even  in  perfectly 
healthy  subjects,  under  adult  age  and  beyond,  the  sphincter  pupillao 
may  be  dilated,  the  rest  of  the  eye  being  healthy,  and  the  dilatation 
having  been  accidentally  discovered.  Such  is  the  history  of  several 
cases  that  have  come  under  my  notice. 

Treatment.  We  should  endeavour  to  discover  the  nature  of  the 
original  diseases,  and  direct  our  efforts  to  combat  it.  After  what 
has  been  said  on  this  subject  respecting  the  treatment  of  paralysis 
m general  of  the  third  nerve,  nothing  need  be  added.  Whether 
we  possess  any  therapeutic  measure  by  which  we  can  excite  con- 
traction of  the  sphincter  as  an  adjunct  to  general  treatment,  is  the 
only  point  to  be  considered.  More  than  fifty  years  ago  it  was  dis- 
covered that  acrid  liquids  applied  to  the  conjunctiva  caused  contrac- 
tion of  the  pupil,  even  where  the  mydriasis  was  excessive,  but  the 
effect  was  temporary.  In  recent  times  the  Calabar  bean  has  been 
declared  to  be  valuable,  because  it  produced  contraction,  but  its 
influence  is  as  transient  as  all  other  agents  that  have  been  tried.  It 
is  said  that  electricity  is  beneficial. 

The  conjunctiva  has  been  irritated  with  many  drugs,  under  the 

hope  of  producing  reflex  action  to  the  sphincter,  through  the 
fifth  pair  of  nerves. 

. Strong  efforts  to  accommodate  the  eye  are  recommended.  Counter- 
imtation  m every  variety  about  the  temples  and  forehead  has  been 
found  useless. 

Mydriasis  from  disease  of  the  sympathetic  nerve  has  been  con- 
sidered among  the  affections  of  the  ophthalmic  portion  of  that  nerve. 
Myosis.  This  is  persistent  regular  contraction  of  the  pupil  far 
I below  the  medium  size,  with  immobility,  or  with  but  the  slightest 
movements  under  light,  or  under  the  use  of  atropine,  and  without 
change  of  structure  m the  iris,  or  in  the  eye. 

It  has  always  been  classed  under  the  two  forms  of  paralytic  and 
sp—e  Of  the  first,  which  ought  not,  strictly  speaking^  to  be 
placed  under  my  definition,  sufficient  notice  has  been  taken  in  the 
■section  on  paralysis  of  the  sympathetic  nerve.  Contraction  of  the 
pupil,  which  occurs  when  the  third  nerve  is  irritated,  in  brain  diseases 

S’  “ °PiUm  °r  in  Phobia,  is  not 

01  the  pathology  of  the  second,  or  true  mydriasis,  nothing  is 

r^W^nX  0 7 S'®080  that  (h-  be  some 

K s“Tf  a l t TI  Supplyine  the  iris-  The  aperture  may  bo 
c size  of  a pm  s head,  or  even  the  point  of  a pin  It  is  verv 

ohmk.  The  visual  field  is  contracted.  The  brilliancy  of  retinal 
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images  is  decreased,  and  higli  illumination  is  necessary  for  clear 
vision.  With  excessive  contraction  there  is  almost  blindness.  Both 
pupils  are  generally  affected.  In  some  cases  the  person  only  sees 
during  some  hours  of  the  day.  Headaches  are  often  associated.  The 
most  frequent  subjects  of  it  are  those  of  a debilitated  constitution  and 
cachectic,  and  those  who  are  exceedingly  nervous  and  irritable. 

It  is  supposed  that  the  use  of  the  eye  on  minute  objects,  such  as 
watch-making,  engraving,  and  the  like,  is  an  exciting  cause.  If  such 
occupations  are  thus  injurious,  it  is  because  of  the  constant  use  of  the 
high  positive  lenses  which  are  employed  therewith.  I have  met  with 
myosis  most  frequently  as  a complaint  in  persons  who  have  not 
required  to  labour  for  their  living.  I have  never  seen  it  under  adult 
age. 

There  is  not  any  special  treatment.  Nothing  that  has  been  tried 
has  proved  of  any  avail. 

Tremulous  Iris.  This  is  loss  of  motion  of  the  iris,  inaction,  with 
shaking,  or  tremulousness,  when  the  eyeball  is  moved  quickly.  The 
movement  may  be  very  marked  and  apparent,  as  if  the  his  were 
loose,  or  but  so  slight  as  not  to  be  seen  except  it  is  carefully  looked 
for,  when  the  eyeball  is  sharply  twitched  about.  It  is  often  called 
paralysis  of  the  iris.  It  seems  to  me  that  the  term  is  inapplicable. 

The  iris  is  unchanged  in  structure.  The  pupil  is  round,  a little 
reduced  in  size,  not  contracting  or  expanding  under  the  usual  in- 
fluences of  nature,  instances  to  the  contrary  being  very  exceptional. 
It  acts,  however,  freely  under  atropine. 

The  affection  is  frequently  seen  after  the  removal  of  the  lens  by  all 
of  the  operations  for  cataract,  but  particularly  that  for  displacement. 
It  is  invariably  marked  after  extraction,  where  vitreous  humour  has 
been  lost.  I never  saw  it,  in  any  degree,  in  connection  with  pro- 
lapse of  the  iris  after  the  operation  tor  extraction.  It  often  results 
from  a blow  on  the  eye  when  any  internal  damage  is  produced,  paiti- 
cularly  when  the  retina  suffers.  It  may  follow  a wound  that  im  oh  es 
the  sclerotica  and  the  choroid.  It  is  seen  in  cases  ot  capsulo-lenticular 
cataract,  not  of  traumatic  origin.  It  is  a complication  not  uncommon 
in  congenital  cataract.  I saw  it  once  slightly  in  a girl,  whose  eye 
was  otherwise  healthy,  and  whose  vision  was  perfect. 

Of  the  true  nature  of  the  lesion  we  are  ignorant.  There  are  sen  eral 
theories  about  it.  One  attributes  it  to  loss  of  support  of  the  iris,  by 
the  removal  of  the  lens.  This  cannot  apply  to  all  cases.  Another  to 
fluidity  of  the  vitreous  humour.  It  is  not  an  objection  to  that  to  say 
that  bodies  are  seen  moving  in  the  humour,  when  the  iris  does  not 
shake.  The  breaking  down  of  the  humour  may  be  partial  and 
central.  It  may  be  that  for  the  trembling  there  must  be  reduction 
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of  volume  as  well  as  fluidity.  A capsulo-lenticular  cataract  of  full 
volume  often  shakes  with  the  iris.  The  increased  size  of  the  pos- 
terior chamber  in  association  with  the  affection,  lias  been  noticed  by 
many  surgeons.  There  is  not  any  scope  for  treatment. 


PARALYSIS  OF  THE  FOURTH  CRANIAL  NERVE. 


The  fourth  nerve,  or  trochlear,  is  the  smallest  of  the  cranial  nerves, 
and  arises  from  two  nuclei : the  anterior  one  is  close  to  the  aqueduct 
of  Sylvius,  and  the  posterior  one  is  in  the  upper  paid  of  the  fourth 
ventricle ; the  superficial  origin  is  from  the  valve  of  Aieussens.  It 
passes  between  the  cerebrum  and  cerebellum,  on  the  side  of  the  crus 
ceiebii,  and  enters  the  tentorium  cerebelli  near  the  posterior  clinoid 
piocess.  It  then  passes  forward  into  the  orbit,  and  supplies  the 
superior  oblique  muscle. 


The  action  of  the  superior  oblique  muscle  is  to  roll  the  cornea 
downwards  aud  outwards,  and  to  incline  the  vertical  meridian 
inwards.  The  muscle  assists  the  inferior  rectus  in  producing  a direct 
downward  movement,  and  is  further  associated  with  other  muscles  in 
producing  diagonal  movements. 

In  paralysis  of  this  nerve,  objects  will  be  seen  properly  in  the 
upper  half  of  the  field  of  vision,  but  not  in  the  lower,  where  diplopia 
will  exist.  In  such  a case,  also,  the  inferior  oblique  will  be  unopposed 
in  its  action,  and  hence,  the  eye  has  a tendency  to  be  rolled  upwards 
and  outwards.  In  the  attempt  to  move  the  eye  downwards  and 
outwards,  the  left  eye,  if  normal,  looks  downwards  and  inwards. 

The  superior  oblique  exerts  the  most  influence  on  the  position  of 
the  vertical  meridian  when  the  eye  is  moved  downwards  and  out- 
wards, and  conversely,  most  on  the  height  of  the  cornea,  when  the 
eye  is  moved  in  the  opposite  direction.  Thus,  when  it  is  paralyzed 
t le  difference  in  the  height  of  the  double  image  will  be  most  marked' 
when  the  object  is  moved  to  the  left,  as  then  the  eyes  look  down- 
wards and  inwards,  and  the  loss  of  power  over  the  position  of  the 
centre  of  the  cornea  is  most  felt ; and  in  this  movement  the  inclina- 
tion of  the  double  images  is  least  marked.  On  the  other  hand 
when  the  eye  looks  in  the  opposite  direction,  the  inclination  of  the 
double  image  is  greater,  because  the  vertical  meridians  of  the  two 
eyes  are  then  most  divergent,  and  then,  also,  the  difference  in  height 
of  tlie  two  images  is  not  so  great.  The  distorted  image,  which  looks 
nearer,  18  homonymous  or  on  the  same  side,  when  an  object  is  looked 

looked  at  aWeTttne  " “ " " whfln  “ °^ct  is 
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Paralysis  of  this  nerve  is  rare.  The  causes  are  nearly  always 
duo  to  pressure,  from  tumours,  &c. 

The  treatment  is  implied  in  what  has  been  said  under  this  head 
with  respect  to  the  other  nerves,  with  the  exception  of  an  operation. 


paralysis  of  the  sixth  cranial  nerve. 


This  nerve  supplies  the  external  rectus  only,  and  hence,  when 
paralyzed,  the  eyeball  of  that  side  cannot  move  outwards,  and  internal 
squint  results. 

Since  the  muscle,  when  acting  singly,  only  moves  the  eye  in  the 
horizontal  meridian,  the  centre  of  the  cornea  is  neither  raised  noi 
lowered,  nor  is  the  vertical  meridian  inclined.  "When  an  object  is 
held  before  the  eye,  all  movements  which  do  not  involve  the  action  of 
this  muscle  are  made  perfectly ; thus  the  patient  can  direct  the  ey  e 
upwards,  downwards,  and  inwards  properly,  but  not  outwards.  Yet 
with  very  strong  volition,  a slight  outward  movement  is  possible, 
because  the  superior  and  inferior  oblique  muscles  each  move  the  eye 
externally. 

In  a similar  manner  the  eye  moves  inwards  a little,  when  the 
internal  rectus  muscle  is  paralyzed,  owing  to  the  action  of  the  superioi 
and  inferior  recti  muscles. 

It  has  been  shown  that  when  the  lesion  is  at  the  nucleus  of  this 
nerve,  there  may  be  associated  with  it  facial  palsy  of  the  same  side. 

In  describing  palsy  of  the  internal  rectus,  I have  mentioned  that 
in  diagonal  movements  involving  that  muscle  the  position  of  the 
centre  of  the  cornea  and  the  inclination  of  the  vertical  meridian  with 
that  of  the  sound  eye  were  altered,  and  so  double  images  were  formed 

varying  in  inclination,  and  in  height. 

Precisely  similar  remarks  apply  to  the  diagonal  movements,  in 
which  the  external  rectus  muscle  takes  part.  It  is,  then,  unnecessary 
to  say  anything  further  on  this  subject,  as  the  student  can  easi.y 
make  it  out  himself,  by  remembering  that  the  movements  are  m 
just  the  opposite  direction  to  those  mentioned  when  treating  o 

the  third  nerve. 

The  causes  are  most  frequently  cranial.  I have  seen  the  paralysis 
several  times  as  the  result  of  general  depression  from  exhausting 

influences.  „ 

Treatment.  What  has  been  said  respecting  the  fourth  nerve  app  i ■■ 

The  subject  of  paralysis  of  the  muscles  of  the  eye  is  a very  difficult 
one  to  learn.  To  gain  any  knowledge  of  it  which  can  be  mai  e 
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practically  available,  requires  a very  careful  investigation  of  a 
sufficient  number  of  cases,  in  which  variety  is  met  with.  Complica- 
tion of  an  insurmountable  character  is  produced,  when  with  the 
pai  alysis  tlio  eyeball  is  displaced  in  any  direction,  from  causes 
whether  in  the  cranium,  without  it,  or  in  the  orbit. 

M.  Desmarres,  jun.,  suggests  a method  which  he  thinks  facilitates 
the  detection  of  the  paralyzed  muscle.  Two  lines,  the  one  vertical, 
and  the  other  horizontal,  are  chalked  on  a black  board,  which 
IS  so  placed  that  the  first  one  corresponds  to  the  centre  of  the 
patient’s  body,  while  the  other  is  on  a level  with  his  eyes.  The 
eyes  tire  alternately  covered  with  a piece  of  coloured  glass,  and  the 
dame  of  a candle  is  moved  across  the  field  of  vision  till  two  images 
are  seen.  One  of  the  images  will  be  farther  from  the  vertical 
hue  than  the  other,  and  the  eye  with  which  this  deviation  is 
perceived  is  the  paralyzed  one.  The  rule  given  above,  about  the 
image  being  homonymous,  or  crossed,  holds  good  here  in  proving- 
convergent  or  divergent  squint. 

General  Results.  Many  cases  of  paralysis,  doubtless,  will  get 
well,  borne  will  be  only  improved  by  treatment,  although  the 
degree  of  improvement  will  remain.  Some  will  not  be  benefited 
by  any  of  the  measures  that  have  been  described,  and  these  will 
m all  probability,  become  worse  through  the  contraction  of  the 

Zl  -T  I80”18!-0  Whi°h  is  P«"W;  »nd  this  holds 

good  with  the  recti  muscles,  as  well  as  with  the  oblique. 

n the  cases  of  paralysis  of  one  or  of  the  other  of  the  lateral 

UlToZ  r“  Sq“nt  iS  eStabHshed’  “ 


TREMBLING  OF  THE  EYEBALLS,  SOMETIMES  CALLED  NYSTAGMUS. 

The  symptoms  consist  of  an  involuntary  tremulousness  of  the  eyes 
almost  rhythmical without  impairment  of  the  muscular  movements’ 
Ihe  balancing  action,  or  controlling  of  the  muscles,  is  weakened 
The  one  eye  may  be  affected,  when  the  other  is  lost  Tl  i i • 

“ 8"y  from  side  to  side  ; sonietimesTis  , after  iil  t H g 
direction,  sometimes  the  motion  is  rotary  and  vn  ■ t obMue 
perceptible  degree  to,  perhaps,  ne^’  ? 

other  movements  are  met  with  difficult  to  bo  3 4*  *7  1 times 

trembling  has  been  described  as  oscillate  y rotary  td  '- 
They  are  nearly  always  pemanent  eonK  ’ ab- 
ruption during  the  waking  hours  and’  are  1 I b mter‘ 
vary  in  intensity.  Periods  of  Lt  are  T °°ntrol-  Th^ 
objects  are  intently  looked  at  in  a £ ££*  ^’s^ 
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circumstances  they  are  greatly  increased  it  tlie  person  be  excited, 
and  sometimes,  too,  when  the  muscles  of  accommodation  and  con- 
vergence are  much  tried,  or  if  small  objects  cannot  readily  he  re- 
cognised in  a weak  light.  They  do  not  interfere  with  the  simul- 
taneous action  of  the  two  eyes.  They  are  sometimes  associated 
with  internal  squint. 

Effects.  The  patient  himself  is  not  aware  of  the  oscillation. 
Objects  may  be  seen  as  they  are  in  motion  or  at  rest.  But  some 
persons  complain  of  apparent  unsteadiness,  or  tremor,  of  whatever 
is  looked  at.  The  movements  were  very  marked  in  a case  observed 
by  Dr.  Mackenzie,  when  the  eyes  were  directed  towards  any  object; 
but  when  the  upper  eyelid  of  the  one  eye  was  held  up,  and  the 
patient  told  to  shut  the  other,  the  oscillation  ceased.  To  this 
individual  all  objects  appeared  tremulous.  In  another  patient  the 
oscillation  ceased  when  she  looked  downwards,  but  became  very 
great  when  she  looked  upwards.  Convergence  of  the  eyes  as  in 
reading,  seemed  in  this  case  to  remove  the . oscillation.  When 
both  eyes  were  open,  the  oscillation  was  striking  ; but  if  one  eye 
were  closed,  the  other  became  perfectly  steady.  In  a case  recorded 
by  Sir  C.  Bell,  the  patient  read  with  perfect  ease,  and  yet  there 
was  no  cessation  of  the  motion  of  the  eyes.  She  threaded  her 
needle  without  any  apparent  difficulty,  and  then  showed  how 
she  could  sew,  which  was  with  the  usual  nimbleness.  All  objects 
seemed  to  be  in  their  natural  state  of  rest  or  of  motion. 

Cause.  The  disease  nearly  always  arises  in  infancy,  and  is  pro- 
duced most  frequently  by  congenital  cataract,  which  is  sufficient  y 
advanced  to  destroy  vision,  or  to  impair  it  very  much.  Any  cause 
which  brings  on  blindness  in  both  eyes  of  an  infant  may  d.e\  elope 
it ; therefore  it  is  seen  when  the  cornese  have  been  spoiled  by 
purulent  ophthalmia.  I have  known  it  to  come  on  when  a child 
has  been  long  deprived  of  sight  by  corneal  opacities,  which  after- 
wards cleared  away.  I have  seen  it  m arrest  of 
eyes,  and  also  in  congenital  defects  of  the  optic  nerve  and  he  leW 
It  may  occur  from  infantile  purulent  ophthalmia  It  is  said  to 
come  on  sometimes  at  the  commencement  of  school  hfe,  when  from 
impairment  of  sight,  sharp  or  moderately  clear  percep Bons  ^ 
difficult,  and  the  object  is  brought  close  to  the  eyes  It  is  rat 
common  to  the  albino,  when  there  is  an  absence  of  the  pigmenti 
nioTum.  I do  not  believe  in  its  being  congenital. 

The  true  nature  of  tlie  affection  is  unknown.  We  ascribe  it 
morbid  conditions  of  innervation.  It  is  not,  one  would  suppose, 
a spasmodic  affection.  The  power  of  voluntary  movement  of  he 
* in  a certain  direction  is  evidence  against  such,  as  also  othe 
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conditions  which  disassociate  it  with  trembling  of  the  limbs,  for 
instance,  its  different  cause,  its  exclusive  occurrence  at  the  early 
period  of  childhood,  the  regularity  and  constancy  of  the  symptoms, 
the  complete  similarity  in  the  movements  of  the  eyes,  and  the 
persistency  ot  the  symptoms.  A case  is  recorded  by  Dr.  Mackenzie 
m which  there  was  oscillation  of  both  eyes  attendant  on  apoplexy, 
along  with  palsy  of  the  left  side  of  the  body,  diminished  power  of 
the  right  abductor  oculi,  and  a degree  of  impaired  vision. 

It  has  been  observed  in  many  cases  of  degeneration  of  the  white 
substance  of  the  posterior  columns  of  the  spinal  marrow.  Dr. 
AVaters  has  recorded,  in  the  Med.  Chir.  Trans.,  a case  arising  from 
injury  to  the  medidla  oblongata. 

Treatment.  Nothing  can  be  done  directly  for  the  affection.  The 
early  removal  of  its  cause  when  practicable,  the  impaired  vision,  has 
been  known  to  mitigate  it  considerably.  But  it  may  remain  un- 
changed after  the  cataract  has  been  absorbed,  or  any  other  excitant 
has  passed  away. 

It  is  useless  to  attempt  as  a remedy  any  ocular  tenotomy;  all 
the  trials  of  it  have  been  useless,  or  have  made  the  eye  worse  in 
other  respects.  Any  coexisting  strabismus  should  be  treated.  It  is 
said,  but  I question  the  assertion,  that  when  the  disease  interferes 
with  sight,  as  in  reading,  relief  may  be  got  by  holding  the  book  in 
some  irregular  position. 

I he  cases  of  spinal  origin,  are  of  course  beyond  relief. 


LUSCITAS,  OR  A FIXED  STATE  OF  THE  EYEBALL,  FOR  THE  MOST  PART 
WITH  DISTORTION,  HENCE  OFTEN  CALLED  IMMOVEABLE  DISTORTION. 


I he  power  of  ocular  movement  is  extremely  limited,  or  entirely 
lost,  so  that  the  globe  of  the  eye  is  rigid  and  can  be  moved  neither 
by  will  nor  by  the  fingers.  The  stability  of  the  angle  of  distortion 
when  there  is  deviation  from  the  orbital  axis,  by  which  the  eyeball 
cannot  in  any  degree  follow  the  movements  of  the  other  eye  dis- 
tmguishes  this  disease  from  squint. 

Luseitas  is  but  a symptom  of  many  and  dissimilar  morbid  states 
1 analysis  of  the  third  nerve,  in  consequence  of  which  the  eyeball 
is  tmned  outwards  by  the  abductor  muscle,  is  the  commonest  cause 

llh  tT-'  • y613  i th0  aWuotor  wiU  ®»use  internal 

veball  tl,  t •18-1“  T 7y\  Y-  affeC‘i,lg  th°  motOT  »erves  of  tko 

whth  A T?“  i l°  ’ aUd  disen86S  of  «™«n 

which  chronic  hydrocephalus  is  prominent,  bring  on  the  affection 
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Direct  injury  to  the  muscles  of  tlie  orbit,  and  to  tlieir  nerves, 
as  from  wounds,  or  the  matting  together  of  the  muscles  from  plastic 
effusions  in  orbital  cellulitis,  are  also  causes.  Besides  these,  must 
be  mentioned  the  mechanical  influences  of  tumours  within  the  orbit, 
and  without,  growths  on  the  eyeball,  and  even  staphylomatous 
enlargement  of  the  sclerotica,  by  which  the  immovability  is  pro- 
duced in  the  one  direction  or  the  other,  upwards  or  downwards,  as 

well  as  inwards  or  outwards,  or  centrally. 

Treatment.  Nothing  is  of  use  when  the  luscitas  is  traumatic,  nor 
where  the  eyeball  is  fixed  by  inflammatory  changes  in  the  orbit. 
When  of  a direct  mechanical  origin,  as  in  the  case  of  tumours 
which  act  as  wedges,  the  removal  of  them  may  effect  a cure. 
When  of  paralytic  origin,  there  is  hope  for  amelioration,  or  cure, 
according  to  the  nature  of  the  loss  of  the  nerve  force. 


MYOTICS,  or  agents  that  contract  the  pupil. 


The  Calabar  bean  has  been  lately  found  to  be  a very  powerful 
myotic.  It  is  the  seed  of  a leguminous  plant,  the  Physostujma 
venenosum,  and  the  active  principle  is  contained  m the  kernel.  The 
preparation  used  in  experimenting  upon  the  eye,  is  a solution  of  the 
alcoholic  extract,  of  the  British  Pharmacopoeia,  m glycerine,  one  j 
minim  of  which  is  equal  in  strength  to  four  grains  of  the  bean 

The  effects  of  the  application  of  a drop  of  the  solution  to  the  eye 
are,  contraction  of  the  pupil  and  spasm  of  accommodation.  Ike 
immediate  effects  are  slight  irritation,  and  soon  after,  spasm  of  the 
lower  eyelid.  The  contraction  of  the  pupil  and  spasm  of  accommo- 
dation commence  almost  simultaneously  after,  fiom  i()U^  f° 
minutes.  The  contraction  of  the  pupil  is  at  its  maximum  after  forty 
minutes.  This  diminishes  slowly  after  three  hours,  and  disappears 

entirely  in  two  days. 

Dr.  Fraser  has  observed  a slight  dilatation  first,  and  then  a con- 
traction, and  in  some  experiments  he  noticed  that  the  pupil  osei  a e 
between  dilatation  and  contraction.  Perfect  immobility  of  the  pupil, 
however,  has  never  been  attained,  for  by  employing  t e en  °P  10 
method  of  exciting  consensual  action  by  opening  and  closing  ie 
other  eye,  the  narcotized  pupil  will  be  observed  to  move  slightly, 
though  slowly,  even  when  most  strongly  contracted.  _ . j 

With  reo-ard  to  the  effects  upon  the  accommodation,  it  is  found  tliajj 
when  a drop  of  the  standard  solution  lias  been  instilled,  into  ie 
healthy  eye,  after  ten  minutes  distant  objects  appear  dim,  indistinct. 

ton  natural.  Such  disturbance  gradually  mcreases,  tdl 
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tho  greatest  effect  is.  produced,  which  is  readied  in  about  one  hour. 
1 hen  the  farthest  point  of  distinct  vision  from  the  eye  will  be  found 
to  be  only  five  or  six  inches,  and  the  near  point  only  three,  or  three 
and  a half  inches.  The  eye,  in  fact,  has  become  intensely  myopic. 
Ibis  has  nothing  to  do  with  the  contraction  of  the  pupil,  for  Yon 
braefe  obtained  precisely  the  same  result  in  a person  who  had 
complete  deficiency  of  the  iris.  Thus  it  is  certain  that  it  is  the 
ciliary  muscle  which  is  affected,  and  that  it  is  placed  in  a state  of 
complete  spasm ; the  fatigue  which  is  felt  in  the  eye  is  an  evidence  of 
the.  fact.  When  we  remember  that  the  third  nerve  supplies  the 
sphincter  pupil]®,  which  is  now  strongly  contracted,  and  recollect 
aiso  that  the  same  nerve  supplies  the  ciliary  muscle,  it  cannot  be 
doubted  that  the  real  effect  of  the  bean  is  to  stimulate  this  nerve  and 
possibly,  in  addition,  to  paralyze  the  sympathetic.  In  regard  to  its 
action  on  the  sympathetic,  it  may  be  stated,  that  when  administered 
internally  it  prolongs  the  diastole  of  the  ventricles  of  the  heart,  and 
finally  stops  the  heart’s  action  altogether. 

Calabar  bean,  therefore,  is  a direct  antagonist  to  the  effects  of 
atropia  on  the  eye.  01 

If  Calabar  be  dropped  into  an  eye  under  the  influence  of  atroniu 
some  contraction  of  the  pupil  follows,  and  a certain  amount  of  accom’ 

modation  returns.  The  effect,  however,  soon  passes  off,  and  the 
atropia  once  more  resumes  its  sway. 


MYDRIATIC'S,  OR  AGENTS  THAT  DILATE  THE  PUPIL. 


It  is  among  the  solanaceso  that  the  most  useful  mydriatics  are 

p”d“'8  "•*•*  ***** 

I will  give  the  effects  on  the  healthy  eye  of  a dmn  „<•  .* 

solution  of  atropine,  four  grains  to  the  ounce  of  water  P * r°“S 

of  Sal“on  of  the  pupil,  followed  by  complete  insensibility 

accommodation'  followed  by  total  loss  of  it 
ne  Natation  commences  m man  within  fi  fW-n  i * 

complete  in  twenty  or  twenty-five.  The  mini]  1 • C ' ,U"  18 

normal  state  till  twelve  days  afterwards.  ’ 1 “0t  r8gam  its 
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amount  of  accommodation  lias  returned  alter  forty-two  hours ; more 
on  the  fourth  day,  but  it  is  not  until  the  eleventh  day  that  lull  powei 
is  restored. 

Mode  of  Action.  The  experiments  of  Bonders  and  V on  Braelc  have 
established  beyond  a doubt,  that  atropia  passes  directly  through  the 
cornea  into  the  aqueous  humour.  They  performed  the  following 
experiment  with  identical  results  : A solution  of  atropia  was  re- 
peatedly instilled  into  the  eye  of  a rabbit,  and  then  the  eye  was 
thoroughly  washed  with  a stream  of  water.  The  aqueous  humour 
was  then  discharged  and  introduced  into  the  eye  of  a dog,  and  kept 
long  in  contact  with  it.  Considerable  dilatation  of  the  pupil  ensued. 

A solution  containing  one  part  of  atropia  in  one  hundred  and  twenty 
thousand  parts  of  water,  kept  equally  long  in  contact  with  the  cornea, 
acted  more  powerfully,  so  that  a very  minute  trace  of  the  substance 

will  produce  the  characteristic  effects  on  the  pupil. 

Where  only  temporary  dilatation  of  the  pupil  is  required,  weak 
solutions  of  atropia  are  preferable  to  strong  ones.  The  practical 
advantage  is  spoken  of  in  the  chapter  on  cataract. 

Atropia  undoubtedly  acts  upon  the  nerves  distributed  to  the  eye. 
It  cannot  act  directly  upon  the  muscular  fibres,  as  is  proved  by  t e 
sphincter  of  the  pupil  being  paralyzed,  while  the  dilator  is  stimula  e 

to  contraction  after  its  absorption.  . 1 

We  have  the  following  facts  to  reason  from.  The  sphincter  muscle 
becomes  paralyzed.  Reflex  movements  and  accommodation  are  os  . 
Paralysis  of  the  ciliary  muscle,  with  loss  of  accommodation,  ensues, 
this  muscle  being  more  deeply  seated  is  affected  last.  Now  all  these 
effects  occur  in  paralysis  of  the  third,  or  oculo-motor  nerve.  There- 
fore we  may  conclude  that  atropia  has  a paralyzing  action  upon  this 
nerve  or on  its  fibres  at  their  distribution.  The  dilator  becomes 

S^r“ction  occur,  is  shown  by  thrown  fact,  that  hi 
oculo-motor  paralysis,  the  size  of  the  pupil  is  still  further j ^ 
atropia.  Stimulation  of  the  sympathetic  nerve  lias  tan  found  to 
produce  dilatation  of  the  pupil.  Some  physiologists ) from  to, 

that  the  atropine  has  an  action  on  the  ganglionic  ce  , 1 

Dr.  Argyll  Robertson  has,  in  a pamphlet  on  “Eye  SymyomsM 
Spinal  Disease,”  very  ably  discussed  this  point,  in  the  followinD 

™ Those  who  believe  that  atropia  excites  the  radiating  fibres  to 
contract,  rest  their  opinion  mainly  on  the  fact  that,  when  “ P»P 
dilated  from  complete  paralysis  of  the  tbrd  ^ ^ 
dilate  on  the  application  of  atropia,  and  further, 
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sympathetic  is  divided,  no  contraction  ensues  in  a pupil  fully  dilated 
by  atropia.  But,  he  continues,  experiments  on  animals  have  nega- 
tived these  views  in  a great  measure.  There  yet  remains,  however, 
the  singular  tact,  that  division  of  the  sympathetic  nerve  will  cause  the 
pupil  to  return  to  a medium  size  in  cases  where  it  has  been  previously 
fidly  dilated  by  division  of  the  third  nerve,  but  it  will  fail  to  do  so  if 
the  dilatation  is  due  to  the  action  of  atropia. 

Again,  it  has  been  shown  by  Bridge,  that  belladonna  acted  on 
the  pupil  thirteen  months  after  the  sympathetic  had  been  divided  on 
that  side,  and  where  after  death  galvanism  did  not  induce  dilatation, 
as  it  did  in  the  other  eye. 

Dr.  Robertson  thinks  that  these  facts  warrant  us  in  believing  that 
the  dilatation  is  due  to  paralysis  of  the  third  nerve.  In  cases  of 
pai  alysis  where  additional  dilatation  follows  the  application  of  atropia, 
it  may  be  that  the  nerve  was  not  completely  paralyzed  previously, 
and  it  must  be  remembered  that  there  are  nervous  ganglia  in  the  iris’ 
which  act  as  secondary  centres  of  nervous  force,  and  the  local  applica- 
tion of  belladonna  may  induce  paralysis  of  these,  which  before  were 
not  affected. 

Without  farther  discussing  the  results  of  experimenters  on  both 
sides  of  the  question,  I am  inclined  to  think  that  the  balance  of 
evidence  is  much  in  favour  of  those  who  believe  that  atropia  paralyzes 
the  circular  fibres  of  the  iris. 


CHAPTER  XVII. 

PTOSIS,  OR  PALLING  OP  THE  UPPER  EYELID. 


PARALYTIC  PTOSIS SENILE  PTOSIS — CONGENITAL  PTOSIS  PTOSIS  FROM 

HYPERTROPHY  OF  THE  PALPEBRAL  INTEGUMENT— PTOSIS  FROM 
FALLING  OF  THE  EYEBROW PTOSIS  FROM  ERYSIPELAS  AND  IN- 
FLAMMATION OF  THE  CONJUNCTIVA PTOSIS  FROM  MECHANICAL 

INJURY  TO  THE  EYELID PTOSIS  SIMULATED SUPPLEMENTARY 

OPERATION. 

* 

PARALYTIC  PTOSIS. 

Descent  of  the  upper  eyelid  may  arise  from  various  causes,  and 
there  are  degrees  in  the  falling  of  it,  from  the  slightest  loweiing, 
just  enough  to  he  detected,  to  that  dropping  by  which  its  edge  is 
below  the  margin  of  the  under  eyelid,  and  every  wrinkle  or  marking 
on  the  surface  is  removed.  This  form  of  the  loss  of  the  functions  of 
the  eyelid,  is  due  to  paralysis  of  the  levator  palpebrse  muscle. 
Paralytic  ptosis  is  the  most  common.  It  may  occur  along  with 
paralysis  of  some  of  the  other  muscles  supplied  by  the  third  nerve, 
or  exist  alone.  But  as  all  the  conditions  under  which  paralysis  of 
the  levator  may  ensue,  have  been  given  in  detail  in  the  chapter  on 
“ Paralytic  Affections  of  the  Muscles  of  the  Eye,”  under  subdivision, 
paralysis  of  the  third  cerebral  nerve,  mention  of  them  lieie  is 
unnecessary. 

The  most  marked  form  of  ptosis  is  the  fullest  degree  of  the  para- 
lytic variety.  , 

Treatment.  It  is  only  necessary  here  to  speak  of  the  treatment  03 

operative  surgery,  because  general  therapeutic  measures  have  been 
already  discussed.  When,  then,  the  possibility  of  a cure  by  general 
treatment  can  be  no  longer  entertained,  an  operation  may  be  resorted 
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to.  The  cases  best  adapted  for  this,  are  those  in  which  the  levator  is 
the  only  ocular  muscle  paralyzed.  Where  there  is  paralysis  of  some 
of  the  other  muscles  supplied  by  the  third  nerve,  and  the  eyeball  is 
displaced,  and  double  vision,  or  confusion  of  sight,  exists  when  the 
eyelid  is  raised,  an  operation  is  inadmissible,  unless  the  patient 
will  submit  to  the  removal  of  the  squint  as  well  as  the  ptosis. 

An  early  effect  of  ptosis  from  any  cause,  is  elevation  of  the  eye- 
brow, which  is  produced  by  the  frequent  efforts  of  the  occipito- 
frontalis to  raise  the  eyelid.  It  is  by  taking  advantage  of  such 
compensating  muscular  movement,  that  the  defect  is  remedied.  The 
eyelid  is  shortened,  and  thereby  brought  under  the  influence  of  this 
muscle  of  the  head. 

The  necessary  operation  is  merely  one  of  excision,  and  consists  in 
the  taking  away  of  an  elliptical  portion  of  the  palpebral  skin  of  the 
width  of  the  eyelid,  and  the  depth  of  which  should  be  determined 
according  to  the  degree  of  the  ptosis.  When  there  is  partial  loss  of 
power,  the  removal  of  a small  piece  to  tuck  the  eyelid  up  slightly  is 
sufficient.  Where  the  levator  palpebrse  is ' motionless,  or  nearly  so, 
the  eyelid  must  be  more  shortened.  Besides  this  difference  in  cases! 
respecting:  the  amount  of  skin  requisite  to  be  removed,  the  condition 
of  the  skin  itself  must  be  taken  into  account,  whether  it  be  un- 
healthy, unnaturally  thickened,  or  loose  and  baggy.  Of  kindred 
importance  also  is  the  state  of  the  eyebrow,  whether  lax  or  tense 
I he  usual  action  of  the  occipito-frontalis  of  the  patient  must  be 
inspected,  for  in  some  persons  [it  is  nearly  motionless,  and  then  it 

would  be  almost  useless  to  operate,  while  in  others  its  contractions  are 
remarkable. 


The  orbicularis  palpebrarum  should  be  left  uninjured,  for  it  is 
called  on  to  exercise  exaggerated  power  to  compensate  in  some 
manner  for  the  shortening  of  the  eyelid.  But  yet  the  closure  of  the 
eye  after  the  operation  is  principally  effected  by  the  lower  eyelid 
being  raised  above  the  ordinary  level.  Without  this  the  eye  would 
be  more  or  less  open,  and  the  eyeball  exposed  to  injurious  influences. 

1 o do  the  operation  well  an  assistant  is  necessary  He  should 
make  the  integuments  tense  by  raising  the  eyebrow  and  pulling  the 


The  piece  of  skin  to  be  removed  should  be  taken  by  dissection 
with  a scalpel,  from  the  highest  part.  The  upper  incision  should 
be  as  near  to  the  edge  of  the  orbit  as  circumstances  will  permit 

or  else  the  edge  rather  than  the  body  of  the  eyelid  will  be  influenced 
futures  are  necessary. 

yrrmendaed’  “ °rder  to  be  that  the  integu- 

ment should  be  first  pinched  up,  and,  as  it  were,  measured  with  a 
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pair  of  forceps  constructed  for  the  purpose  ; hut  for  any  information 
that  may  he  so  gained,  the  use  of  the  finger  and  thumb  will  suffice. 

Sometimes  the  skin  is  raised  with  an  instrument,  and  cut  off  with 
a scalpel  or  a pair  of  scissors.  Independently  of  the  inaccuracy  and 
insufficiency  of  this  proceeding,  a disfiguring  scar  is  the  inevitable 
result,  a great  contrast  to  my  method,  by  which  there  is  scarcely  ever 
any  trace  of  the  operation. 

If  there  be  any  doubt  about  the  extent  of  skin  to  be  removed,  the 
amount  should  be  fixed  at  the  supposed  minimum,  for  a fault  on  the 
other  side  would  be  serious.  In  the  earlier  operations  of  most 
surgeons,  generally  too  little  is  removed ; and  it  is  only  after  con- 
siderable practice  that  a proper  estimate  of  the  requisite  breadth  can 
be  made.  When  it  is  necessary  to  dissect  away  an  unusually  large 
piece,  the  outer  portions  of  the  incisions  must  not  pass  beyond  the 
external  angle  of  the  eyelids,  or  the  angle  will  be  drawn  unduly 
upwards. 


SENILE  PTOSIS. 

In  this  form,  both  eyes  are  affected,  and  the  chopping  of  the  j 
eyelids  is  very  gradual.  It  arises  from  loss  of  muscular  power  in  the  j 
levator,  consequent  on  age.  In  slight  cases  of  the  affection  the  eye- 1 
lids  can  be  much  raised  for  a short  time  by  the  will  of  the  indi- 
vidual. In  this  respect  it  differs. materially  from  paralytic  ptosis. 

A woman,  aged  sixty-four,  came  under  my  care  at  the  Central  1 
London  Ophthalmic  Hospital,  with  complete  double  ptosis.  With  a j 
strong  effort,  which  she  could  not  long  maintain,  the  two  eyes  could  I 
be  opened  sufficiently  for  her  to  recognise  any  one  before  her,  but  for  I 
her  to  move  about  or  to  engage  in  anything,  she  was  obliged  to  keep 
one  of  the  eyelids  raised  with  her  finger. 

Treatment.  An  operation  after  the  manner  directed  for  the  re- 1 
moval  of  paralytic  ptosis.  In  the  above  case  I operated  on  both  I 
eyes  with  success. 


CONGENITAL  PTOSIS. 

Congenital  deficiency  of  the  levator  palpabrse,  may  occur.  Ihisj 
is  recognised  in  the  thin  and  wasted  look  of  the  drooping  eyelid.  In| 
all  probability  the  muscle  is  sometimes  quite  absent,  yet  the  eyelid! 
even  then  seldom  drops  down  as  in  the  paralytic  form.  Subjoined! 
are  notes  of  two  cases  of  this  affection.  J 

Ptosis  of  one  eye.  W.  B.,  Esq.,  aged  twenty-two.  When  the 
eyes  were  opened  to  their  utmost,  and  directed  to  an  object  on  their 
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level,  the  cornea  of  the  left  was  not  half  uncovered,  but  about  two- 
thirds  ot  it  were  concealed,  as  is  shown  in  the  sketch. 


Fio.  126. 


When  the  two  eyes  were  shut,  they  differed  in  no  respect  from 
each  other.  The  eyebrows  were  in  a line,  and  the  skin  of  both  eye- 
lids was  wrinkled  alike. 

The  eyeballs  were  parallel,  the  recti  muscles  perfect  in  action,  and 
vision  was  unimpaired.  When  Mr.  B.  was  depressed  in  spirits  or 
fatigued,  the  eyelid  always  drooped  more.  I operated.  The  skin 
which  was  removed  was  of  the  following  size  and  shape. 

Fio.  127. 


Four  sutures  were  applied,  but  as  circumstances  obliged  my  patient 
t°  return  borne  next  day,  I withdrew  them  just  before  his  departure, 
' 80  that  theJ  were  in  only  twenty-seven  hours.  Three  weeks  after,  I 
received  a note  saying  that  there  was  great  improvement  in  the 
usefulness  and  in  the  appearance  of  the  eye  ; that  although  the 
eyelid  was  not  quite  as  high  as  the  other,  the  abstraction  of  any 
more  skin  would  have  prevented  the  eye  from  closing. 

A woman  aged  twenty-four,  applied  to  the  Central  London 
; Ophthalmic  Hospital  with  ptosis  of  the  left  eye.  The  un wrinkled 
and  elongated  eyelid  peculiar  to  complete  dropping  was  well  dis- 

P Tu  gFeat  effort’  she  could  exP°se  a small  part  of  the 

eyeball.  The  recti  muscles  were  sound.  I dissected  off  a large 

semi-lunar  piece  of  skin.  On  the  third  day  the  sutures  were  re- 
moved. I did  not  see  my  patient  for  a year,  and  the  success  of  the 
pera  ion  was  veiy  great.  J here  was  but  a faint  mark  of  the  wound. 
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Tlio  eyelid  could  l>o  raised  to  the  same  height  as  its  fellow,  and 
brought  down  nearly  to  the  same  extent.  The  eye  could  he  easily 
and  completely  closed,  this  being  effected  by  the  lower  eyelid  rising 
a little  to  meet  the  upper. 

PTOSIS  FROM  HYPERTROPHY  OF  THE  PALPEBRAL  INTEGUMENT. 

I shall  give  the  particulars  of  a case  to  illustrate  this  variety,  the 
history  of  which  is  in  the  patient’s  own  words. 

“ The  lid  of  my  left  eye  drooped  when  I was  two  years  old,  and 
as  years  passed  by,  it  continued  to  droop  and  to  enlarge ; but  I felt 
little  inconvenience  until  I was  twelve,  when  the  swelling  had  so 
much  increased  that  it  became  a source  of  annoyance  from  the  con- 
stant inquiries  of  persons.  Then,  although  I could  yet  see  down- 
wards, I wore  a shade  till  twenty.  I was  now  operated  on.  The 
hcemorrhage  was  considerable,  and  produced  feebleness,  that  lasted 
for  many  weeks.  I was  afterwards  introduced  to  Mr.  Smee. 

In  consultation  with  Mr.  A.  Smee,  we  determined  to  reduce  the 


Fig.  128. 


mass,  to  lessen  the  deformity,  and  thereby  to  endeavour  to  render 
the  eye  useful.  At  this  time  the  whole  of  the  palpebral  skin,  the 
outer  part  of  that  of  the  brow,  and  a part  of  that  of  the  temple 
was  swollen  into  a mass  that  hung  over  the  eyeball,  and  nearly 
concealed  it,  the  weight  closing  the  eyelid,  and  prevented  its  being 
elevated  by  natural  efforts.  All  that  was  pendulous  was  eircuni- 
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| scribed  by  transverse  elliptical  incisions  by  Mr.  Smee,  and  removed. 
\ ery  active  bleeding  ensued,  and  several  ligatures  were  required. 

The  appearance  of  the  excised  portion  was  like  the  thickening  and 
enlargement  ol  the  skin  in  elephantiasis  of  the  scrotum  which  takes 
place  in  hot  climates.  The  actual  pathological  change  was  hyper- 
| trophy  of  the  skin  and  subjacent  cellular  tissue.  The  result  was  not 
unsatisfactory,  tor  the  deformity  was  greatly  lessened,  and  the  eyelid 
' could  be  sufficiently  raised  to  render  the  eye  available.  Figure  128, 
shows  the  after  state  of  the  eye.  The  dotted  line  marks  the  course 
of  the  cicatrix. 


PTOSIS  FROM  FALLING  OF  THE  EYEBROW. 

During  my  house-surgeoncy  at  St.  Bartholomew’s  Hospital,  there 
was  in  attendance  as  an  out-patient,  a man  thirty  years  old,  whose 
left  eye  was  nearly  closed  from  falling  of  the  eyebrow.  The  skin 
was  not  unhealthy,  nor  could  I observe  any  other  change  than 
paralysis  ot  the  occipito-frontalis  muscle  on  that  side.  He  told  me 
that  he  was  born  in  that  state.  The  levator  palpebrce  was  sound, 
for  when  the  eyebrow  was  held  up  the  eyelid  could  be  raised.  The 
othei  side  of  the  face  was  unaffected.  Fig.  129,  is  an  accurate  sketch 


Fig.  129. 


of  the  appearance  of  the  eye.  At  the  time  of  the  sketch  the  patient 

was  sitting  and  looking  directly  at  the  draughtsman,  who  was  on 
the  same  level. 

I doubt  not,  but  that  this  man  might  have  been  relieved  bv 
removing  some  of  the  integuments  of  the  forehead.  J 

■ Some  foreign  surgeons  regard  mere  looseness  or  relaxation  of  the 
ukm  as  a cause  of  ptosis ; but  it  is  not  easy  to  see  how  that  can  have 

fctr  mCTld  We'eht  be  ^ded  to  relaxation, 

noveme  ""  “ °f  tlS8Ues  of  the  ^Kd  will  affect  its 
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PTOSIS  FROM  ERYSIPELAS  AND  INFLAMMATION  OF  THE  CONJUNCTIVA. 

Ptosis,  in  a slight  deg'ree,  may  ensue,  after  the  eyelid  has  been 
severely  inflamed  from  erysipelas,  or  from  chronic  inflammation  of 
the  conjunctiva,  in  the  so-called  chronic  ophthalmia  with  gramdar 
eyelid.  It  has  never  occurred  to  me,  to  see  the  affection  sufficiently 
marked,  to  induce  me  to  recommend  an  operation. 


PTOSIS  FROM  MECHANICAL  INJURY  TO  THE  EYELID. 

This  scarcely  comes  under  consideration  here,  but  should  rather  be 
classed  with  wounds  and  injuries  to  the  eyelids.  A case  in  point  is 

there  given. 


SIMULATED  PTOSIS. 

Ptosis  is  simulated  when  the  eyeball  is  a little  less  in  size  than  its 
fellow  from  congenital  defect,  or  from  atrophy  consequent  on  disease, 
so  that  the  eyelid  droops.  An  operation  will  materially  improve  the 
personal  appearance  in  such  cases,  by  raising  the  eyelid  and  exposing 
more  of  the  globe  of  the  eye.  A young  patient  of  mine  availed] 
herself  of  this.  The  eyeball  was  congenitally  small,  and  the  narrow 
aperture  of  the  eyelids  gave  the  usual  disagreeable  appearance. 


SUPPLEMENTARY  OPERATIONS. 


In  a few  cases  of  ptosis,  I have  found  it  necessary  to  add  a supple- j 
mental  operation  to  that  above  described;  for,  although  I hj 
removed  sufficient  skin  to  affect  the  greater  part  of  the  eyelid,  the 
inner  angle  yet  drooped.  The  removal  of  more  integument  m an; 
oblique  direction  over  the  drooping  spot,  has  been  effectual.  J 

Two  other  operations  have  been  suggested  for  ptosis,  and  practise*! 
but,  as  I believe,  without  benefit  The  one^is  -J 


but,  as  i uenevc,  wmiuuu  — — .,  , , ■ 

palpebral  end  of  the  levator  palpebrce,  and  attach  it  to  a spot  | 
advance.  The  other  is  to  divide  the  skin  of  the  eyelid  along 
entire  width,  close  to  the  tarsal  margin,  to  separate  the  edges  o _ j 
wound,  to  remove  a considerable  portion  of  the  fibres  of  e or  ic  j 
laris,  and  to  close  the  wound  by  sutures. 


CHAPTER  XVIII. 


STRABISMUS,  OR  SQUINT. 


DEFINITION PERIOD  AT  WHICH  IT  OCCURS INTERNAL  SQUINT 

CAUSES — MORBID  ANATOMY VARIETIES STATE  OF  VISION — TREAT- 
MENT— RESULTS EXTERNAL  SQUINT PATHOLOGY  VARIETIES 

CAUSES TREATMENT DEFECTS. 


Scissors.  The  obtuseness  of 
the  points  of  the  scissors  here 
■ figured  effectually  prevents  in- 
jjury  being  done  to  the  eyeball, 
while  it  does  not  interfere  in 
any  degree  with  their  cutting 
powers. 

Large  bows  facilitate  the  use 
of  the  instrument,  by  allowing 
it  to  be  held  easily,  and  in 
a line  with  the  fingers ; and 
short  handles  ensure  greater 
steadiness  in  directing  it. 

All  kinds  of  curved  scissors 
are  unsuited  to  the  operation. 

Blunt  Hook.  Fig.  131.  The 
! curvature  ought  not  to  be  greater 
►than  will  allow  of  the  ready  pas- 
sage of  the  instrument  under  the 
i muscle,  while  it  should  be  suffi- 
cient to  enable  it  to  be  used 
as  a hook.  The  point  should 
be  round  and  smooth.  A bul- 
bous end  is  objectionable. 

It  is  more  than  a hundred 
years  ago  since  our  countryman 
Taylor,  an  itinerant  oculist, 
operated  for  squint.  In  the 


Fig.  130. 


366 


STRABISMUS,  OR  SQUINT. 


Fig.  181. 


Mercury  of  France  for  June  1737,  there  is  the  following  announce- 
ment : — “ Dr.  Taylor,  oculist  to  the  King  of  Great  Britain,  has 
just  arrived  at  Paris,  at  the  London  Hotel,  rue  Dau- 
pliine,  where  he  proposes  remaining  till  the  beginning  of 
July,  after  which  he  will  leave  for  Spain.  He  requests 
us  to  publish  the  discoveries  he  has  made,  of  straighten- 
ing squinting  eyes  by  slight  and  almost  painless  opera- 
tion, and  without  fear  of  accident.” 


It  was  suspected  that  he  operated  only  on  the  inferior 

•rpf,  a 


oblique  muscle  ; but,  being  a charlatan,  he  kept  his  secret, 
miracle  as  it  was  called,  to  himself,  and  it  is  most 
probable  that  the  lateral  recti  were  divided.  Heurmann, 
who  wrote  at  Leipsic,  in  1756,  on  the  newest  smgical 
operations,  criticises  Taylor’s  practice,  declaring  that  it 
was  attended  with  only  temporary  benefit,  and  that 
patients  would  scarcely  submit  to  it,  on  account  of  the 
pain  and  uncertain  results.  In  1738,  Taylor  published  a 
pamphlet,  entitled  “ De  Yera  Causa  Strabismi.” 

In  the  first  supplement  of  the  “ Annales  d’Oculistique,” 
page  258,  the  following  sentence  occurs  relative  to  the 
treatment  of  squint  in  England  by  an  operation,  in  the 
“ Dissertation  ” of  Yerkeyden,  1/6/  : “ Strabones,  pei- 
multos  ferro  sanatos  apud  Anglicos  vidi.” 

It  is  well  known  that  Mr.  Anthony  White,  of  the 
Westminster  Hospital,  suggested,  forty  years  ago,  the 
division  of  the  recti  muscles,  as  an  eligible  surgical  process! 
for  this  disease,  and  looked  out  diligently  for  squinting 
animals  on  which  to  test  his  theory,  before  operating  on 
man.  Stromeyer,  in  the  year  1838,  appears  to  have! 
been  the  next  to  propose  it;  and  Pauli,  of  Landau, 
operated  on  a girl,  but  failed.  The  first  successful  case, 
on  record  in  modern  times  was  by  Dieffenbach,  on  the 
‘26th  of  October,  1839.  Many  aspirants  for  the  honour  of  reviving 
the  practice  have  appeared ; but  it  is  universally  conceded  that  we 

are  indebted  for  its  resuscitation  to  Dieffenbach 

The  supposed  new  operation  was  quickly  adopted  and  zealously 
advocated  in  London,  and  was  soon  recognised  as  belonging  to  egi  i 


well-executed  operation  is  singularly  successful,  surpassing  m 
its'result  and  in  its  permanency  most  of  those  which  are  practised  for 
the  removal  of  deformities. 

Definition  of  Squint.  In  scientific  terms,  a person  may  he  said 

he  L no  longer  binocular  vision,  that  rs,  when  from 
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lateral  malposition  of  one  or  both  eyeballs  his  visual  lines,  or  axes, 
do  not  meet  at  a fixed  point ; and  when,  therefore,  the  yellow  spots 
of  the  retinae  receive  the  images  of  different  objects.  The  visual 
axes  may  be  described  as  imaginary  lines  passing  from  the  yellow 
spots  through  the  optical  centres  of  the  eyeballs.  There  is  over- 
balancing, exercised  temporarily  or  permanently,  of  one  of  the 
i muscles  of  the  eye  in  the  associated  movements  of  the  eyeballs, 
i in  consequence  of  which,  the  axes  are  not  directed  at  the  same  time 
to  any  one  point  in  the  visual  field,  but  deviate  in  a certain  clirec- 
i tion,  and  according  to  the  loss  of  such  balance,  in  a uniform  angle. 
It  is,  therefore,  a moveable  distortion  of  the  eyeball  or  eyeballs. 

To  reduce  it  to  simpler  and  shorter  language,  one  may  say  that 
there  is  squint,  where  the  two  eyes  cannot  be  simultaneously  directed 
to  an  object. 

But  this  definition  is  not  absolutely  comprehensive,  as  it  does  not 
include  a squint  when  there  is  only  one  eye,  the  other  having- 
collapsed  from  injury  or  disease,  a condition  which  I have  met  with 
as  internal  squint  several  times. 

Apparent  Squint.  Every  one  must  have  noticed  that  persons  who 
are  very  near-sighted  seem  to  squint  inwards  a little.  An  outward 
deviation  is  sometimes  met  with  in  hypermetropic  eyes,  not  so  marked 
in  its  kind  as  the  other.  This  was  first  pointed  out  by  Dr.  Mackenzie, 
who  showed  that  we  require  to  distinguish  inversion  and  eversion 
from  mutual  convergence  and  mutual  divergence,  and  that  the  want 
of  parallelism  in  the  axes  of  the  eyes,  and  not  mere  inversion  or 
eversion,  is  the  essential  characteristic  of  strabismus.  He  illustrates 
this  by  a case  which  was  submitted  to  a careful  examination.  Strictly 
speaking,  however,  the  eyes  are  not  naturally  quite  parallel,  and  the 
anatomical  arrangement  of  the  muscles  is  for  divergence. 

The  conditions  on  which  these  appearances  depend,  are  explained 
by  Bonders  as  being  caused  by  an  abnormal  increase  or  decrease  in 
the  angle  formed  by  the  visual  axis  with  the  axis  of  the  cornea,  while 
the  axes  of  both  eyes  correspond.  He  gives  a table  of  the  measure- 
ments in  a normal  eye,  from  which  it  appears  that  the  angle  varies 
from  d ) 6 to  i , also  a table  of  calculated  results  from  myopic  and 
hypermetropic  subjects.  It  seems  by  these  that  when  the  angle  is 
beyond  ' , as  it  often  is  in  hypermetropia,  there  is  apparent  diver- 
gent squint,  and  when  much  less  than  3°  there  is  apparent  conver- 
gent squint. . It  is  necessary  to  give  his  conclusions  about  the  centre 
; of  motion,  with  his  diagrams  : 

1st.  That  m the  emmetropic  eye  the  centre  of  motion  is  situated 
at  a considerable  distance  behind  the  middle  of  the  visual  axis. 

hid.  Unit  in  myopic  individuals  the  centre  of  motion  is  situated 
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more  deeply  in  the  eye,  but  also  farther  from  the  posterior  surface, 
and  indeed  so  that  in  the  eyes  of  such  persons  the  relation  between 
the  parts  of  the  visual  axis  situated  before  and  behind  the  centre 
of  motion  is  nearly  the  same  as  in  the  emmetropic  eye. 

3rd.  That  in  hypermetropic  eyes  the  centre  of  motion  is  situated 
not  so  deeply,  but  relatively  very  much  closer  to  the  posterior  surface 
of  the  eye. 

The  subjoined  figures,  Fig.  132  representing  an  emmetropic  eye, 
Fig.  133  a myopic,  and  Fig.  134  a hypermetropic  eye,  are  intended  to 
illustrate  the  meaning  of  that  angle,  and  at  the  same  time  the  position 
of  the  centre  of  motion  cl.  All  are  seen  in  horizontal  sections  carried 
through  the  optic  nerve  n.  i is  therefore  the  innermost,  e the  outer- 


Fig.  134. 


most  part  of  the  eye.  The  axis  of  the  cornea,  g a,  cuts  the , cornea^ m 
the  middle;  to  this,  in  fact,  the  apex  of  the  f ^“4  o the  ccunea 
corresponds.  Now  this  axis  is  by  no  means  dn-ected  to  the  objec 
LTd  at,  which,  as  such,  has  its  image  in  the  fovea  centrahs  of  the 
el  low  spot  l A line  drawn  from  the  retinal  image  of  the  fovea  een  la 

the  axis  of  the  cornea  in  the  united  nodal  point  K.  The  an g , , _ 

therefore  the  angle  between  the  axis  of  the  cornea  and  the  W me  m 
+1  l Vmital plane  In  the  vertical  plane  this  is  usually  nuu  i w>, 

the  homo  talp  ane^  t 1^  Now,  it  appears 

T , Z emme trolhc  eye  the  visual  line  cuts  the  cornea  to  the 
“de”of  its  axis.  Hence,  it  follows,  Donders  concludes,  that  m 
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looking  at  distant  objects  while  the  visual  lines  are  parallel,  the 
axes  of  the  cornea  in  emmetropic  individuals  diverge  about  10°  more 
in  those  who  are  hypermetropic,  but  less  in  myopic  persons,  in  which 
last  they  may  even  converge.  This  gives,  considering  the  position 
ot  the  eye  in  emmetropic  subjects  to  be  normal,  in  hypermetropics 
apparent  strabismus  divergens,  in  myopios  apparent  strabismus  con- 


verges. 


There  is  an  apparent  squint  of  another  kind,  in  persons  who  have 
one  eyeball  much  larger  than  the  other,  so  that  the  palpebral  aper- 
ture is  much  wider  on  the  one  side,  and  the  one  cornea  therefore 
much  farther  from  the  middle  line,  than  the  other. 

True  squint  is,  then,  a deviation  of  the  visual  axes.  The  axis  of 
the  one  eye  being  directed  to  the  object  desired  to  be  seen,  while 
that  of  the  other  is  turned  too  much  inwards,  internal  squint,  or 
outwards,  external  squint. 

Degree  of  Squint.  This  varies  very  much,  from  a slight  deviation 
of  the  natural  position  of  the  eyeball,  to  the  most  marked  inversion 
or  eversion.  There  is  no  direct  practical  advantage  to  be  obtained 
from  a knowledge  of  the  degree  of  the  squint,  although  this  is 
asserted  by  some,  because  the  operation  for  the  removal  of  the 
squint  is  not  regulated  by  the  amount  of  the  deformity.  Several 
methods  have  been  devised  for  taking  the  measurement.  A very 
handy  one  is  by  the  strabisometer  of  the  late  Mr.  Z.  Laurence. 
The  instrument  is  a little  gauge,  made  in  ivory,  and  curved  like  the 
lower  eyelid,  having  a graduated  border  with  lines  and  half  lines. 
To  use  it,  the  centre  is  placed  at  the  margin  of  the  lower  eyelid* 
exactly  where  the  centre  of  the  cornea  should  be,  this  being  judged 
of  by  the  healthy  eye  while  looking  at  a distant  object,  °and  the 
measurements  of  the  inversion  of  the  eyeball  or  the  eversion  are 
then  taken.  There  is  an  instrument  by  Meyer,  which  is  still  more 
accurate,  but  it  is  complicated. 

The  simplest  and  readiest  manner  of  effecting  the  measurement 
without  an  instrument  is  done  in  this  way.  The  patient  looks  at 
an  object  twenty  inches  distant.  A dot  is  then  made  at  the  margin 
of  the  lower  eyelid  of  the  squinting  eye,  just  ,mder  the  cento  of 
the  pupil.  The  healthy  eye  is  then  covered,  while  the  squinting  eve 
is  used.  A second  dot  is  now  made  on  the  same  eyelid,  just  under 
10  pupil,  m its  altered  position.  The  distance  between  the  two 
dots  indicates  the  degree  of  strabismus,  which  is  spoken  of  accord 
.ugly  as  two,  three,  four,  or  six  lines,  &c.  It  is  also  called  the 
primary  angle  of  deviation.  The  term  secondary  angle  is  applied 
to  the  deviation  which  takes  place  in  the,  second  eye,  which  is  sun- 
posed  to  bo  sound,  when  the  distorted  eye  is  directed  forwards. 


H If 
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Methods  have  been  devised  for  taking  the  measurement  by  angles, 
but  it  is  unnecessary  to  describe  them,  as  they  are  merely  ingenious 
and  difficult  scientific  refinements,  more  lor  the  amusement  ol  the 

inventors  than  for  use  in  practice. 

But  the  measuring  of  a squint  is  open  to  fallacy,  because  the  angle 
of  deviation  may  occur  voluntarily,  just  as  a person  may  squint 
with  normal  eyes,  and  a squinting  person  often  makes  use  of  such 
power.  This  applies  to  internal  as  well  as  external  squint. 

The  period  of  life  at  which  squint  occurs.  From  early  infancy  the 
eyes  may  lose 'their  parallelism  and  turn  inwards. . As  all  new-born 
babies  have  a somewhat  squinting  appearance,  it  is  not  always  easy 
to  say  whether  squint  really  does  or  does  not  exist  till  the  infant 
gets  sufficient  intelligence  to  clutch  at  objects.  I am  myself  quite 
satisfied  that  squint  has  existed  in  several  children  who  have  been 
brought  to  me  within  the  month,  and  therefore  it  is  not  unreasonable 
to  suppose  that  the  statements  of  the  mothers,  to  the  effect  that  the 
squints  were  observed  a few  days  after  birth,  were  correct.  There  is 
no  reason  at  all  why  squint  should  not  be  congenital,  since  there  is 
congenital  club  foot,  and  other  congenital  muscular  contractions. 
The  age,  however,  at  which  the  deformity  generally  appears  is 
between  the  fifth  and  ninth  years.  It  rarely  occurs  as  late  as  the 

eighteenth  year. 

Paralytic  squint  forms  an  exception,  and  generally  comes  on  after 

childhood,  and  not  infrequently  in  adult  age. 

Ophthalmoscopic  changes  observed  in  squinting  eyes.  Congenital 
anomalies  are  found  in  one  or  both  eyes ; but  there  is  no  constant 
and  invariable  appearance,  which  may  be  taken  as  pathognomonic. 
The  margin  of  the  optic  disk  is  sometimes  ill-defined,  and  more 
highly  vascular  on  the  inner  side,  so  that  m this  direction  the  dis  v 
appears  shaded  off  into  the  rest  of  the  fundus.  Sometimes  there 
is  an  irregularity  in  the  outline  of  the  disk,  with  a morbid  deposit 
of  pigment  at  one  spot.  Perhaps  the  most  common  appearance  is 
hypersemia  of  the  whole  fundus  of  the  eyeball,  or  of  a,  part  of  the 
optic  disk.  This  may  be  due  to  a very  chronic  choroiditis.  When 
hypermetropia  exists,  the  well-known  refraction  of  this  state  of  the 
eye  is  at  once  apparent. 
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Hype mic tropin.  In  many  cases  this  optical  defect  exists.  The 
■\  cry  frequent  association  of  abnormal  sight  with  squint  had  been 
recognised  long  ago  by  many  surgeons.  Within  the  last  few  years 
this  connection  has  been  put  forth  prominently  by  Donders,  whose 
opinions  I shall  freely  give.  In  general,  says  this  observer,  it  is 
not  the  highest  degree  of  hypermetropia  with  which  strabismus  is  ■ 
combined.  Often,  at  least  in  young  persons,  the  hypermetropia  is 
completely  latent.  It  is  involuntarily  neutralized  by  tension  of 
the  power  of  accommodation,  and  is  first  recognised  on  artificial 
paralysis  of  the  accommodation,  by  the  use  of  atropia. 

Two  of  Donders’s  colleagues  examined  sixty-two  cases  of  con- 
vergent concomitant  squint,  and  found  hypermetropia  in  twenty- 
nine.  Donders  readily  accepted  this  result,  because  he  considered 
that  they  had  detected  only  manifest,  not  latent  hypermetropia. 
He  himselt  had  not  been  able  directly  to  establish  manifest  hyper- 
metropia in  much  more  than  fifty  per  cent,  of  his  cases.  He  goes 
on  to  remark,  the  hypermetropic  individual,  to  see  distinctly,  must 
accommodate  comparatively  strongly.  This  holds  good  for  all 
distances.  Even  in  looking  at  remote  objects,  he  must  endeavour 
to  overcome  his  hypermetropia  by  tension  of  accommodation,  and 
m proportion  as  the  object  draws  near,  he  must  still  add  as  much 
accommodation  as  the  normal  eye  would  need.  The  vision  of  near 
objects,  therefore,  especially  requires  extraordinary  tension.  There 
exists  a certain  connection  between  accommodation  and  convergence 
of  the  visual  lines.  The  more  strong  the  convergence,  the  more 
powerfully  is  the  faculty  of  accommodation  brought  into  action. 

A certain  tendency  to  increased  convergence,  so  soon  as  a person 
wishes  to  put  his  power  of  accommodation  upon  the  stretch  is 
therefore  unavoidable.  This  tendency  exists  in  every  hypermetropic 
person.  . An  emmetropic  person  also  may  convince  himself  of  this 
by  holding  negative  glasses  before  his  eyes,  and  thus  bringing  the 
eyes  temporarily  into  a condition  of  hypermetropia.  He&  will 
distinctly  remark  that  on  endeavouring  to  see  accurately  double 
images  every  time  threaten  to  appear  as  the  result  of  increased 
convergence,  and  that  he  soon  lias  a choice  only  between  indistinct 

,°  .9Ct“ft’  tlle , ,ldea  at  once  oec>™  how  is  it  if  the  two  stand  so 
much  m the  relation  oi  cause  and  effect,  that  squinting  bears  so 

small  a proportion  to  the  faulty  refraction?  lenders  offers  an 
explanation  in  the  following  way  : 


b b 2 
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In  general  tlio  necessity  of  seeing  an  object  single  with  both  eyes 
together  is  deeply  felt.  The  direction  of  the  visual  lines  is  thereby 
forcibly  determined.  If  a weak  prismatic  lens,  with  the  refracting 
edge  turned  inwards,  be  brought  before  one  of  the  eyes,  the  object 
looked  at  is  directly  seen  double,  but  increased  convergence  is 
immediately  involuntarily  produced,  which  makes  the  double  images 
coalesce,  and  if  in  a few  moments  the  lens  is  turned,  double  images 
immediately  reappear,  which,  however,  rapidly  disappear  m con- 
sequence of  lessening  the  convergence.  This  abhorrence  of  double 
images,  or  rather  the  instinctive  adherence  to  binocular  vision, 
preserves  most  hypermetropic  individuals  from  strabismus.  I ey 
sacrifice  the  advantages  of  seeing  accurately,  rather  than  that 
objects  should  form  their  images  on  the  two  yellow  spots.  In  this, 
therefore,  is  found  the  reason  why  most  hypermetropic  persons  do 
not  squint.  If  one  eye  be  covered  with  the  hand,  while  it,  as  well 
as  the  other,  is  open,  the  visual  line  will,  in  most  hypermetropics, 
rapidly  deviate  inwards.  The  same  thing  takes  place  when  an 
emmetropic  person  holds  a negative  lens  before  the  uncovered  eye. 

Donders  next  reviews  the  circumstances  which  must  co-operate  to 
give  rise  to  squint  in  hypermetropic  persons,  and  concludes  that  they 
are  those  which  diminish  the  value  of  binocular  vision,  and  those 


which  render  the  convergence  easier. 

To  the  first,  as  the  chief  cause,  he  assigns  congenital  dehciency  in 
the  accuracy  of  vision,  or  in  the  refractive  condition  of  the  eyes  and 
to  the  latter  of  which  he  considers  due,  m part,,  to  astigmatism, 
in  part  to  a still  unknown  imperfection  of  the  retina,  and  supplies 
this  theory : If  the  diminished  accuracy  of  vision  affects  on  y 
one  eye,  then,  on  too  great  convergence,  the  image  of  this  eye  will 
not  so  much  disturb  vision.  The  same  is  the  case  when  the  degree 
of  hypermetropia  in  the  deviating  eye  is  greater,  and  the  image  m 
this  eye  is,  therefore,  less  accurate.  In  either  case,  consequen  } , 
strabismus  will  more  easily  arise.  But  the  tendency  dou  y 
increases  when  both  circumstances,  a higher  degree  of  hypermetropia 
and  diminished  accuracy  of  vision,  as  is  often  the  case,,  occur  com- 
bined in  the  same  eye.  If  the  eye  has  long . deviated,  there 
arises  a secondary  diminution  of  the  accuracy  of  vision,  as  a result 

°f  As^an'accessory  cause,  he  ascribes  spots  on  the  cornea.  He  does 

not  admit  that  these  in  themselves  can  be  capable  of  exci  m 

strabismus,  because  although  the  image  of  the  affected  eye  is  e 

nerfect  experience  shows  that  even  then  the  preference  is  gr*  on 
perfect,  P it  is  quite  a different  question  whether, 

rSp— la  e-Js,  TO*  on  the  corneannd  other  ohscnnt.es 
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might  not  increase  the  tendency  to  strabismus,  or  whether  the  less 
accurate  image  in  the  visual  axis  might  not  make  the  image  less 
disturbing,  and  diminish  the  abhorrence  of  an  accessory  second  image. 
I am  quite  sure  that  squint  may  follow  any  defect  which  mechanically 
interferes  with  accurate  sight  even  in  emmetropic  eyes. 

do  the  second  cause,  those  which  render  convergence  easier,  and, 
as  such,  would  promote  the  squint,  he  assigns  : 

First,  peculiar  structure  or  innervation  of  the  muscles,  easy 
mobility  of  the  eyeball  inwards.  All  that  follows  in  support  of 
this  appears  to  me  to  be  purely  hypothetical. 

Secondly,  relation  between  the  visual  line  and  the  axis  of  the 
cornea.  The  arguments  here  may  be  thus  summed  up:  That  as 
hypermetropic  persons  in  general  are  obliged  to  make  more  than 
ordinary  divergence  of  the  visual  axes,  to  give  a parallel  direction 
to  the  visual  lines,  it  is  natural  to  assume,  that  when  for  single 
\ isiou  moie  than  ordinary  divergence  of  the  corneal  or  visual  axes 
is  required,  the  divergence  may  easily  be  insufficient,  and  that, 
accordingly,  as  a matter  of  course,  for  seeing  at  a shorter  distance 
there  may  readily  be  too  great  convergence. 

It  certainly  seems  to  me  that  although  Donders  in  his  writings, 
at  first,  gives  such  a prominent  place  to  hypermetropia  as  the  cause 
of  squint,  the  qualifications  which  are  subsequently  introduced  tend 
much  to  reduce  its  validity.  The  following  paragraph  bears  this  out : 
Everything  seems  to  indicate  that  the  hypermetropic  eye  must  be 
considered  as  an  incompletely  developed  organ,  and  this  not  only 
from  its  structure,  but  also  from  the  very  imperfect  manner  in 
which  it  performs  its  functions.  It  appears  to  me  from  my  examina- 
tion of  cases,  as  well  as  from  the  history,  that  when  the  distortion 
arises  from  any  peculiarity  of  vision  the  spoiling  of  the  sight  is 
due  more  to  some  defect  in  the  retina,  or  in  the  optic  tract,  congenital 
or  acquired,  than  to  mere  hypermetropia.” 

One  of  his  early  remarks  about  squint  is  that  it  is  merely  a 
symptom,  depending  on  very  different  conditions,  and,  as  such 
connected  with  different  phenomena;  but  he  writes  besides  in 
another  place,  since  in  strabismus  convergens  hypermetropia  in 
general  exists,  no  other  connection  is  conceivable  than  that  hyper 
metropia  is  the  cause  of  the  deviation.”  - Hypermetropia,”  he 
adds,  “is,  indeed  the  primary  anomaly;  strabismus  is  a secondary 
condition,  which  does  not  arise  until  some  years  after  birth.” 

Might  it  not  be  said,  as  an  answer  to  this,  that  the  defective  sight 
which  he  admits  to  be  common,  and  to  arise  from  congenital  causes  or 
otherwise,  frequently  exists  before  the  strabismus,  and  when  so  exist- 
ing, is  the  cause  of  the  subsequent  squint? 
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In  vain  have  I been  looking  for  squint  with  hypermetropia  only, 
that  form  of  faulty  refraction  with  good  power  of  accommodation, 
in  which  the  application  of  lenses  will  enable  the  squinter  to  see 
minute  and  distant  bodies. 

I find,  as  a rule,  that  where  hypermetropia  is  present  with  squint, 
loss  of  acuteness  of  vision  is  more  frequently  associated  with  it  than 
not.  I am,  therefore,  disposed  to  attribute  the  deformity  more  to 
the  impairment  .of  sight  than  to  the  hypermetropia.  I suspect  that 
hypermetropia  is  seldom  absent  when  there  is  any  other  visual 
congenital  defect. 

Where,  in  periodic  squint,  with  hypermetropia,  some  loss  of  acute- 
ness of  vision  occurs,  a convex  lens  enables  the  eye  to  right  itself. 

I consider  that  such  a result  is  as  much  due  to  increase  of  the  visual 
angle  and  enlargement  of  the  object,  as  to  the  hypermetropia  being 
neutralized. 

Anything  which  interferes  with  binocular  vision  may  produce 
squint,  and  the  more  likely  is  the  deformity  to  occur,  the  greater  the 
disturbance.  On  the  other  hand,  any  kind  of  defectrv  e sight  may 
exist  in  the  one  eye,  with  hypermetropia,  without  squint  ensuing. 

A few  more  words  will  conclude  this  part  of  the  subject.  Donders, 
in  continuing  his  investigation  of  the  hypermetropic  influence  in 
producing  squint,  reiterates  the  statement  that  m the  highest  dcgicc 
of  hypermetropia  squint  is  rarely  observed,  and  he  accounts  foi  it 
by  saying  that  in  such  cases  the  power  of  accommodation  is,  even 
under  abnormally  increased  convergence,  not  sufficient  to  produce 
accurate  images,  and  such  hypermetropics  are  thus  led  rather  to  the 
practice  of  forming  correct  ideas  from  imperfect  retinal  images  than, 
by  a maximum  of  tension,  of  improving  the  retinal  images  as  much 
as  possible.  I cannot,  myself,  accept  this  as  satisfactoiy . 

It  is  difficult  to  understand,  too,  notwithstanding  the  following 
explanation,  how  it  is  that  the  hypermetropia,  which  is  so  often 
completely  latent,  can  exercise  the  evil  influence  attributed  to  it. 
That  in  the  main  degrees  of  the  defect,  the  facultative  and  relative, 
the  eye  can  adapt  itself  for  parallel,  and  even  for  diverging  rays,  and 
can,  moreover,  maintain  this  accommodation  for  some  time,  3 et  often 
only  with  convergence  of  the  visual  lines  to  a point,  situated  closer  to 
the  eye  than  the  point  whence  the  rays  proceed.  1 hat  the  minimum 
of  hypermetropia,  at  whicli  strabismus  occurs,  depends  undoubtedly  011 
the  an°de  between  the  visual  line  and  the  axis  of  the  cornea,  and  on 
the  range  of  accommodation  ; the  less  the  latter,  and  the  greater  the 
ano-le  is  the  less  degree  of  hypermetropia  will  be  sufficient  for  the 
nroduction  of  the  squint.  Diminished  energy,  or  paresis  of  accommo- 
dation by  itself,  and  the  diminution  of  the  range  of  accommodation 
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connected  with  the  increase  of  years,  are  said  to  be  little  liable  to 
produce  the  deformity. 


Inflammatory  Affections.  Ophthalmia,  that  is  surface  inflammation, 
aa  hich  produces  no  corneal  opacity,  has  been  the  cause  of  as  many  as 
fom-teen  cases  of  squinting,  out  of  two  hundred  examples  of  the 
disease  taken  promiscuously.  This  kind  of  inflammatory  origin  of 
squint,  with  or  without  any  lasting  damage  to  the  eyeball,  has 
been  much  overlooked.  It  is  likely  here,  that  the  squint  occurs  in 
tAAo  ways.  First,  from  disuse  of  the  eye  in  consequence  of  vision 
being  temporarily  interfered  Avith,  and  secondly,  in  consequence  of 
inflammatory  action  of  the  subconjunctival  tissue,  and  of  the  internal 
lectus  muscle.  Ihe  latter  state  finds  a parallel  in  other  jiarts  of  the 
body.  The  inflammatory  action  of  a surface  abscess,  or  of  the  skin 
from  wounds  and  injuries,  often  involves  the  subcutaneous  tissue  and 
the  muscles,  and  produces  muscular  contraction.  It  is  common  when 
operating,  to  find  the  conjunctival  and  sub-conjunctival  tissue,  and 
the  edge  of  the  ocular  tunic,  thickened  and  contracted,  and  preter- 
naturally  attached  to  the  eyeball. 

Derangement  of  the  visual  apparatus , comprising  opacities  of  the 
cornea,  opacity  of  the  lens,  opacities  in  the  vitreous  humour,  as  well 
as  any  disease . of  the  eye  within,  of  an  idiopathic  nature,  or  of 
traumatic  origin,  or  Avithout,  by  which  vision  is  impaired  or 
destroyed,  Avill  cause  squint.  That  such  distortion  is  not  very 
infrequent  after  opacity  of  the  centre  of  the  cornea  from  strumous 
corneitis,  or  from  opacity  following  a mechanical  injury,  the  prick 
of  a thorn,  the  Avound  from  a needle,  the  burning  from  metals  is  a 
fact  Avhich  is  too  common  to  escape  notice,  and  that  it  occurs  without 
any  hypermetropia  I have  fully  satisfied  myself. 


In  order  to  aA'oid  any  injustice  to  the  great  observer  of  Utrecht, 
who  lias  done  so  much  in  the  way  of  increasing  our  knoAvledge  of 
the  optical  defects,  I beg  to  refer  those  who  Avish  to  go  more 
minutely  into  the  hypermetropic  question,  to  his  oaa'ii  writings. 


l I 

“1UI°  inuy  cause  tlie  inversion. 

Paralysis  of  the  Abductor  Muscle.  This  is  a more 


than  Avould  be  supposed. 


is  a more  common  cause 
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the  appendages,  which  render  the  natural  movements  of  the  eyeball 
painful.  Dr.  Mackenzie  was  consulted  by  the  friends  of  a little  boy, 
wlio  became  alfected  with  squint  immediately  after  squirting  the 
oily  juice  of  a piece  of  orange  skin  into  his  eye. 

A man  admitted  into  St.  Mary’s  Hospital,  under  my  care,  who 
had  been  shot  in  the  neck  and  face  and  head  by  small  shot,  and  was 
struck  on  the  eyeball  by  a shot,  which  did  not  penetrate.  Much 
surface  inflammation  ensued,  with  pain.  Internal  squint  was 
established  in  four  days. 

Causes  not  interfering  with  vision.  It  is  supposed  by  some  that 
squint  may  arise  from  imitation.  This  seems  to  me  to  be  most 
unlikely.  I could  never  discover,  from  inquiry,  that  any  child  or 
adult  ever  systematically  or  even  repeatedly  practised  squinting  in 
the  way  of  imitation.  Merely  looking  at  a distorted  eye  does  not 
cause  the  beholder  to  turn  his  eye  inwards  or  outwards.  My  own 
belief  is  against  such  a cause.  I am  also  inclined  to  reject  the 
statements  that  looking  at  a scar  on  the  nose,  or  on  the  cheek,  or 
looking  sideways,  can  have  anything  to  do  with  squint.  This 
opinion  I have  expressed  years  ago.  Donders  comes  to  the  same 
conclusion,  so  far  as  the  normal  eye  is  concerned,  but  he  thinks  that 
in  the  hypermetropic  eye  such  influences  might  operate,  for  under 
these  circumstances  the  fixed  point  can  be  seen  only  by  one  eye, 
since  the  field  of  vision  of  the  other  is  limited  by  the  nose,  and  if 
only  the  one  eye  sees  the  object,  the  second  eye  wants  the  guide 
which  directs  its  movements,  and  there  is  nothing  to  prevent  too 
strong  convergence  for  the  sake  of  distinct  vision,  and  in  this  manner 
the  internal  muscles  of  the  eye  might  acquire  a preponderance, 
which  would  promote  the  development  of  strabismus. 

Lesion  of  the  brain , or  of  the  ocular  nerves.  Many  children  have 
squinted  after  a violent  fit  of  passion.  A child  has  squinted  for 
months  after  a violent  fit  of  crying.  A little  boy  awoke  in  the  night 
on  board  a steamboat,  and  was  greatly  alarmed  ; a squint  was  quickly 
developed.  In  another  boy  the  affection  appeared  in  consequence  of 
bathing  him  in  the  sea,  notwithstanding  violent  screams  and  other 
expressions  of  terror. 

The  irritation  arising  from  intestinal  worms,  and  from  teething, 
has  unquestionably  produced  squinting. 

I may  add  that  the  muscles  of  the  orbit  are  liable  to  be  palsied  by 
any  of  the  causes  which  in  general  produce  paralysis,  having  their 
origin  in  the  brain. 

Besides  any  primary  disease  in  the  trunk  of  a nerve,  whereby 
paralysis  is  induced,  a nerve  may  have  its  function  spoiled  by  the 
invasion  of  disease  from  a neighbouring  part,  especially  the  bones. 
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The  several  diseases  of  the  brain  to  which  squinting  has  been 
indisputably  traced  are  : Inflammation,  ramollissement,  apoplexy, 
epilepsy,  hydroceplalus,  and  scrofulous  tubercles. 

Squinting  is  not  uncommon  in  that  diseased  condition  of  the  brain 
generally  having  its  origin  in  infantile  diseases,  from  which  there  is 
a marked  want  of  co-ordination  of  the  actions  of  the  muscles.  It 
coexists  generally  with  deformities  of  the  extremities.  It  frequently 
exists  with  talipes,  congenital  and  acquired. 

Diseases  within  or  without  the  orbit , which  damage  the  function  of  the 
external  rectus  muscle  directly  or  indirectly , by  hurting  the  motor  nerve. 
Tumours,  inflammations,  traumatic  or  specific,  abscess,  neuralgia, 
all  these  are  capable  of  doing  the  damage. 

Causes  continued.  Secondly , direct , essential , proximate , or  immediate 
causes.  In  non-paralytic  squint,  these  are  due  to  faulty  muscular 
action,  excessive  action  of  the  internal  rectus  muscle,  and  sometimes, 
perhaps,  of  some  of  the  other  ocular  muscles. 

That  in  general  the  squint  depends  on  no  structural  change  of  the 
internal  rectus  in  the  first  instance,  is  evident  by  the  motions  whicli 
the  squinting  eye  performs  with  its  fellow,  and  the  free  and  natural 
movements  of  which  it  is  often  capable  under  full  volition,  when  the 
other  eye  is  closed.  This  shows  also  that  there  is  not,  necessarily, 
any  paralytic  state  of  the  external  rectus  muscle.  Congenital  defi- 
ciency in  the  development  of  this  muscle  may  sometimes  occur,  but 
this  is  a separate  cause,  and  has  nothing  to  do  with  the  question. 

13ut  there  must,  of  necessity,  be  some  functional  change,  some 
shortening,  at  first  dynamically,  afterwards,  at  a varying  period, 
organic  shortening,  with  or  without  hypertrophy,  according  to  the 
age  of  the  squint.  These  changes,  which  are,  of  course,  not  visible 
in  life,  are  well  understood  by  analogous  alterations  in  muscles  in 
other  parts  of  the  body,  of  which  it  would  be  useless  to  give 
instances. 

It  is  during  the  operation  for  squint  that  the  chief  opportunities 
are  met  with  for  observing  the  state  of  the  affected  muscle. 

So  often  do  I meet  with  changes  in  length  and  volume  that  I 
always  expect  it,  except  in  very  recent  squint.  The  last  case  on 
which  I operated,  the  muscle  was  so  short  that  there  was  difficulty  in 
passing  the  hook  under  it.  The  tendon  was  so  thick,  and  so  firmly 
attached  to  the  sclerotica,  that  some  nicety  was  required  to  divide 
it  without  damaging  this  coat  of  the  eye.  It  was  unnaturally 
vascular,  and  a central  blood-vessel  bled  freely.  This  high  vascu- 
larity is  an  unusual  event.  Many  operators,  whose  opinions  are 

thoroughly  trustworthy,  have  recorded  alterations  in  the  bulk  of  the 
muscle. 
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Morbid  Auatdmy.  From  what  lias  been  made  out  by  actual 
dissection,  and  during-  operations,  it  appears  that  several  changes 
may  take  place  in  the  recti  muscles.  I will  mention  some  of  them. 

In  paralytic  cases,  passive  contraction  of  the  healthy  muscle,  in 
consequence  of  paralysis  of  its  antagonist,  and  after  a time  hyper- 
trophy. At  a still  later  period  there  may  follow  structural  shortening 
and  thickening  of  the  contracted  muscle,  with  degeneration  of  its 
tissue.  Even  complete  atrophy  and  shortening  may  he  grafted  in 
this  last  change. 

In  the  non-paralytic  cases  there  may  he  simple  hypertrophy,  the 
antagonist  being  healthy. 

It  may  be  fairly  assumed  that  in  all  cases  of  non-paralytic  perma- 
nent strabismus  of  long  standing  there  is  some  shortening  of  the 
muscle  in  the  direction  towards  which  the  eye  is  drawn.  Before 
the  internal  rectus  is  divided,  the  eye  can  seldom  be  everted  to  the 
natural  degree,  although  it  can  be  properly  turned  out  afterwards. 
It  would  be  useless  to  give  other  evidence  respecting  the  contraction. 
The  fact  of  an  operation  on  the  internal  rectus  setting  the  eye 
straight,  and  restoring  the  harmonious  action  between  the  eyes,  is 
full  evidence  that  the  phenomenon  of  internal  squinting  is  due  to 
muscular  shortening-,  and  not  to  any  defect  m the  co-oidmating 
functions  of  the  brain. 

In  some  dissections  not  the  least  morbid  alterations  m the  muscular 
tissue  have  been  discovered  with  the  naked  eye. 

Enough  has  been  said,  without  treating  the  subject  statistically,  to 
draw  the  attention  of  the  student  sufficiently  to  the  pathology  of  the 
affection,  to  the  prominent  facts,  and  to  teach  him  to  investigate  for 
himself.  It  remains  only  to  be  mentioned  that  while  certain 
conditions,  which  are  here  called  causes,  for  the  most  part  objectii  e, 
are  followed  by  squint,  deformity  is  not  a necessary  consequence  of 
them,  as  they  may  exist  for  years  without  such  association.  Also,, 
that  squint  may  arise  in  an  eye  that  seems  healthy  in  all  other 

respects,  there  being  no  apparent  cause.  _ ' 

Varieties  The  forms  under  which  internal  squint  occurs,  including 
the  degrees  of  distortion , and  the  restriction  of  motion,  and  the  implica- 
tion of  one  eye,  or  of  both.  It  is  of  the  first  importance  in  learning- 
the  characteristics  of  squint,  to  be  able  to  recognise  the  difference 
between  the  distortion,  and  the  varying  mobility  of  ^ the  eyeball. 
The  result  from  treatment  depends  on  these  states.  I he  distortion 
is  as  nothing  if  the  movements  be  free,  for  the  prospect  of  remedy 
is  good  With  slight  distortion,  with  much  impairment  of  mobility, 
a case  is  scarcely  remediable.  Loss  of  mobility  is  generally  due  to 

paralysis. 
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Whether  the  one  eye  ho  affected,  or  both,  is  another  important 
thing  to  be  ascertained. 

Classification.  In  the  following  division  five  varieties  are  recog- 
nised. Such  arrangement  affords  an  easy  analysis,  and  facilitates 
description.  But  it  must  be  borne  in  mind  that  it  is  only  an 
artificial  division,  and,  like  all  arbitrary  tabling  of  disease,  is 
necessarily  imperfect,  as  only  the  more  marked  examples,  among 
even  which  there  are  exceptions,  can  be  classified,  and  that  the 
gradations  must  be  left  out.  Besides,  the  classification,  excepting 
that  of  paralytic  squint,  is  founded  more  on  differences  in  degree 
than  on  differences  of  pathological  origin. 

The  first  form  is  the  paralytic  or  fixed  squint , arising  from  more  or 
less  paralysis  of  the  external  rectus,  generally  of  the  one  eye, 
exceptionally  of  the  two.  There  are  degrees  of  this  fixedness.  I 
mean  there  is  more  or  less  power  of  straightening  the  eye  under 
strong  volition.  There  may  be  almost  total  absence  of  outward 
movement,  while  the  inversion  is  excessive,  the  greater  part  of  the 
cornea  being  hidden ; or  the  lateral  movement  may  be  but  partially 
restricted. 

Except  in  rare  instances,  where  an  orbital  tumour  interferes,  or 
the  squint  is  manifestly  due  to  direct  mechanical  injury  or  lesion  of 
the  external  rectus  muscle,  paralysis  of  the  sixth  nerve  in  some 
degree  is  the  cause.  I aralytic  seizures,  and  marked  cerebral 
derangements,  are  sometimes  associated. 

A correct  diagnosis  of  paralytic  squint  is  very  essential,  because  it  is 
the  only  form  of  squint  in  which  recovery  may  be  expected  from 
general  treatment,  and  it  is  that  in  which,  in  marked  cases,  the  least 
improvement  is  to  be  got  by  operating.  It  rarely  occurs  till  after 
youth  is  passed. 

The  history  of  the  case  should  be  carefully  ascertained,  and  other 
paralytic  conditions  sought  for,  cerebral  functions  examined,  any 
disturbance  in  this  quarter,  even  that  of  headache,  noted,  and  the 
general  health  inquired  into.,  I have  met  with  it  in  cranial  affections, 
and  in  association  with  paralysis  of  several  of  the  cerebral  nerves.  A 
syphilitic  origin  is  not  uncommon.  In  the  absence  'of  any  collateral 
general  symptoms  to  verify  diagnosis,  the  movements  of  the 
squinting  eye  must  be  carefully  scrutinised.  The  loss  of  abducting- 
power  is  the  chief  guide.  If  the  patient  can  evert  the  eye  to  the 
fullest  extent  there  is  no  paralysis.  A student  should  learn  how  far 
a healthy  eyeball  can  be  abducted. 

An  examination  should  he  conducted  in  this  manner.  While  the 
patient  stands  with  his  head  straight  and  steady,  the  examiner  takes 
up  lus  position  six  or  eight  feet  off  in  the  same  line,  holds  up  his 
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finger  to  the  level  of  his  head,  and  tells  the  patient  to  look  at  it,  and 
then  to  follow  it  with  his  eyes,  while  he  moves  it  from  side  to  side 
through  a long  range.  The  examination  is  made  more  complete 
by  testing  the  abducting  power  of  the  eyes  at  a close  range.  By 
this  method,  the  state  of  the  disassociated  movements  is  at  once 
ascertained,  and  if  the  squint  be  single,  the  faulty  eye  is  quickly 
detected.  The  patient  is  then  directed  to  cover  the  sound  eye  with 
the  hand  of  the  same  side,  and  to  look  at  the  examiner’s  finger, 
which  is  moved  outwards,  to  ascertain  the  power  of  the  lateral 
movements  of  the  eyeball.  The  other  eye  should  be  tested  in  the 
same  way  for  comparison. 

In  all  the  examinations  made  to  detect  the  squinting  eye  the 
patient’s  head  should  be  quite  straight,  because  squinting  patients 
sometimes  acquire  the  knack  of  twisting  the  head  a little  to  overcome 
any  optical  defects,  and  this  brings  the  eyes  into  a somewhat  more 
correct  position,  and  may  be  the  means  of  a slight  squint  being  over- 
looked. 

In  complete  paralysis  of  the  external  rectus  the  eyeball  cannot  be 
moved  outwards  to  any  extent.  In  partial  paralysis  there  is  an  amount 
of  abduction,  which  is  in  proportion  to  the  remaining  power  of  the 
muscle.  When  the  paralysis  is  very  marked,  but  yet  incomplete, 
abduction  is  never  effected  in  a strictly  horizontal  direction,  but 
oscillates  a little  up  and  down,  which  movements  are,  no  doubt, 
produced  by  the  alternating  actions  of  the  oblique  muscles. 

In  very  slight  paralysis,  abduction  may  be  but  slightly  interfered 

with.  . 

Now,  as  experience  in  operations  show  that  the  power  of  eversion 
is  sometimes  partially  lost  through  contraction  of  the  internal  rectus, 
it  may  be,  and  often  is,  impossible  to  tell  in  some  cases  whether  we 
have  before  us  or  not  paralytic  squint.  It  has  been  supposed  that 
the  primary  angle  of  the  squint  is  always  less  than  the  secondary . 
This  is  not  peculiar  to  the  paralytic  state.  These  difficulties  show 
the  value  attaching  to  the  history  of-  a case.  But  in  comp  etc 
paralysis  a mistake  cannot  occur,  as  no  mere  contraction  of  the 
internal  rectus  ever  fixes  the  eyeball  in  motionless  inversion. 

Paralytic  squint  may  be  double  as  well  as  single. 

The  second  form  is  that  of  intermittent  single  squint.  The  distortion 
may  be  only  occasional  and  transient,  and  more  marked  on  some 
days  than  others.  Sometimes  the  squint  exists  only  when  a near 
obiect  is  looked  at.  The  ocular  movements  are  perfect  m every' 
direction,  and  under  strong  will  the  eye  can  be  placed  parallel; 

with  its  fellow.  1 « •, 

This  is  the  so-called  periodic  squint,  and  some  surgeons  speak  of 
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as  simple  strabismus,  because  it  is  always  the  same  eye  that  deviates. 
As  it  almost  invariably  ends  in  permanent  squint,  it  must  be  regarded 
as  one  of  the  modes  in  which  ordinary  squint  begins.  We  are  seldom 
consulted  in  this  early  stage  of  it,  but  rather  when  there  is  more 
determinate  deformity. 

In  the  third  form , the  squint  is  readily  detected  as  ordinarily  settled 


in  the  one  eye , but  when  from  strong  will  or  any  other  circumstances , that 
eye  is  straightened then  the  other  eye  turns  in.  In  a strict  sense  both 
eyes  squint,  and  the  squint  is  functionally  double,  while  it  may  be 
said  to  be  structurally  single : one  internal  rectus  only  being 
contracted.  The  question,  then,  is  to  discover  which  is  the  truly 
faulty  eye.  As  a rule,  the  state  of  the  vision  will  materially  assist 
in  the  diagnosis,  for  nearly  always,  more  or  less,  defective  sight 
exists  in  the  squinting  eye.  Whenever  there  is  unusual  visual  form, 
the  better-seeing  one  is  always  used  in  preference  to  the  other.  But 
there  are  exceptions ; besides,  there  may  be  such  very  slight 
difference  in  vision  in  an  early  squint,  that  a mistake  may  occur  if 
the  sight  be  solely  relied  on,  particularly  in  children ; therefore,  I 
never  neglect  a test  which  I have  employed  and  relied  on  for  many 
years.  In  the  “Medical  Times  and  Gazette”  for  October,  1856, 
I published  the  particulars  of  a case  on  which  I had  operated,  with 
remarks,  showing  that  the  squinting  eye  may  be  the  better  seeing  of 
the  two.  Since  then,  and  as  my  attention  has  been  directed  to  the 
point,  I have  met  with  many  examples,  several  of  which  I have 
pointed  out  to  my  colleagues  and  to  my  pupils.  This  is  my  test.  I 
place  the  patient  in  front  of  me,  at  the  distance  of  four  or  five  yards 
or  farther ; tell  him  to  cover  one  eye,  say  the  left,  to  look  at  me  with 
the  other,  and  to  keep  his  head  straight.  The  right  eye  will  then  be 
in  the  centre  of  the  orbit.  I direct  him  to  uncover  the  left.  Now 
if  the  right,  which  has  been  open,  be  normal,  or  only  functionally 
affected,  it  will  keep  its  central  position,  while  the  left  is  turned 
inwards ; but  if  it  be  deformed  it  will  turn  in,  while  the  left  will 
become  straight.  The  experiment  should  be  reversed.  In  the  case 

of  a child,  I place  an  adult  behind,  and  make  him  cover  and  uncover 
the  eyes  as  required. 

When  there  is  any  doubt,  the  patient’s  attention  should  be 
diverted  from  a fixed  gaze,  and  volition  be  interrupted,  by  causing 
him  to  wink  a few  times.  He  should  also  be  made  to  close  the  eves 
for  a few  seconds,  then  to  open  them,  and  quickly  to  look  at  an 
object  Cases  are  met  with  in  which  the  greatest  nicety  is  required 
to  detect  the  faulty  eye.  Some  are  even  scarcely  embraced  in  the 

test.  Here  the  primary  and  secondary  angles  of  deviation 
alike. 
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I venture  this  explanation  of  the  matter.  The  eye  which  may  be 
called  sound,  in  which  there  is  no  individual  loss  of  antagonistic 
force  among  its  muscles,  is  actually  affected,  as  I believe,  through 
the  influence  of  the  associated  movements  of  the  lateral  recti,  and 
partakes  of  the  greater  amount  of  volition  which  is  required  for  the 
play  of  the  muscles  of  the  deformed  eye.  Tor,  instance,  the  right 
eye  squints.  To  look  to  the  right  with  this  eye,  much  greater 
volition  is  needed,  and  more  muscular  power  is  called  into  action, 
than  if  it  did  not  squint ; and  such  extra-exercise  of  power  is,  by  the 
associated  movements  of  the  eyes,  transferred  or  directed  to  the 
associate  muscles  of  the  left  eye,  and  especially  to  its  internal 
rectus,  thereby  overmatching  the  antagonising  muscles,  and  turning 
it  unduly  inwards.  To  avoid  intricacy  and  minute  detail,  the 
actions  of  the  lateral  recti  alone  are  taken  into  consideration, 
although  the  other  orbital  muscles  are  more  or  less  involved. 

It  might  with  sufficient  plausibility  be  assumed  that  the  exagge- 
rated associated  action  of  the  internal  rectus  of  the  sound  eye,  or 
that  functionally  affected  only,  will  in  time  pass  into  a new  and  inde- 
pendent sphere  of  contraction,  whereby  it  is  rendered  an  undue 
antagonist  for  the  external  muscle,  causing  in  fact  a confirmed 
squint.  Indeed,  I am  sure  this  often  happens  ; and  that  one  squint 
thus  produces  another.  Tut  I am  also  aware  that  exceptions  are  met 
with.  I have  operated  on  patients  who  have  squinted  in  one  eye  for 
years,  in  whose  squinting  eyes  were  those  conditions  favourable  for 
the  implication  of  the  other  eye;  namely,  full  abducting  power  under 
strong  volition  and  good  sight  in  them,  enabling  them  to  be  used 
sometimes  somewhat  freely,  and  consequently  the  internal  recti  of 
the  other  eye  to  be  unduly  acted  on,  and  yet  the  second  eye  has 
escaped  confirmed  deformity. 

The  fourth  form  is  the  most  common  of  all , one  eye  being  always 
inverted,  yet  not  always  the  same  eye.  The  squint  seems  to  pass  from 
the  one  to  the  other,  alternating  rapidly,  so  that  either  might,  for  a 
time,  be  regarded  as  that  only  affected.  The  alternative  too,  takes 
place  spontaneously,  and  as  it  were  accidentally ; hence  this  form  has 
been  called  alternating  squint.  It  is  described  by  some  authors  as 
double  or  concurrent  squint,  by  others  as  single.  The  position  ol  the 
eve  is  regulated  by  the  object  looked  at,  and  is  subservient  to  its 
exercise  of  vision  ; the  position  of  the  other  is  regulated  by  t le 
associated  movements  between  the  eyes,  and  depends  no  more  on 
vision  than  does  the  position  of  a blind  eye,  m a person  whose  e\  os 

a It  may  happen  that  one  eye  always  squints  when  a near  object  is 
looked  at,  and  the  other  always  when  a distant  one  is  regai  e .. 
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Again,  when  an  object  is  looked  at  within  a certain  range,  one 
and  the  same  eye  only  may  squint. 

A \eiy  careful  examination  shows  that  the  primary  and  secondary 
angles  do  not  generally  quite  correspond,  although  to  a casual 
obsen  er  there  seems  to  be  no  difference.  When  my  test  is  applied, 
it  is  often  discovered  that  the  one  eye  differs  in  its.  movements  from 
the  other,  being  more  adducted,  and  having  a greater  tendency  to 
remain  distorted..  Vision  may  be  unaffected,  or  there  maybe  but 
very  little  disparity.  The  exceptions  are  infrequent.  Although  I 
am  convinced  that  this  form  is  only  often  an  advanced  stage  of  the 

variety  last  described,  I am  also  sure  that  it  is  frequently  an  oririnal 
condition.  & 


The  fifth  and  last  variety  is  doable  squint,  both  eyes  are  always  more 
or  less  mutually  inverted,  and  although  there  is  a disparity  in  the 
distortion,  the  inequality  is  not  persistent ; sometimes  the  adduction 
is  greater  on  this  side,  sometimes  on  that,  so  there  is,  even  here 
a tendency,  though  a limited  one,  to  alternate.  Neither  eye  is  ever 
perfectly  straight  when  the  patient  looks  at  an  object  directly  in 
front  of  linn.  It  is  very  seldom,  therefore,  that  either  eye  can  be 
idly  everted  An  attempt  to  produce  eversion  of  either,  is  attended 
by  remarkable  inversion  of  the  other. 

This  form  is,  for  the  most  part,  the  squint  of  the  adult,  and  of  the 
aged  It  is  merely  a more  advanced  stage  of  the  ordinary  double 

squint  of  early  life,  that  treated  of  in  the  last  variety.  I think  it  is 
confirmed  double  squint. 

The  above  descriptions,  imperfect  as  they  may  be,  will  heln  the 
student  to  understand  the  deformity  ns  it  may  appear  beforeTiim 

and  a least,  they  will  teach  him  how  to  proceed,  so  as  to  undZ 
stand  the  bearings  of  a case. 

That  squint  may  appear  as  a single  affection,  beinn-  limited  „„ 
eye,  and  as  a double  deformity,  implicating  both  eyes  there 
be  no  doubt.  Definite  and  well-malted  examples  of  fte  t 
distinct  and  indisputable,  if  any  value  rests  here  ' i'°’  i™ 

symptoms.  Besides,  the  fullest  confirmation  of  this  is  To  beT^T 

rest  i°  ^ iTT  °"e  0peration>  tllat  is  «“  operation  on  one  eye  Till 
restore  parallelism  in  some  cases,  while  in  others  ’ , 1 

Prom  the  nature  of  the  aifeetbn,  however  aT5  ZV 

which  the  distorting  influence  passes  from  the  one  eye  t ThTTti  “ 
it  is  impossible  always  to  draw  the  lino  oi*  i ..  le  °^ler> 

two,  and  to  say,  fro.T  an  exaction Tltwt*  'll'™ 
or  whether  it  be  double.  The  difference  1, H q^nt  be  Sln8le> 

squint,  as  ordinarily  understood,  is  but  one  Wf 

convergence  be  slight,  and  apparent  only  durifg  muJ^Me^ 
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other  times  there  bo  merely  inversion  of  one  eye,  single  squint  is 
supposed  to  be  present.  If,  on  the  contrary,  the  mutual  convergence 
be  very  marked  and  always  exist,  double  squint  is  supposed  to  be 
present. 

I will  revert,  for  a moment,  to  the  subject  of  measuring  the  angle 
of  a squint.  I agree  with  Stellwag,  who  tells  us  that  the  probable 
size  of  the  angle  of  the  squint  may  be  measured  from  the  movements 
which  the  eye  makes  in  the  several  experiments  which  have  been 
described.  He  shows  that  the  relative  position  of  the  vertices  of  the 
corn eo3  affords  no  trustworthy  means  of  measurement,  uidess  the 
position  of  the  optic  centres,  that  is,  the  angle  which  the  \isual  lines 
make  with  the  long  corneal  axis,  has  been  accurately  determined. 
Also,  that  the  neglect  of  this  has  induced  many  mistakes,  among 
'which,  the  acceptation  of  the  existence  of  an  incongruity  of  the  retinae 

is  prominent. 

State  of  the  vision  in  convergent  squint.  This  subject  has  been  partly 
considered  when  discussing  the  views  of  Bonders  respecting  the 
common  occurrence  of  hypermetropia.  But  it  is  with  sight  as 
affected  by  squint,  with  which  we  are  now  concerned. 

Double  vision  of  squint,  or  diplopia.  This,  seeing  of  two  objects 
instead  of  one,  is  a consequence  of  squint ; and  it  is  produced  by  the 
image  of  the  object  in  the  distorted  eye  falling  on  an  eccentric 
portion  of  the  retina.  This  second  image  is  always  indistinct.  . It 
is  still  more  imperfect  when  there  is  any  defect  m the  refracting 
power  of  the  eye,  or  any  retinal  disease.  I seldom  find  it  absent  m 
recent  squint,  although  it  may  soon  be  lost.  It  is  usually  PerS1®^' 
when  the  sight  of  the  two  eyes  is  equally  good,  or  there  is  but  little 
disparity  between  them.  It  is  most  common  and  annoying  when  the 
squint  is  slight.  Its  position  is  lateral,  or  horizontal,  and  it  is  placed 
on  the  side  of  the  squinting  eye  ; that  is,  if  the  right  eye  squint,  it  is 
to  the  right  of  the  object  looked  at.  This  is  called  homonymous. 
Sometimes  it  is  a little  vertical  as  well,  this  depending  on  e 
position  in  which  the  eyeball  has  been  placed  by  the  implication  of 
other  muscles.  Sometimes  it  is  a little  diagonal. 

Double  squint  in  the  slightest  form  is  not  very  definite,  as  e 
second  image  overlaps  that  of  the  other,  so  that  a land  of  halo 
appears  around  the  object  looked  at.  The  greater  the  angle  of 
deviation,  the  more  will  the  double  images  be  separated. 

A person  troubled  with  double  vision  in  single  squint,  generally 
soon  learns  to  neglect  the  distorted  eye,  and  to  employ  the  other  in 
order  to  obtain  single  vision.  At  first,  this  is  accomplished  chiefly 
bv  the  position  of  the  head  ; afterwards  by  the  position  of  the  ej  • 

yin  double  squint,  when  there  is  no  disparity  of  sight,  an  mdiMc  u 
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is  a long  time  in  learning  to  use  the  one  eye.  Whenever  this  is 
accomplished,  the  disused  eye  gets  more  convergent,  and  then  the  sight 
of  it  deteriorates.  Several  times  I have  met  with  squinting  patients 
who  have  acquired  such  power  over  the  position  of  their  eyes,  that 
they  could  at  once,  according  to  desire,  produce  double  or  single 
vision.  Sometimes,  under  any  condition,  the  double  image  does 
not  altogether  disappear,  but  becomes  so  faint  or  so  wide  from  the 
image  of  the  sound  eye,  that  it  is  practically  disregarded.  With 
an  extreme  angle  of  deviation,  the  distorted  image  is  far  away  from 
the  field  of  vision  of  the  other  eye,  and  it  is  dimly  seen,  because  it 
is  projected  on  the  fundus  of  the  eye,  away  from  the  least  sensitive 
portion  of  the  retina. 

Binocular  vision  is  lost  in  squint. 

The  squinting  eye  is  of  service  in  adding  to  the  visual  field  by 
lateral  quantitative  perceptions,  provided  that  the  retina  be  not 
spoiled. 

>S7;  abmmc  Vision.  Apart  from  the  optical  effect  of  double  vision, 
as  the  result  of  the  eyes  being  displaced,  certain  other  impairments 
of  sight  are  produced  by  the  ocular  distortion.  This  has  nothing 
to  do  with  diminished  sensibility  of  the  retina  from  disuse,  as  has 
been  supposed  by  some  surgeons,  because  the  improvement  in  sight 
after  the  operation  for  squint  is  always  immediate.  It  may  be 
mentioned  in  parenthesis  that  the  retina  does  not  become  insensible 
from  disuse.  This  matter  is  spoken  of  more  particularly  in  my 
chapter  on  “ Cataract.” 

The  strabismic  vision  is  a loss  of  some  of  the  acuteness  of  sight, 
and  much  of  the  power  of  adjusting.  It  almost  invariably  attends  an 
old  squint,  even  if  the  sight  have  been  perfect  when  the  deformity 
was  acquired,  and  it  is  always  superadded  to  any  existing  imper- 
fection of  sight,  congenital  or  otherwise.  Its  exact  nature  is  not 
understood.  It  is  difficult  to  investigate  it,  especially  in  children. 

It  does  not  arise  from  the  optic  nerve  being  bent  on  itself,  or  because 
objects  are  projected  on  the  retina  away  from  the  yellow  spot,  for  it 
is  observed  as  well  when  the  eye  is  distorted,  as  when  it  is  straight- 
ened by  the  will  of  the  squinter.  The  state  of  vision  before  an 
operation  cannot  be.  properly  tested,  except  the  eye  be  brought  to 
the  centre  of  the  orbit,  or  nearly  so. 

Strabismic  vision  is  in  all  probability  due  to  some  interference 
with  the  delicate  apparatus  of  adjustment,  by  an  effort  to  overcome 
the  disturbance  of  binocular  vision,  caused  by  the  loss  of  the  balance 

of  antagonism  between  the  recti  muscles.  Perhaps  it  is  due  to 
pressure. 

Such  secondary  implication  of  sight  very  much  masks  any  defect 
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that  may  have  existed  before  the  eye  became  disturbed.  It  in- 
variably gets  worse.  The  field  of  vision  becomes  contracted.  Hence 
it  is,  most  probably,  more  from  this  than  from  any  previous  un- 
healtliiness  of  the  eye,  that  vision  is  generally  so  bad  in  chronic 
squint.  The  long  distorted  eye  is  almost  always  very  considerably 
inferior  in  sentient  power  to  its  fellow. 

When  both  eyes  have  been  inverted  for  years,  vision  is  frequently 
very  imperfect,  and  often  useless  for  minute  purposes.  It  may,  too, 
be  said  in  general  that  the  degree  of  the  distortion,  and  the  inferiority 
of  the  vision,  are  proportionate.  Not  the  least  peculiarity  of  this 
strabismic  influence  is  the  fact  that,  in  those  cases  of  single  squint 
in  which  the  squint  at  times  alternates,  the  vision  of  the  now 
distorted  eye,  that  in  which  there  is  only  functional  derangement, 
may  become  impaired.  If  there  be  no  visual  implication  beyond 
this,  the  imperfection  will  disappear  when  the  ocular  parallelism  is 
restored  by  operation,  This  subject  will  be  concluded  when  the 
effects  of  the  operation  for  squint  are  discussed. 

It  is  chiefly  with  reference  to  the  probable  condition  of  the  eye 
after  an  operation  that  the  impaired  sight  of  squinting  concerns  us. 
For  our  own  credit  as  surgeons,  the  patient  or  his  friends  should  be 
made  aware  of  any  degree  of  imperfection  that  might  exist  when 
we  are  consulted.  The  more  imperfect  the  sight  when  the  eye  is 
distorted,  the  more  imperfect  will  it  be  when  it  is  straightened. 
The  retina  may  be  so  insensible  as  to  be  destroyed  for  useful  vision. 
This  is  a point  which  is  not  difficult  to  be  ascertained.  All  that  is 
necessary  is  to  close  the  better  eye,  and  to  try  the  other.  The  retina 
may  lose  its  power  in  part,  that  is,  in  spots.  The  internal  portion 
of  it  first  declines,  and  next  the  outer.  This  fact  had  been  practically  ! 
ascertained  long  ago,  by  carefully  noting  the  condition  of  the  eye  j 
dining  the  distorted  state,  and  afterwards  when  it  was  righted.  : 
Latterly,  the  information  has  been  often  sought  by  the  use  of  a 
prism,  with  its  base  turned  outwards,  so  as  to  produce  diplopia. 
It  is  said  that  with  it  can  be  detected  which  part  of  the  retina  has 
lost  its  power.  The  presence  of  diplopia  would  prove  that  the  retina 
is  sensitive  ; the  absence  of  it  that  it  has  lost  its  power  of  binocular  J 
vision,  a very  serious  loss,  because  there  must  be  ever  an  imper- 
fection that  cannot  be  removed,  and  such  eyes,  although  they  mayj 
be  made  straight,  are  very  apt  in  time  to  become  everted,  because 
volition  has  no  control  over  them. 

This  is  a subject  which  admits  of  much  scientific  investigation. 
Among  other  things  for  examination  are  the  following : — The  state: 
of  refraction  of  the  two  eyes,  the  extent  of  accommodation,  the  degree  I 
of  acuteness  of  vision,  the  angle  of  deviation,  the  field  of  vision,  the  | 


INTERNAL  SQUINT.  TREATMENT. 


387 


presence,  or  otherwise;  of  binocular  vision.  I cannot  myself  find 
|b.it  anj  such  knowledge  is  directly  beneficial,  beyond  giving  some 
indication  of  what  will  be  the  nature  and  degree  of  the  sight  after  an 
operation.  So  it  is,  that  an  examination  with  the  ophthalmoscope 
is  of  advantage  in  a diagnostic  point  of  view.  If  there  be  hyper- 
metropia,  an  approximative  idea  of  its  degree  can  be  obtained, 
and  the  two  eyes  can  be  compared.  This  is  particularly  valuable 
m children,  whose  vision  can  rarely  be  well  tested.  Then  opacities 
in  the  vitreous  humour,  and  retinal  defects,  may  thus  be  discovered 
Many  peculiarities  that  are  met  with  as  visual  subjective  symptoms 
are  yet  a mystery.  There  is  disagreement  among  the  best  of  modern 
observers  respecting  them.  Some  of  their  theories  are  supported  by 
supposed  congenital  mal-position,  or  unequal  development  of  portions 
of  the  retina,  or  of  the  optic  disk,  and  reasoned  with  plausibility. 


TREATMENT. 

Traumatic  Squint.  Under  this  head,  I include  those  cases  in 
winch  there  is  direct  injury  to  the  one  or  the  other  of  the  lateral 
recti  muscles,  or  to  its  motor  nerve,  and  those  which  are  produced  in 
any  mechanical  manner,  as  by  pressure  from  tumours,  and  otherwise. 

s no  short  practical  classification  can  be  made  of  these,  it  cannot 
be  said  how  tar  in  general  they  are  remediable.  Nothing,  however 
can  be  done  except  by  operative  surgery,  and  a little  familiarity  with 
t le  theoretical  details  of  squint,  will  enable  a student  to  tell  when 

such  should  be  applied.  As  a rule,  relief  cannot  be  obtained  unless 
the  motor  apparatus  of  the  eye  can  be  used. 

Paralytic  Squint.  This  is  the  only  form  of  decidedly  confirmed 
internal  squint  m which  X have  seen  spontaneous  recovery,  and  the 

mnent0aietlln  \ c benefi‘  Can  be  expected  from  general  treat- 
ment although,  of  course,  a great  many  cases  do  not  admit  of  any 

remedy.  To  know  when  to  look  for  a result,  and  when  not  to  expect 

it,  demands  a knowledge  of  general  surgery  and  medicine  by  which 

the  causes  of  the  squint  can  be  estimated.  The  selection  of  the  kind 

Ive  “ d 0U  the  CUagn0Si8  °f  the  “^al  brain  or 

Paralytic  affections  of  the  orbital  muscles  rpmh™  o i 

Alemtion  in  a distinct  chapter.  It  must  be  understood  heTtf  12 

«£  » vis  rrisrrsr  “•  *** 

A squint,  attended  with  anv  rlnn.*.™  v ■ ' ■ . . 

retinal  defect,  whether  as  a cause  the  VISltm’  that  is> 

cause  ot  the  affection,  or  as  an  effect 
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of  it,  and  not  being  produced  by  paralysis,  is  never  removed  except 
by  practical  surgery.  I have  never  met  with  an  exceptional  authentic 
case.  Even  without  any  defect  in  sight,  after  the  persistence  of  the 
distortion  for  a few  months,  recovery  is  an  exceedingly  rare  event, 
an  unit  in  thousands.  Squint  is  the  most  enduring  ot  all  deformities 
produced  by  muscular  action. 

Squint  arising  out  of  infantile  diseases,  is  said  to  be  sometimes 
removed  when  the  diseases  are  subdued.  X cannot  speak  on  this 
point  from  experience.  The  distortion  of  the  eye  dining  the  acute 
stage  of  convulsions  can  hardly  be  classed  here,  any  more  than  that 
which  accompanies  drunkenness,  or  concussion  or  compression  of 
the  brain. 

Local  treatment  consists  in  exercising  the  muscles  of  the  eye  by 
forced  lateral  movements,  and  by  stereoscopic  exercises,  with  the 
intention  to  suppress  the  second  image,  to  strengthen  the  antagonist 
muscle,  and  to  stimulate  the  tendency  to  binocular  vision.  This  is 
very  ingenious,  but,  according  to  my  knowledge,  quite  useless. 

Other  methods  for  exercising  the  eye  in  single  squint,  consist  in 
using  atropine  to  the  sound  one,  so  as  to  impair  its  vision,  and  in 
wearing  a darkened  glass  to  dim  the  image.  These  are  valueless. 
The  attempts  to  cure  by  goggles,  side  glasses, . side  reading,  by 
binding  up  the  one  eye,  by  patches  of  black  sticking-plaster  on  the 
outer  edge  of  the  orbit,  and  by  prismatic  spectacles,  are  unavailing 
and  worse  than  useless  if  they  cause  delay  of  the  proper,  only 
certainly  effectual,  and  perfectly  safe  remedy,  which  is  an  operation. 

It  sometimes  happens  that  the  hypermetropic  squinting  eye 
especially  in  the  periodic  squint,  does  become  straight  with  the  use  of 
a sufficiently  convex  glass,  and  remains  so  while  it  is  worn.  A little! 
patient  of  mine  always  squinted  when  he  looked  at  near  objects 
unless  he  used  his  glass.  Yet  the  glass  improved  his  sight  but 
little.  The  strabismic  vision  was  not  benefited.  Even  m those 
cases  where  the  sight  is  much  deteriorated,  an  operation  is  to  be 
recommended,  because  the  strabismic  vision  may  be  removed.  W here 
hypermetropia  alone  is  present,  being  yet  the  only  visual  defect,  the 
use  of  a convex  glass  may  cure  the  squint.  I have  not  mj  se^  een 
fortunate  enough  to  get  such  an  effect,  but  Donders  says  that  he  has. 

Tenotomy.  The  object  of  this  operation  is  to  dimmish  the  action 
of  the  muscle  by  dividing  it,  and  to  cause  it  to  connect  itself  to  tk| 

eyeball,  posterior  to  its  natural  attachment. 

Application  of  the  operation.  As  only  one  eye  may  squint,  sj 
only  one  operation  may  be  required ; but  with  the  least  strucuraj 
implication  of  the  second  eye,  two  operations  are  wanted . i&  ' 
are  many  cases  in  which  single  distortion  can  be  readily  enough 
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made  out ; but  it  is  not  always  possible  to  say  till  the  one  eye  is 
treated,  whether  the  second  really  squints.  I assure  my  reader  that 
after  many  years  of  practical  acquaintance  with  the  subject,  and 
many  hundred  examinations,  I cannot  invariably  be  certain.  Many 
times  when  it  has  seemed  at  first  that  only  one  operation  was  needed, 
I have  found  it  necessary  to  operate  on  both  eyes. 

The  two  eyes  should  never  be  operated  on  as  a matter  of  course. 
Putting  aside  the  argument  against  an  unnecessary  operation, 
eversion,  or  external  squint,  is  often  caused  by  operating  on  an 
eye  in  which  there  is  no  permanent  contraction  of  its  internal 
rectus;  and  the  more  certainly  will  this  occur  when  there  is  any 
very  marked  defect  in  the  vision  of  the  eye  that  squinted.  Such 
caution  necessarily  requires,  when  chloroform  is  given,  that  the 
patient  should  sufficiently  recover  to  be  able  to  use  the  eyes,  so  that 
they  may  be  examined.  All  the  necessary  information  may  be  got 
even  before  consciousness  is  completely  restored.  A single  glance 
of  the  eyes,  as  they  roll  from  side  to  side,  is  enough  for  the  purpose. 
No  certain  information  can  be  obtained  so  long  as  the  patient  is 
in  the  anaesthetic  sleep. 

Where  there  is  any  doubt  whether  the  affection  be  single  or  double, 
that  eye  should  be  first  treated  which  is  any  way  the  inferior  to  its 
fellow  as  an  optical  instrument,  or  in  movements.  This  should  be 
a well-recognised  rule. 

If  there  be  decidedly  good  abducting  power,  and  after  the  one  eye 
have  been  operated  on,  parallelism  be  not  restored,  the  other  should 
be  subjected  to  operation,  although  the  squint  would  seem  to  be  still 
confined  to  the  eye  first  treated.  Where  there  is  no  disparity  in  vision, 
nor  in  the  muscular  movements  of  the  eyes,  both  appearing  to  be 
equally  implicated,  that  is,  both  squinting,  the  two  will  need  opera- 
tions. Next  to  the  ineffectual  division  of  the  contracted  muscle 
nothing  has  so  tended  to  bring  the  surgical  treatment  of  squint  into 
contempt,  as  not  operating  on  the  second  eye  when  an  operation 
is  requisite ; and  not  to  do  so  is  certain  failure  on  the  part  of  the 
surgeon.  An  operator  is  often  deterred  from  finishing  his  work, 
because  he  thinks  the  remaining  deformity  is  slight,  and  that  it  may 
get  better  without  interference,  a great  delusion ; or  because  he  has 

not  courage  to  demand  that  it  shall  be  done  against  the  objections  of 
the  patient,  or  his  ignorant  friends. 

After  having  spoken  about  the  primary  and  secondary  angles  of 
sqmnt,  and  having  told  how  to  take  the  deviations  from  the  correct 
positions  by  measurement,  it  will  not  perhaps  seem  strange  to  my 
reader,  considering  the  disparagement  that  I rather  threw  on 
measurement,  that  nothing  of  this  kind  has  been  practically  in- 
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corporated  liere.  I can  only  say  to  him  that  really  a case  cannot  he 
treated  any  the  better  for  the  most  accurate  information  arising  out 
of  the  application  of  a gauge.  It  is  easy  to  determine  when  a squint 
is  fit  for  an  operation.  Where  there  is  sufficient  distortion  to  produce 
deformity  that  is  readily  recognised,  such  distortion  should  he  treated. 
But  there  may  he  distortion  enough  to  produce  double  vision,  without 
such  being  apparent  as  a squint.  Here,  also,  an  operation  may  he 
necessary.  This  question  is  treated  of  in  the  chapter  on  “ Paralysis 
of  the  Ocular  Muscles.” 

It  would  he  useless  to  operate  in  complete  paralytic  squint.  In 
the  partially  paralytic  case,  an  operation  will  remove  some  of  the 
deformity,  and  if  the  paralysis  he  slight,  parallelism  may  he  nearly 
restored.  I have  said  before  that  partial  paralytic  squint  cannot 
always  he  diagnosed,  therefore  on  many  occasions  the  prognosis  of 
an  operation  must  he  doubtful.  Several  of  the  disappointments,  and 
so-called  failures  from  operations,  in  the  hands  of  good  operators, 
have  been  due  to  the  existence  of  paralysis,  of  which  they  were 
ignorant. 

TREATMENT  BY  OPERATION. 

There  are  certain  local  conditions  which  positively  contra-indicate 
an  operation.  I will  name  them.  Inflammation  of  the  eyeball,  or 
of  its  appendages ; partial  opacity  of  the  cornea,  producing  the 
squint,  by  which  means  the  person  is  enabled  to  see,  the  other  eye 
being  lost ; tumours ; cicatrices  from  wounds  ; contraction  after  an 
abscess ; or  indeed  any  accidental  mechanical  means  that  pushes,  or 
draws  the  eyeball  from  its  axis. 

WTien  I am  satisfied  that  a squint  has  settled  into  a permanent 
deformity  in  a child  or  an  adult,  there  not  being  apparent  any 
general  symptoms  of  the  disease  to  which  it  seemed  due,  or  which  at 
least  accompanied  its  development ; when  general  treatment  has  been 
tried,  as  for  paralysis,  and  proved  unavailing ; when,  on  first  seeing 
my  patient,  I learn  that  the  squint  has  existed  for  years,  or  even 
many  months,  or  when  it  is  congenital,  I advise  an  operation. 

There  are  many  disadvantages  in  delaying  this  treatment.  "V  ision 
gets  worse.  Strabismic  vision  comes  on.  The  contracted  muscle 
undergoes  morbid  changes,  and  we  have  evidence,  too,  of  its 
antagonist  becoming  abnormal.  The  other  recti,  in  all  probability, 
acquire  a different  sphere  of  action.  During  the  growing  of  the 
body,  the  distorted  position  of  the  eyeball  favours  the  irregular 
development  of  all  the  displaced  parts,  so  that  success  must  be 
imperfect  in  proportion  to  the  postponement.  An  operation 
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in  manhood  for  a squint  acquired  in  childhood,  is  very  seldom 
beneficial. 

A.  late  surgeon  in  England  did  much  harm  by  strongly  advising 
that  a squint,  occurring  in  infancy,  or  in  childhood,  should  not  be 
submitted  to  an  operation  till  after  the  period  of  puberty.  In 
consequence  of  his  extensive  ophthalmic  practice,  this  opinion  was 
disseminated  in  public,  as  well  as  among  the  profession.  It  would 
be  as  reasonable  to  delay  the  treatment  of  congenital  club-foot  till 
the  sufferer  was  fourteen  or  fifteen  years  old,  or  of  any  deformity 
or  defect  in  infancy,  till  the  same  period  of  life.  Much,  therefore, 
is  to  be  gained  by  the  early  treatment;  and  double  squint  may 
frequently  be  prevented  by  timely  removal  of  the  single  affection. 
I cannot  mention  a single  fact  in  favour  of  the  delay,  while  half- 
a-dozen  may  be  given  against  it.  I have  operated  as  early  as  the 
seventh  month  on  a double  congenital  squint,  with  success. 

The  operations  with  which  I have  any  personal  acquaintance,  or 
which  have  seen  performed,  may  be  classed  into  those  executed  with 
the  curved  knife  and  director,  or  knife  alone,  and  those  with  the 
hook  and  scissors. 

The  first  is  objectionable  on  account  of  the  extent  of  the  wound 
inflicted,  such  as  that  practised  by  the  late  Messrs.  Guthrie  ; and  the 
second,  on  account  of  the  uncertainty  of  dividing  the  muscle  as  in 
the  sub-conjunctival  plan  of  Guerin.  There  is  great  danger  to  the 
eyeball  when  the  knife  is  the  only  instrument  used,  which  must  be 
sharp-pointed  in  order  to  penetrate  the  conjunctiva,  to  say  nothing  of 
the  general  inapplicability  of  the  proceeding. 

The  third  comprises  the  hook  and  scissors  method  ; and  includes 
the  sub-conjunctival  plan  executed  with  these  instruments,  and  the 
better  method  of  cutting  through  the  conjunctiva  at  the  spot  over 
where  the  muscle  is  to  be  divided. 


I advocate  and  practise  the  latter,  with  modifications  of  my  own 
adopting  the  application  of  sutures,  because  I find  it  the  most  sure’ 
the  easiest  in  execution,  the  least  likely  to  be  detrimental  the  most 
generally  applicable,  and,  as  I fully  believe,  that  which  ’gives  the 
best  result,  and  leaves  the  smallest  trace  of  performance 

Operations  for  internal  squint.  The  eyelids  should  be  opened  with 
the  spring  we  retractor.  The  internal  rectus  muscle  should  he 
divided  close  to  its  attachment,  and  therefore  internal  to  the  ocular 
tunic.  A probe  passed  vertically  under  the  muscle  of  an  adult  and 
pressed  against  its  attachment  to  the  sclerotica,  will  reach  to  nearly 
within  three-eighths  of  an  inch  of  the  cornea  J 

I commence  the  operation  by  taking  up  a fold  of  the  conjunctiva 
horizontally  with  the  forceps,  opposite  the  lower  edge  of  the  muscle. 
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which  generally  corresponds  to  tlie  inferior  edge  of  the  pupil,  and 
only  far  enough  from  the  cornea  to  leave  room  for  the  sutures,  and 
cut  it  through  vertically,  to  the  extent  of  a couple  of  lines.  I then 
incise  the  sub-conjunctival  tissue  and  the  ocular  tunic  to  the  same 
extent,  introduce  the  hook,  secure  the  muscle,  and  make  it  prominent. 

If  the  upper  part  of  the  muscle  be  covered  with  the  conjunctiva,  as  in 
all  probability  it  will  be,  I push  the  membrane  aside  with  the  forceps, 
while  I make  the  hook-point  more  prominent,  and,  keeping  the 
muscle  very  tense,  I divide  its  tendinous  expansion,  together  with 
the  sub-conjunctival  tissue  and  the  opposite  edge  of  the  opening  in 
the  ocular  tunic,  between  the  hook  and  the  eyeball,  with  the  blunt- 
pointed  scissors.  I would  rather  advise  a beginner  to  incise  the 
conjunctiva  more  freely,  as  he  will  thereby  take  up  the  muscle  the 
more  readily,  and  there  can  be  no  particular  objection  against  the 
extended  incision,  beyond  the  rule  of  cutting  as  little  as  possible.  I 
often  make  it  larger  than  I have  suggested  when  I expect  any  little 
difficulty.  At  any  rate,  scarcely  more  need  be  cut  through  than 
actually  covers  the  muscle.  A skilful  surgeon  can  operate  efficiently 
with  a very  small  conjunctival  aperture.  The  hook  should  always 
be  passed  a second  time,  to  ascertain  whether  the  operation  has  been 
completed.  Besides  muscular  tissue,  portions  of  condensed  areolar 
tissue  might  escape  division  in  the  first  instance. 

It  is  a very  common  error  to  attempt  to  secure  the  muscle  before 
cutting  through  the  sub-conjunctival  tissue  and  the  ocular  tunic.  . 
The  first  is  thin  naturally  ; but  generally  in  squint  of  some  standing, 
and  always  where  there  has  been  chronic  inflammation  of  the  con- 
junctiva, it  is  changed  and  thickened.  I conclude  by  applying  one  , 
or  two  sutures,  using  such  a needle  as  that  depicted  in  the  chapter  j 
on  “ Instruments,”  but  one  stitch  carefully  adapted  generally  suffices.  1 
This  is  very  readily  done  by  raising  the  corneal  portion  of  the 
membrane  with  the  forceps,  transfixing  it  close  to  the  margin , and  j 
dealing  with  the  other  edge  in  the  same  manner.  It  is  necessary  to  j 
be  particular  about  the  exact  position  of  the  suture,  lest  there  be  any  j 
tension  of  the  conjunctiva,  and  because  the  thread  should  be  tin  own  I 
off  in  three  or  four  days  by  ulceration.  Not  the  least  initation 
ensues  from  the  stitch,  and  the  patient  is  rarely  ever  aware  that  he 

has  such  in  his  eye.  _ j 

Primary  union  quickly  follows  this  operation.  It  is  the  rare,  tliel 
very  rare  exception,  not  to  have  it.  I cannot  therefore  concene  afl 
more  efficient  and  perfect  manner  of  operating.  The  little  eochy- 
mosis,  the  slight  redness,  and  the  rapid  removal  of  such  effects  of  j 
the  operation,  point  to  this.  There  is  no  fungus  growth  from  the 
edges  of  the  wound,  a likely  occurrence  whenever  the  conjunctiva  j 


INTERNAL  SQUINT.  TREATMENT. 


393 


does  not  lieal  at  once,  and  no  irritation,  which  is  common  with  the 
process  of  granulation. 

No  particular  direct  course  of  after-treatment  is  ordinarily  required. 
Nothing1  more  is  demanded  than  the  general  attention  necessary  for 
a wound  of  the  ocular  appendages.  I prefer  that  the  eye  he  not 
bandaged  upj  as  I suspect  that  it  is  better  for  the  muscles  to  be  used, 
if  only,  as  in  the  case  of  a weak  abductor,  to  prevent  the  divided 
tendon  from  uniting  too  much  anteriorly. 

Whatever  be,  then,  the  degree  of  the  squint,  the  muscle  is  to  be 
thoroughly  divided,  in  every  case,  and  on  every  occasion,  where  there 
is  single  squint  and  where  there  is  double.  To  attempt  less  is  to 
incur  failure. 

There  is  very  little  disturbance  to  the  surrounding  parts  by  dividing 
the  muscle  close  to  its  attachment,  and  on  the  integrity  of  such  parts 
does  the  after  position  of  the  eye  very  much  depend.  A free  dissec- 
tion is  inevitably  attended  with  prominence  of  the  eyeball.  Then 
it  is  of  the  utmost  importance  that  the  muscle  should  be  re-attached 
■very  close  to  its  natural  position.  The  operation  is  intended  to 
weaken  muscular  force,  and  not  to  destroy  it.  If  the  ocular  tunic  be 
too  much  interfered  with,  the  muscle  will  be  thrown  back  too  much 
and  then  it  gets  attached  to  the  tunic.  Under  such  circumstances,’ 
tlie  eyeball  is  sure  to  become  everted,  and  secondary  squint  produced 

^ hen  the  operation  was  first  practised  the  muscle  was  cut  through 
tar  back,  and  the  proximal  end  pushed  far  behind  ; hence  the  dreadful 
deformities  that  usually  ensued. 

so'called  sub-conjunctival  operation,  the  conjunctiva  is 
divided  horizontally  at  the  lower  part  of  the  eyeball,  and  the  hook 
and  the  scissors  are  used  under  the  membrane.  It  is  a very  fumbling 
proceeding,  and  a much  larger  aperture  is  required,  for  the  passage 
and  the  use  of  the  instruments,  than  is  necessary  in  the  other  and 
superior  method.  It  is  most  readily  done  in  prominent  eyes  There 
is  much  uncertainty  of  thoroughly  dividing  the  muscle  where  the  eve 
is  sunken,  where  there  is  fixed  inversion  of  the  eyeball,  where  the 
muscle  is  shortened,  in  the  small  eyes  of  children  and  infants,  where 
the  conjunctiva  is  thickened  and  thrown  into  folds,  and  especially 
where  the  sub-tissue  is  likewise  altered.  Then,  as  regards  the  peou- 
bar  consequences,  the  parts  are  very  much  disturbed,  the  conjunctiva 
s very  tree  y separated,  the  ocular  tunic  much  cut,  and  much  blood 

to  attempt  to  let  the  blood  out ; but  In  feet  Ht  ,e 

in  this  manner  because  of  the  coagulation  T 1 " ®0t  away 

i . . hitomauon.  1 have  seen  verv  pA-tnn 
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considerable  that  the  eyelids  closed  with  difficulty.  With  this  manner 
of  operating  in  the  dark,  the  uncertainty  of  dividing  any  condensed 
tissue  about  the  muscle  that  should  be  severed,  or  of  any  posterior 
adhesions,  must  be  self-evident,  and  need  not  be  dwelt  on. 

The  following  quotation  horn  the  writing  of  Mr.  Critchett,  advo- 
cating the  operation,  will  show  that  I have  not  made  over-statements. 
In  his  “ Practical  Eemarks  on  Strabismus,  with  some  Novel  Sugges- 
tions respecting  the  Operation,  he  says : Lut  it  may  be  asked  if 

there  are  any  objections  to  this  operation,  and  any  cases  in  which  the 
old  operation  is  preferable.  It  must  be  admitted  that  it  is  rather 
more  difficult  to  perform,  that  there  is  a greater  liability  to  leave 
some  portion  undivided,  and  sometimes  some  inversion  remains,  m 
consequence  of  the  attachment  of  the  muscle  to  the  fascia  after  it  is 
divided  from  the  sclerotic.  This  will  often  rectify  itself  afterwards, 
and  where  this  is  not  the  case  it  is  better  either  to  operate  on  the 
other  eye  or,  if  the  cast  is  slight,  be  content  to  leave  the  case  m that 
state,  rather  than  risk  eversion  by  further  interference.  It  is  only  m 
cases  of  long  standing,  and  where  the  strabismus  is  very  extreme, 
and  where  the  eye  is  small  and  deep  set,  and  where  the  sub-conjunc- 
tival  operation  produces  but  very  little  effect,  that  the  old  operation 

1S  GuS  object  was  to  obviate  the  vacancy  produced  at  the  inner 
corner  of  the  eye,  by  the  interference  with  the  caruncle  and  plica 
semilunaris,  which  was  inseparable  from  the  dissections  that ; were 
practised  in  the  early  operations,  when  it  was  thought  necess^y 
cut  through  the  body  of  the  muscle  far  back.  That  it  was 
improvement  on  such  free  dissections  there  can  be  no  doubt ; but 
that  neither  it,  nor  any  other  method,  always  completely  obviates 

all  trace  of  an  operation,  I shall  show.  # 

The  use  of  the  suture  must  set  at  rest  objections  against  dividing 

the  conjunctiva  in  any  direction.  . ,,  ■,  j pr  p 

A comparative  trial  between  the  sub-conjunctival ^method 
which  I adopt,  was  made  on  a patient  by  a gentian  _ P ‘ 

tises  exclusively  the  sub-conjunctival  plan  with  the  scissors  and 
tises  exclusively  j , the  thread  was  cast 

hook,  and  by  myself.  In  my  pauenu » y . 

oft  on  the  fourth  day,  the  conjunctiva  being  quite  healed , and  on 
the  eighth  there  was  scarcely  any  trace  of  surgical  intei  ferem. 
In  his,  at  the  end  of  two  weeks,  there  was  so  much  conjuuchi. 
inflammation  that  treatment  for  it  was  considered  necessary,  and  t 
conjunctival  wound  was  yet  open.  So  much  inflammatory  action 

^XfdtpenTo'fmme  or  less  paralysis  of  the  antagonist  muscle 
Adhesions.  Variety  in,  or  abnormal  position  of  the  muscles.  Before 
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I consider  any  of  these,  I venture  to  say  that  a long  and  familiar 
acquaintance  with  the  subject  has  convinced  me  that  to  the  operator 
is  to  be  attributed  the  want  of  success  in  most  of  the  unsuc- 
cessful cases  occurring  in  early  life.  Over  and  over  I have  seen 
patients  dismissed  under  the  supposition  that  it  was  impossible  to  put 
eir  eyes  right  when  I have  been  certain  that  the  muscle  had  not 
een  divided.  That  there  is  a great  liability  to  take  up  only  a 
portion,  any  one  may  convince  himself  by  operating  on  the  dead 
su  yect,  when  he  will  find  that,  unless  there  be  great  precision,  this 
Wili  occur.  A partial  separation  will  frequently  lessen  the  squint  ; 

ut  for  its  entire  removal  every  portion  must  be  cut  across,  and  to 
tins  there  is  no  exception.  After  the  muscle  has  been  divided,  the 
pitrent  has  not  the  power  to  adduct  the  eye  in  concert  with  the 

It  is  often  eiToneously  supposed  after  the  operation,  in  consequence 
an  imperfect  examination,  that  the  eyes  are  parallel.  The  in- 
a lty  or  often  the  unwillingness  of  the  patient  to  open  the  eyes 
prevents  a satisfactory  inspection.  These  obstacles  must  be  overcome 
y gently  raising  both  eyelids  at  the  same  time,  and  comparing  the 

positions  of  the  eyeballs.  18 

Respecting  paralysis,  enough  has  been  said  above, 
y own  experience  of  the  existence  of  adhesions  preventing  the 
eye  from  assunnng  a central  position  is  limited  to  whTl  We 
supposed  to  be  condensation  of  areolar  tissue,  around  Id  about 
he  muscle.  In  order  to  divide  any  such  advehitioTs  colectts 

It  SSL ^ ^ival  incision 

the  SSSrS  ltl^“  Sct  *1°  et 
bend  how  they  exist,  as  the  “ ocular  tunic  ” intervenes  T te  TT 
I suspect,  is  often  mistaken  for  adhesions.  Mr  Duffin  wh  ->  w S ^ ’ 
rant  of  its  existence,  remarks,  in  Ids  papers  on  sou  d } I?  ^ 
Medical  Gazette,”  that  bands  of  L°nd°n 

between  the  sclerotica  and  the  under  surface  of  tl,  ' 10U,’  passln£ 
sheath,  frequently  retain  the  eye  in  an  Xolfl  n “and  its 
Itendon  has  been  divided,  and  render  manv  "c  1 b<f  ^ th® 
successful;  that  he  has  met  with  them  very  far'l  I ^ J partl‘dIy 
ho  greatest  diameter  of  the  globe  of  tire  e/e  • tnStTn  t ^ 

' hey  were  almost  cartilaginous,  and  so  un/elding  t]nt  he  VT 

were  wholly  unable  to  move  the  pupil  out  of  tl„  g’  patl6nts 

Another  surgeon  records  fiJLl 

’and,  closely  united  to  the  sclerotica  beyond  t7  “ r"?  fibr°US 

he  eye ; and  in  a third,  numerous  short  ste  ' ,TOrh<;aI  axls  of 

snort,  strong  bands,  situated  like- 
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wise  posteriorly,  retaining  tlie  organ  in  the  inverted  position  after 
the  muscle  and  the  conjunctiva  had  been  freely  divided.  I can  well 
understand  that  the  “ ocular  tunic  ” might  adhere  to  the  eyeball, 
and  the  possible  occurrence  should  he  remembered  when  the  eye 
is  not  righted  after  the  muscle  has  been  severed.  The  pathological 
changes  that  often  take  place  in  the  muscle,  and  in  the  tissue 
surrounding  its  insertion,  may  give  the  idea  of  the  muscle  being 
abnormally  adherent.  In  this  condition  of  parts,  the  operator  is 
apt  to  transfix  the  muscle  with  the  hook,  and  to  leave  a part 
undivided. 

The  following  quotation  from  Sir  W.  Wilde’s  ophthalmic  report, 
in  vol.  xxvii.  of  the  “ Dublin  Journal  of  Medical  Science,”  expresses 
nearly  all  that  is  known  of  the  irregularity  in  the  muscles  : “ Since 
the  adoption  of  the  operation  for  strabismus,  much  attention  has  been 
paid  to  the  pathological  condition  of  the  muscles  in  the  orbit ; but 
few  of  the  abnormal  appearances  described  by  authors  appear  to 
have  been  original  and  not  acquired  defects  after  birth.  And  those 
attachments  of  one  to  another,  or  the  blending  of  two  muscles  with 
one,  as  the  levator  palpebrse  with  the  superior  rectus,  the  trochlea 
with  the  internal  rectus,  and  the  trochlea  itself  with  the  trochlea, 
&c.,  appear  to  be  also  acquired  pathological  conditions,  Morgagni 
and  Wrisberg  ; but  instances  have  recently  been  recorded,  by  good 
authorities,  of  decided  false  insertion,  and  also  bifurcation  of  the 
internal  rectus  at  its  sclerotic  extremity,  Dieffenbach ; of  the  external 
rectus  being  double,  Zagorsky;  and  also  the  superior  oblique, 
Albinus  ; while  Caldani  saw,  more  than  once,  an  additional  muscle, 
which,  from  its  insertion  and  use,  he  has  denominated  m.  detractor 
palpebrse  inferioris ; and  both  recti  and  both  obliques  have  been 
found  wanting,  in  cases  of  monstrosities,  by  Sieler  and  Colomb 

I may  add  that  Ammon  has  seen  bundles  of  fibres  inserted  behind 

the  tendon  of  the  muscle.  . , 

It  is  supposed  by  some  that  thickening  of  the  conjunctiva,  and 

the  subjacent  tissue,  may  retain  the  eye  inverted.  It  would  seem, 
that  for  this  effect,  there  must  be  more  or  less  contraction  of  these! 

tissues 

The  practical  lesson  to  be  gathered  from  the  foregoing  considera- 
tions  is,  that  an  operator  should  be  careful  to  divide  the  muscle  to 
be  certain  of  which  he  should  always  ascertain,  by  the  re-application 
of  the  hook,  that  no  muscular  fibres  have  escaped ; that,  a tei  10j 
efficient  performance  of  this  paid  of  the  operation,  should  the  eje 
be  still  adducted,  he  must  seek  for  adhesions,  and  separate  any  that] 

m%^erlraLssonj  operations  have  been  practised  when  the  division! 
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ol  the  internal  rectus  lias  not  been  followed  by  the  removal  of  the 
squint. 

The  internal  edges  of  the  upper  and  of  the  lower  recti  muscles, 
have  been  divided  simultaneously.  I have  no  personal  knowledge 
of  the  proceeding. 

. In  the  Ophthalmic  Hospital  Reports  for  October,  1858,  the  follow- 
ing occurs : “In  a case  of  congenital  extreme  internal  strabismus, 
aged  fourteen,  with  congenital  cataracts,  both  internal  recti  and  the 
nmghbourmg  fasciae  were  divided ; but  the  eyes  being  still  turned  in, 
Mr.  1 oland  passed  the  hook  beneath  the  superior  and  inferior  rectus 
encircling  that  edge  of  the  muscles  nearest  the  internal  rectus  This 
was  done  sub-conjunctivally  through  the  same,  opening  by  which  the 

TriTr  rtf8  had  been  dlVlded*  Both  eTes  now  remain  straight.” 
6 ff°f  bt  TtS  111f1mmd  about  the  accuracy  of  this  report.  It 
is  difficult  to  understand  how  the  edges  of  the  upper  and  under  recti 
aie  to  be  cut  through  when  the  muscles  are  not  seen 
The  foUowing  option  appUcabie  to  both  kinds  of  squint,  appears, 
wh  1 1 cau  learn’.to  have  originated  with  Dieffenbach.  Sir  W. 

tl  meZd  f ^ “ „Vergmt  Squint  1 take  “y  description  of 
the  method  from  us  Monograph  on  Entropium  and  Trichiasis  ” 

o ivlnch  is  appended  the  description  of  “a  case  of  severe  trichiasis 

and  convergent  squint  of  both  eyes  successfully  treated  by  operation 

nc  the  application  of  ligatures  on  the  recti  muscles.”  Thehatient’ 

upIrtdTo  " ^ f • The  ri*ht  - tot  operated; 

? . P imaiy  difficulty  was  to  bring  any  portion  of  the 

that  every  fibZf  t'l'  ^ e0,?e!i  1Ilto  view-  Having  satisfied  himself 
that  ei  eiy  fibre  of  the  muscle  was  fairly  divided,  but  that  considerable 

convergence  still  remained,  he  laid  hold  of  the  sclerotic  extremity  if 

tlm  muscle  noth  a pair  of  forceps,  and  passed  a fine  curved  seiring 

needle,  armed  with  a single  silk  ligature,  through  it  in  two  iTces 

exterafl  t l ni  ^ PUT°ha8e’  he  the  towards  the 

anal  angle  till  the  cornea  was  rather  inclined  outwards  and 

secured  the  ends  of  the  ligature  over  the  malar  bone  W 1 1 

plaster.  This  was  done  on  the  fourth  of  the  month  O T 
morning  of  the  seventh,  the  thread  had  nnf  ifQ  T , °U  tbe 
of  the  tendon,  but  the  eye  retained  iL  » 'Tf  Ugh  ‘he  end 
days  after,  the  other  eye  was  similarly  tLated^OnT*’011'  • ^ 
the  second  day  the  ligature  was  withZwn  and  I n eVenin«  °f 
m a natural  position.  There  wis  t ' ’ >otl  eyes  were  now 

=blHtarcoSneafr  “ 

and  in  byT w“^T§vIo 
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states  that  he  has  employed  these  means  with  perfect  success  in 
seventeen  cases  of  divergent  squint,  and  thirteen  of  convergent ; and 
in  nine  of  the  latter  the  ligature  had  been  applied  in  both  eyes.  1 he 
length  of  time  the  ligature  is  allowed  to  remain  varies  according  to 
circumstances;  but,  as  a rule,  it  should  never  be  removed  till  the 
eye  has  righted  itself.  Luscitas,  or  fixture  of  the  eye,  in  the  straight 
position,  has  followed,  especially  in  cases  of  divergence,  where  he 
had  reason  to  believe  that  paralysis  and  atrophy  of  the  internal 
recti  had  previously  existed.  This  has  lately  been  described  as  a 


new  operation. 

The  antagonist  muscle  has  been  divided  and  brought  forward  after 
the  principle  of  treating  excessive  divergence  from  an  operation  on 
convergent  squint,  in  a maimer  to  be  presently  described,  but  the 
attempts  have  been  barren. 

It  requires  no  measurements,  no  special  tests,  to  tell  to  what  degree 
the  operation  is  successful.  It  is  only  to  make  the  patient  look  at 
you  and  the  thing  is  determined.  Any  one  can  see  this  as  well 
as  a professor  of  ophthalmology.  The  after  movements  of  the  eye 
rarely  undergo  more  than  the  slightest  variations  from  those  assumed 
directly  that  the  operation  is  over.  The  eye  can  be  used  well  m 
all  directions  in  the  associated  movements  with  its  fellow.  There  is 
generally  some  loss  of  adduction  when  the  two  eyes  are  forcibly 
converged.  Now  and  then  a little  oscillation  of  the  eyeball  exists, 

and  this  is  more  marked  if  adduction  be  not’ perfect. 

Improvement  in  vision  is  not  so  marked  after  the  operation  as  the 
removal  of  the  deformity,  and  this  is,  of  course,  because  the  squint  is 
so  frequently  due  to  impairment  of  sight,  or  to  some  c e ec 
to' its  existence.  It  is  therefore  to  the  removal  of  what  I have 
called  the  strabismic  defective  vision  that  we  must  heie  look  c 
this  will  be  the  more  manifest  in  proportion  to  the  healthiness  of 
the  vision  before  the  squint.  The  improvement  is  apparent  in  the 
greater  acuteness  of  vision.  In  the  most  marked  degree  the  type 
of  an  ordinary  book  may  be  read,  when  before  not  a word  cou 

deciphered.  Besides  this,  the  focal  range  being 

are  not  held  quite  so  close  to  the  eyes,  and  therefore  the  field  of 

vision  is  enlarged.  Distant  sight  is  likewise  unproved  _ 

Secondary  treatment.  This  is  meant  to  express,  nothing  but  the 
painstaking  adaptation  of  glasses  to  any  existing  op  ica  e ec» 
whereby  the  eye  may  be  made  more  available,  for  near  and  distan 
obiects7  Perfection  is  not  to  be  got,  but  any  visual  benefit  is  a gam 
to'  the  patient,  and  in  single  squint,  in  proportion  to  the  degiee  m 
which  the  eye  can  be  used  with  its  fellow,  will  be  the  pemianency 
of  the  cure.  I am  sure  that  relapses  and  eversion  are  often  ( u 
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disuse  of  the  eye.  They  are  more  common  when  an  almost  sightless 
eye  is  operated  on. 

The  use  of  the  stereoscope  is  recommended,  that  binocular  vision 
may  be  exercised. 

Remit  There  are  few  cases  of  squint  in  early  life  that  may  not 
e considerably  improved  by  the  operation,  or  completely  remedied, 
inocular  vision  is  restored  to  nearly  half  of  the  cases  in  which  the 

r r m1S  f moved’  A lesser  number  have  it  with  a limited  range 

ot  the  held  of  vision.  & 

It  is  the  paralytic  form  in  which,  as  a rule,  there  is  only  partial 
recm  ery , and  here  there  are  degrees  of  improvement,  bordering  in  its 
highest  effect  almost  to  success.  6 

wm/lZZ^nn, in  T T\thl chances  of  rishtins the  decre^s 

t . the  age  of  the  individual,  the  paralytics  giving  the  least  result 
Supposing,  then,  paralysis  to  be  absent,  and  vision  to  be  tolerably 
good,  a well-executed  operation  in  childhood  is  immediately  followed 
by  success  The  results  may  be  said  to  be  almost  always  immediate 
foi  it  is  seldom  indeed  that  there  is  any  after  benefit.  There  may  be 
as  rare  exceptions,  intervals  of  hours,  or  even  of  a day  or  two  Before 
an  eye  takes  its  destined  position.  Cases  in  illustration  are  given 

immediate  ^ ^ ^ ^“t  in  vision  is  afways 

external  squint. 

' iZT  dZTnt  SV'M  is  generaUy  due  t0  a edition  commonly 

It  t a^ogo™6 Sc r • * !r 

PATHOLOGY. 

Remote  or  existing  cause.  These  scorn  fn  it 
the  eyeball  as  in  internal  squint.  ar  the  Same  relation  to 

♦Shortsightedness,  or  rather  the 

jfeommonest  of  these.  This  was  recognised  hyuZ" *°  ‘8 

foy  a passage  in  Pliny.  Tile  association  1 ' i anolents> 118  JK  shown 
Writers,  but  no  one  has  attempted  fo  i n°ticed  V modern 

Donders.  He  makes  a distinction  between  well  k “ SC1,en‘ificallI'  as 
quint,  into  relative- and  absolute.  well-known  degrees  of  the 

In  the  relative,  the  vismnl  u 

listances.  At  close  work  the 
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used,  because  there  is  a formation  of  different  images  on  the  two 
yellow  spots  of  the  retinae.  It  exists  as  soon  as  the  proximity 
required  for  accurate  sight  excludes  binocular  vision..  . 

In  the  absolute,  there  is  divergence  of  the  visual  lines  m.  distant 
vision.  For  close  vision,  the  divergence  sometimes  remains  un- 
altered, sometimes  not.  , . 

According,  also,  to  tills  author,  the  chief  cause  of  the  deviation 

outwards  depends  on  the  distention  and  change  of  form  of  the  glohe 
of  the  eye.  When,  he  says,  myopia  depends  exceptionally  on  a 
flattening  of  the  cornea,  strabismus  is  not  to  he  looked  for.  AH 
the  diameters  of  the  eyeball  are  increased  in  myopia,  but  especially 
that  which  corresponds  to  the  optic  axis ; it  follows  therefore,  that 
the  eyeball  has  a tendency  to  take  the  form  of  an  ellipsoid,  of  which 
the  major  axis  is  the  optic  axis.  These  large  diameters  may  diminish 
the  mobility  of  the  eyeball  in  general ; and  movement  is  especially 
affected  by  the  ellipsoidal  form,  which  opposes  a much  greater 
resistance  to  rotation  on  its  minor  axis  in  the  interior  of  a cavity 
of  the  same  shape.  The  centre  of  motion  is  not  only  at  a distance 
from  "the  anterior,  but  also  from  the  posterior  pole  of  the  eye.  T 
elongation  of  the  axis  affects  the  movements  inwards  as  well  as 
outwards  We  take  it  for  granted  that  there  is  an  insufficiency 
motion  inwards,  where  the  lines  of  vision  cannot  be  brought  to 
intersect  at  a distance  of  2"'5,  at  which  they  cut  one  _ another  at 
l nf  n'hmit  51°  In  bigb  degrees  of  myopia  tbis  msufficien  y 

7S  ts  - ' isr  i- & 

small  angle  which  the  visual 

To  thos?p™  ns  wk,  desire  to  learn  Donders’s  detaHs,  his  measure] 
Jl  ZVZ  arguments,  I recommend  his  monograph  on  the 

“ ^u'tf'  t^'  havCsaid  refers  in  general  to  irregularity  of  ocidar 
AH  that  I have prefers  ^ ^ 

movements,  so  slight  s^  t fom  rf  sq*nt.  cannot 

13“ rceeto 

— ts  The  alterations  in  it  are  too  slight  for  any  such  effect, 
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to  say  nothing  of  the  natural  configuration  and  adaptation  of  the 
parts  around  within  the  orbit,  in  the  process  of  development.  The 
diagrams  of  the  myopic  and  of  the  hypermetropic  eyes,  are,  as 
I have  already  said,  greatly  exaggerated.  But  I do  not  find  that 
very  palpable  enlargement  of  the  eyeball,  from  disorganization  and 
distention  of  its  coats,  or  from  the  internal  development  of  a tumour, 
interferes  with  its  movements. 

I admit,  in  a general  acceptation,  the  statement  about  the  in- 
sufficiency of  the  recti  muscles,  but  it  must  be  remembered  that  the 
word  insufficiency  is  merely  another  term  for  paralysis  of  those 
muscles,  unless  congenital  arrest  of  development  be  admitted.  It 
is  supposed  by  some  men  that  with  increasing  myopia,  it  is  necessary 
that  the  internal  recti  should  acquire  preternatural  power  in  order  to 
prevent  eversion.  Paralytic  squint  in  a slight  degree,  comprises  a 
large  portion  of  this  disease,  and  it  often  exists  where  there  is  no 
myopia.  Respecting  the  marked  and  indisputable  squint,  Donders 
admits  that  a certain  number  of  cases  must  be  referred  to  primary 
disturbance  of  the  muscles  arising  in  paralysis,  inflammation,  con- 
traction, and  complicated  congenital  anomalies.  He  writes  besides, 

It  has  appeared  to  me  as  if  there  was  another  origin,  in  addition 
to  myopia,  for  the  higher  degrees  of  strabismus.” 

I have,  I believe,  without  an  exception,  traced  the  cause  of  that 
definite  form  of  squint  for  which  a surgeon  is  generally  consulted, 
to  my  own  satisfaction,  to  be  due  to  some  form  of  impairment  of 
\ision  affecting  both  of  the  eyes,  or  only  one  of  them;  or  to 
difference  in  the  refraction  of  the  two  eyes,  or  some  disparity  between 
them  in  the  function  of  sight.  The  one  or  the  other  of  these  states 
is  commonly  associated  with  myopia.  The  truth  of  this  seems  to 
be  borne  out  by  the  fact  that  the  so-called  relative  squint  does  not 
pass  into  the  absolute  or  marked  form,  the  definite  affection,  in  any 
pathological  sequence  or  association.  The  rare  occurrence  of  rela- 
tive squint,  makes  it  difficult  for  me  to  recognise  as  its  cause,  those 

conditions  which  are  present  in  a more  or  less  degree  in  nearly  all 
cases  of  myopia.  J 

Impairment  of  sight  in  any  form  of  eye,  that  is,  in  eyes  with 
normal  refraction  or  otherwise,  from  any  disease  without  or  within 
the  eyeball,  by  which  sight  is  materially  deteriorated  or  destroyed  in 
manhood,  is  another  cause  of  external  squint.  It  is  a fact  difficult 
to  be  explained,  that  the  circumstances  which  at  one  time  of  life 
determine  an  internal  squint,  shall  at  another  bo  followed  by  the 
outward  deviation  of  the  eyeball.  The  age  of  the  individual  seems 

° I“®ueQce'  . A ohld  seldom  acquires  an  outward  squint; 

an  adult  seldom  acquires  an  internal  one.  I never  met  with  internal 


1)  I) 
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squint  in  the  aged  as  the  result  of  cataract,  although  a slight  deflec- 
tion outwards  is  not  uncommon.  Internal  squint,  from  cataract 
produced  by  any  cause  in  early  life,  especially  when  one  eye  is 
affected,  is  not  unusual.  Not  any  satisfactory  explanation  has  been 
found  for  this. 

Direct  cause.  Putting  aside  any  excessive  action  of  the  external 
rectus  muscle  from  cerebral  influence  analogous  to  that  of  the  internal 
muscle  in  inward  squint,  the  direct  causes  are  the  same  in  the  two 
affections.  The  eye  is  influenced  in  the  same  way  by  effusions  m 
the  orbit,  tumours,  and  all  mechanical  lesions  of  its  muscles. 

Paralysis  of  the  motor  oculi  nerve.  To  this  alone  are  due  nearly 
all  the  cases  of  the  disease.  It  occurs,  as  I have  already  mentioned, 

in  different  degrees.  . 

The  forms  under  which  external  squint  occurs.  Three  varieties  include 

them,  and  these  are  readily  recognised. 

First  form.  This  is  associated  with  paralysis  in  some  degree  of  the 
internal  rectus,  and  some  of  the  other  muscles  supplied  by  the  third  nerve. 
There  is  often  more  or  less  ptosis.  The  term  paralytic  squint  is  here 
applied.  According  to  the  extent  of  the  paralysis  of  the  internal 

rectus  is  there  inability  to  turn  the  eyeball  inwards. 

There  is  impairment  of  the  power  of  adjustment  when  the  cihary 
muscle  is  paralyzed.  A much  dilated  pupil,  arising  out  o para  > sis 
of  the  sphincter  pupillse,  has,  too,  its  effect  on  the  sight.  But  there 
may  besides  be  confusion  of  vision,  arising  solely  from  the  ma - 
position,  or  loss  of  parallelism  of  the  eyeball;  m other  words,  double  > 
vision.  Strabismic  vision  also  occurs.  The  deformity  is  usua  y 

confined  to  the  one  eye,  but  both  may  be  affected. 

The  second  form  is  single  squint,  and  it  is  very  similai  o.  I 

form  of  the  internal  affection,  although  it  is  more  common  in  its  kind. 
There  is  eversion  in  the  one  eye,  no  material  divergence.  7 I 

ball  can  be  brought  to  the  centre  of  the  orbit  by  strong  wiU,  an  I 
kept  there  without  causing  eversion  of  the  othei  eyeba  . O 1 

become  parallel  with  its  fellow  when  a near  object  is  looked  at  I 
Sometimes  it  can  be  inverted,  and  both  eyes  can  be  made 

00  least  degree,  has  been  particularly  spoken  of 

in  the  foregoing  chapter,  at  the  end  of  the  section  on  paralysis  of 
the  third  nerve.  The  eversion  is  first  recognised  from  he  dou  j 

ir,“oi  - Si  Tier.  „ i 

■‘5L  «.  — * « .rttsa 

divergence.  According  to  my  observation,  except  he  p 
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hy  paralysis,  it  rarely  commences  double.  In  this  it  differs  from 

internal  squint,  in  which  the  double  affection  from  the  first  is 

common.  In  the  very  marked  cases  the  mutual  divergence  is  very 

striking,  and  the  diagnosis  is  unmistakeable.  In  the  lesser  degree 

t lere  is  rather  a deceptive  appearance,  the  deformity  seeming  to 

a ternate.  But  implication  of  the  two  eyes  can  generally  be  made 

out,  although  there  is  nearly  always  a difference  in  the  degree  of 

tiie  eversion;  not  so  apparent  by  individual  examination  as  when 

scrutinizing  them  together.  Taken  separately,  either  sometimes 

may  be  brought  to  the  centie  of  the  orbit,  and  even  more  or  less 

inserted.  Ellt  tlle7  cannot  be  made  to  converge,  nor  even  to  become 
parallel. 

1 lie  influence  of  the  associated  movements  of  the  recti  muscles  is 
no  doubt,  exerted  also  in  this  kind  of  squint,  and  causes  the  better 
eye  to  be  turned  unduly  outwards,  when  an  attempt  is  made  to 
bring  the  more  squinting  eye  to  the  centre  of  the  orbit. 


TREATMENT. 

Mere  local  treatment  of  any  kind  is  useless. 

• ,AU  t1hat  has  been  said  about  the  general  treatment  for  paralytic 

resuttf,Tbe  .I?1' , wv  • ^ h °nfy  to  adtl  that  b«tter 

lesu  ts  l ull  be  obtained  in  this  variety  than  in  the  other. 

• r le,.  °Cal  COndltlons  which  have  been  pointed  out  as  contra 

f«^gjrsSb°Tlfor  iUtenf  Squ!nt’  C01ltra-il“  that  also 
f i,  . ' ’ | * le  8eneial  remarks,  too,  which  immediately 

follow,  have  a like  application  in  the  two  varieties.  7 

Operation  for  external  squint.  There  is  no  difference  in  the  details 
between  the  operations  for  internal  and  external  squint,  except tha 
as  the  attachment  of  the  external  rectus  muscle  is  a Iff  Ho 

posterior  than  the  internal,  the  conjunctiva  should  be  divided  a Me 
farther  from  the  cornea,  and  more  freplv  i i n . . e 

passed  just  below  the  muscle,  and  close  to  its  nff  °l V S ° d J36 
srierohca,  or  the  inferior  oblique  muscle  is  liable  to"  bTtaken  ™ 

Bubja^ntatSu”boser  anZhTcL^n *nd  the 
that  the  tendon ’of  thenrJe  £ZZ^°t°  th°  ^ and 
does  not  admit  of  being  so  indefinitely  raised  l S gPeatei  breadth, 
internal  operation:  it  fppej ** 
operation  may,  therefore,  be  said  to  be  th  1 ^ thai\tendon-  This 

there  can  be  no  doubt  that  it  is  far  more  lTk  W °l  ^ ^ 5 and 
performed.  I always  apply  8uturp<,  f ^ f 7 h.e  lneffectually 

here,  still  they  are  veiy  sendceable  ’ altilon8h  less  lmPortant 


i)  i)  2 
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I understand  that  some  of  the  warmest  advocates  tor  the  sub- 
conjunctival operation,  do  not  apply  it  to  external  squint.  I have 
not  seen  it  adopted. 

The  rules  that  have  been  given  in  the  first  section  on  interna 
squint,  as  to  whether  the  single  or  the  double  operation  should  be 
performed,  apply  here.  All  besides  that  has  been  said,  respecting 
care  in  dividing  the  muscle  and  seeking  for  adhesions,  must  be 
understood  with  reference  to  this  operation  ; and  so  too  as  regards 

after-treatment. 

In  general  both  eyes  require  to  be  operated  on.  . • 

Results.  As  convergent  squint  is  so  essentially  a paralytic 
affection,  success  will  mainly  depend  on  the  degree  of  paralysis  under 
which  the  internal  rectus  muscle  labours.  Where  it  is  slight,  t ie 
eye  will  be  righted ; where  it  is  considerable,  there  will  be  only 

improvement  in  the  eversion. 

The  full  benefit  of  the  operation  is  not  usually  manifest  at  once, 
but  is  developed  gradually. 


DEFECTS  OF  THE  OPERATION  FOR  SQUINT. 

Defects  are  inevitable,  for  nothing  could  be  more  unlikely  in 
practical  surgery  than  that  an  operation  of  the  above  nature  cou  t 
be  done  on  a part  of  the  body  with  such  configuration  and 
mechanism,  and  endowed  with  such  peculiar  action  in  a tailed 
sphere,  for  the  removal  of  disease  in  the  motor  apparatus,  without  the 
emains  of  some  trace  of  the  hand  of  art.  The  slightest  alteration  of 
the  natural  lines  in  the  corner  of  the  eye  can  be 
freely  open  to  scrutiny,  and  the  fellow-eye  is  close  by  for  comp« 

Only  exceptionally  is  it,  even  in  the  most  satisfactory  xnstance  of  fte 
removal  of  an  internal  squint,  that  there  does  not  ~ a Wemish 
however  slight  it  may  be.  mile  some  of  he  cases  defy 
the  treatment,  others  palpably  exhibit  what  has  beer i done. 
manner  of  operating  will  often  determine  t e cegiee  • f 

tion,  whether  it  shall  be  slight  or  otherwise,  a systematic  levie 

TfirZlballs.  After  the  internal  rectus  muscle  has 
been  divided,  there  is  often  a little  loss  of  internal  movement  of  c 
eyeball  This  is  attributable  to  the  acquired  attachmen  o 
muscle  being  posterior  to  the  natural  one,  but  such  a cause  does  not 
always  operate,  since  sometimes  all  the  consentaneous  or  associated 
muscular^  movements  are  restored.  The  action  may  be  cons.de  cd 
satisfactory  if  the  ocular  parallelism  is  maintained  when  an  «b  ect 
viewed  atl  distance  either  of  twelve  feet  or  of  six  inches.  Parallelism 
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of  tlie  visual  lines  for  very  near  points  of  convergence,  and  for  the 
viewing  of  very  distant  objects,  is  rarely  attained. 

Marked  eversion , is  the  inevitable  consequence  of  bad  operating, 
and  this,  together  with  the  almost  invariable  accompaniment  of 
considerable  prominence,  were  the  chief  causes  that  brought  the 
opeiation  into  the  disrepute  from  which  it  has  scarcely  yet  recovered. 
All  operators  at  first  were  at  fault,  but  in  different  degrees.  They 
had  not  yet  learned  how  to  operate.  A great  surgeon  from  the 
Noitli,  who  did  more  in  his  short  time  to  improve  the  practice  of 
surgery  than  any  of  his  contemporaries,  turned  out  the  worst 
examples.  His  very  free  dissection,  by  which  he  exposed  the  greater 
part  of  the  inner  side  of  the  eyeball,  and  his  manner  of  cutting 
through  the  body  of  the  muscle,  were  the  causes  of  it.  Besides  tins’, 
lie  in  common  with  others,  thought  it  well  to  thrust  back  the  cut 
muscie  with  a probe,  and  particular  directions  for  doing  this,  were 
given  in  the  rules  for  operating.  The  amount  of  distortion  that 
might  be  thus  produced  is  almost  incredible.  No  one  earlier  than 
myself,  as  my  writings  will  show,  endeavoured  to  remedy  this  by  a 
more  limited  operation,  and  although  at  the  time  the  rationale  was 
not  apparent,  it  has  since  been  revealed  by  actual  dissection.  We 
now  know  that  the  divided  muscle  either  acquires  an  attachment 
o he  sclerotica,  directly,  or  by  cellular  connection,  or  through  the 
intervention  of  the  conjunctiva.  Or  it  adheres  to  the  ocular  tunic  • 
or  the  ends  unite  with  more  or  less  intervening  new  material,’ 
or  lie  far  apart  between  the  sclerotica  and  the  conjunctiva:  or 
become  joined  to  the  conjunctiva  alone.  Now,  in  exact  proportion 
as  the  influence  of  the  muscle  is  lost  by  being  dissected  away  and 
completely  displaced,  or  by  a piece  being  cut  out  as  I have  seen 
\ one  many  times,  will  there  be  eversion,  when  the  abductor  is 
healthy.  The  aim  and  object,  therefore,  should  be  to  provide  for 
the  re-adhesion  of  the  ends  of  the  muscle  with  as  little  displace- 
ment as  possible.  Some  time  is  requisite  to  weaken  the  muscle 

I be  cutT  t thi  -leSS  tllG  b°tter-  If  tlle  tendon  only 

\ b ?ut  throu&b  as  I advise  and  practise,  there  is  secured  the 

\ 0 displacement.  It  is  supposed  that  the  reader  will 

I rruiearLt8tre8S  been  laid  °n  UOt  disturbing 

. wh^t  ^ muscle, 

extended  scale  than  that  adopted  by  mysefr  ItwiTl  tZl  7 “ w* 

more  advantage  in  the  operations  of  7 ■ , ’ therofore’  be  ot 

operate  with*  accura^I n ,cs f “T  ^ ^ *° 

UuWinff  the  tenrion  of  the  stite^bb^  , 8p°“k  ,of 

blllcn>  by  taking  up  more  or  less  of  the 
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conjunctiva,  according  to  the  effect  that  may  seem  necessary  on  the 
position  of  the  eyeball ; and  on  the  same  principle,  it  is  recommended 
that  the  stitch  he  sometimes  withheld.  I have  not  found  such 
instructions  necessary  to  he  carried  out. 

It  should  he  understood,  however,  that  slight  eversion  may  at 
once,  or  in  a day  or  two,  follow  the  best-executed  operation.  But  I 
say  positively  and  undeniably,  that  when  the  operation  is  well  done, 
according  to  the  rules  which  I have  laid  down,  it  will  be  a very 
rare  occurrence. 

Eversion,  which  may  be  called  secondary,  might  ensue  some  months 
after  the  operation.  This  is  because  the  eye  is  not  brought  into 
use,  perhaps  from  the  want  of  sight.  I shall  speak  more  of  this 

presently. 

The  treatment  of  eversion  has  not  been  overlooked.  The  first  plan 
was  that  of  dividing  the  antagonist  muscle.  It  was  done  to  a great 
extent  at  one  time  in  London.  In  several  of  the  persons  who  came 
under  my  notice,  considerable  prominence  of  the  eyeball  ensued, 
although  the  defect  was  more  or  less  remedied.  In  one  instance,  it 
was  so  excessive  that  the  eyelids  could  not  be  closed  without  great 
effort.  But  there  need  be  no  fear  of  any  such  bad  result,  if  the 
muscle  be  divided  in  the  careful  and  limited  manner  that  I 
advocate.  On  the  contrary,  the  effect  will  be  beneficial  in  righting 
the  eyeball,  provided  there  be  not  marked  prominence  with  the 

eversion.  . . , 

For  eversion  with  much  prominence,  two  operations  are  required. 

The  external  rectus  is  to  be  cut  through.  The  internal  is  to  be  re-cut 
and  so  placed  as  to  ensure  a more  forward  attachment.  The  eyelids 
should  be  retracted  as  in  the  ordinary  operation  for  squint.  A 
dissection  is  to  be  commenced  at  the  inner  corner  of  the  eye,  about 
two  lines  from  the  margin  of  the  cornea,  and  earned  upwards  and 
downwards;  and  a flap  of  conjunctiva,  sub-conjunctival  fascia 
cicatrix  and  muscle,  with  all  the  condensed  tissue  around  it  so  raised 
as  to  expose  the  inner  third  of  the  surface  of  the  eyeball.  I he 
external  rectus  muscle  should  next  be  divided.  A small  semi- 
circular needle,  threaded  with  fine  silk,  should  be  passed  through  the 
flap  which  has  been  raised  at  the  inner  corner,  as  far  back  as 
possible.  Two,  three,  or  four  sutures  must  be  passed  m the  same  way 
at  regular  intervals,  according  to  the  size  of  the  flap.  Each  need  e 
must  then  be  carried  through  the  piece  of  conjunctiva  by  the  s^de  of 
the  cornea,  in  proper  correspondence.  The  anterior  poition  ; 1 > 

that  in  front  of  the  sutures,  should  then  be  cut  oil,  and  t ie  opeia  ion 
completed  by  tying  each  suture  so  as  to  make  a stitch,  by  w 11c  \ \e 
conjunctiva  and  the  cut  edge  of  the  flap  shall  he  approximated. 
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I3y  this,  inversion  should  be  established;  that  is  necessary,  as  there 
is  always  a little  outward  yielding  afterwards.  To  Mr.  Oritchett  is 
due  the  merit  of  the  plan.  The  sutures  must  be  allowed  to 
drop  out.  It  is  not  to  be  wondered  at,  that  the  mobility  of  the  eye 
is  much  impaired  by  the  operation,  and  that  sometimes  an  almost 
fixed  central  position  is  acquired.  Partial  relapse  occasionally 
ensues. 

Another  method  has  been  practised  by  Dr.  Agnew,  “New  York 
Medical  Journal.”  The  conjunctiva  with  sub-tissue  is  to  be  divided 
horizontally  opposite  the  internal  rectus  muscle,  from  within  a line  of 
the  cornea  to  the  semilunar  fold.  The  tendon  of  the  muscle  is  to  be 
secured  and  pidled  forwards,  by  a squint  hook  armed  with  a thread, 
and  tied  close  to  its  attachment.  The  external  rectus  muscle  is  then 
to  be  divided.  The  internal  rectus  is  next  to  be  cut  away  from  the 
sclerotica.  The  operator  should  now  estimate  the  amount  of  adduc- 
tion which  may  be  necessary  to  cure  the  divergence.  This  he  can  do 
by  catching  with  forceps  the  sclerotic  edge  of  the  cut  tendon  of  the 
external  rectus  and  drawing  the  cornea  towards  the  inner  canthus, 
while  he  holds  up  upon  the  stretch  the  muscle  to  be  advanced.  The 
retentive  sutures  can  now  be  placed.  For  this  purpose  two  delicate, 
short,  and  sharply-curved  needles  are  to  be  armed  with  fine,  well- 
waxed  silk,  and  adapted  to  a needle-holder.  The  sutures  are  to  be 
passed  through  the  muscle  and  its  sheath,  as  far  back  as  may  be 
necessary,  yet  always  enough  to  leave  a longer  bit  between  them  and 
the  ligature  on  its  end,  than  the  distance  of  the  divergence,  the 
angle  of  the  squint.  Such  bit  is  to  be  cut  off. 

The  next  step  is  to  carry  the  sutures  beneath  the  conjunctiva 
above  and  below  the  cornea.  It  is  better  to  place  the  upper  suture 
first.  The  point  aimed  at  in  carrying  the  needle  along  the  sclerotic 
beneath  the  conjunctiva,  should  be  about  a line  above  the  cornea  and 
over  the  centre  of  the  line  of  implantation  of  the  superior  rectus 
muscle,  and  there  the  suture  should  emerge.  Before  tying  the  upper 
the  lower  suture  should  be  brought  out  at  a corresponding  point  over 
the  inferior  rectus  insertion.  While  the  operator  is  cautiously  tying- 
the  sutures  his  assistant  should,  catching  hold  of  the  insertion  of  the 
external  rectus  cany  the  cornea  towards  the  internal  canthus  as  much 
as  possible,  and  thus  effect  what  may  be  considered  the  real  intention 
o the  operator,  namely,  to  adduct  the  eye  strongly,  and  thus  place 
the  end  of  the  shortened  mtemal  rectus  in  coaptation  with  tiro 
, otic  at  the  natural  line  of  tha  sclerotic  implantation.  The  exercise 

beUnd  LTo  WlliTe,ith0  mU8Cle  ‘°  srread  «d  be  hidden 
behind  the  horizontal  pillars  of  the  wound,  through  which  the 

retentive  sutures  have  been  carried. 
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A certain  degree  of  dropping  of  the  caruncle  is  seldom  absent,  and  arises 
out  of  the  unavoidable  disturbance  of  the  parts  at  the  corner  of  the  eye. 

As  it  is  due  to  the  displacement  of  parts  behind  the  conjunctiva,  the 
inevitable  consequence  of  change  in  the  position  of  the  attachment  of 
the  muscle,  and  on  the  contraction  attendant  on  cicatrization,  it  takes 
place  when  the  operation  has  been  performed  in  the  most  limited  and 
perfect  manner.  But  it  is  increased  by  free  dissection,  and  it  is 
always  very  much  marked  where  there  has  been  previous  contraction 
of  the  tissues  at  the  inner  corner  of  the  eye,  as  the  result  of  inflamma- 
tion. It  is  always  more  apparent  in  prominent  eyeballs  than  in  those 
which  are  deep  set.  No  method  of  operating  heretofore  devised,  is 
free  from  it.  Apart  from  the  mere  disfigurement,  it  may  interfere 

with  the  removal  of  the  tears  by  the  puncta. 

After  very  badly  executed  operations  the  caruncle  may  altogether 
disappear,  and  then  a chink  or  crevice  is  left  at  the  corner  of 

the  eye. 

The  only  way  to  limit  this  defect  to  the  least  possible  degree, 
according  to  the  individual  condition  of  each  eye,  is  to  operate 
in  the  careful  manner  which  I have  advised,  and  to  stitch  the 

conjunctiva.  _ . . 

Liebreich  has  been  making  dissections  in  order  to  ascertain  if  lie 

can  remedy  this,  as  well  as  to  lessen  the  necessity,  as  he  says,  for 
operating  on  the  same  eye  twice,  thrice,  or  four  times.  His 
anatomical  details  are  described  in  the  “British  Medical  Journal  ” for 
December  15,  1866,  a reprint  of  which  the  author  has  just  kindly 
sent  me.  He  gives  a new  description  of  the  “ ocular  tunic, 
capsule  of  Tenon,  as  he  calls  it,  of  its  relations  with  the  muscles  of  the 
eye,  the  sub-conjunctival  tissue,  and  the  conjunctiva.  The  following 
quotations  will  suffice : “ The  capsule  of  Tenon,  which  encloses  the 
whole  eyeball  with  the  exception  of  the  cornea,  consists  of  two  very 
different  portions.  The  posterior  half,  with  its  smooth,  firm,  inner 
surface,  forms  a cup,  in  which  the  eyeball  moves  freely,  as  the  head 
of  a joint  in  the  socket.  This  cup  is  pierced  by  the  four  recti  muscles, 
and  forms  at  the  point  of  perforation,  a sharply-defined  ring,  wine  i 
enters  into  so  close  a connection  with  the  muscles,  as  to  render  any 
displacement  between  the  two  impossible.  This  close  adhesion  , 
between  the  muscles  and  the  posterior  half  of  the  capsule  is,  moreovei, 
increased  by  sheath-like  processes  which  run  backward  from  the  outer  • 
surface  of  the  capsule  towards  the  orbit,  and  which  are,  for  a certain  ; 
distance,  firmly  connected  with  the  muscles.  But  towards  the  eye- 
ball  no  sheath-like  processes  extend  from  the  posterior  capsule;  t ie 
latter  terminates  abruptly  in  the  form  of  a ring,  which  encloses  u' J 
spot  whore  the  muscles  penetrate,  and  whence,  lor  a very  so  i 
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distance,  the  muscles  are  quite  free  from  any  adhesion.  But  before 
the  tendon  is  inserted  into  the  sclerotic,  it  penetrates  between  the 
sclerotic  and  the  anterior  half  of  the  capsule,  and  becomes  united  with 
the  latter. 

Ibis  anterior  half  of  the  capsule,  which  may  be  considered  as 
standing  towards  the  posterior  portion  in  the  relations  of  a semi- 
circular lid  to  a semicircular  cup,  is  much  thinner  than  it,  and  is 
difficult  to  dissect,  more  especially  on  the  dead  body  ; for  like  the 

conjunctiva  it  rapidly  diminishes  in  thickness  and  firmness  after 
death. 

W ithin  a zone  which  is  bounded  on  one  side  by  the  opening’  on 
the  margin  of  the  cornea,  and  on  the  other  by  the  line  uniting  the 
insertions  of  the  four  recti  muscles,  the  conjunctiva,  the  capsule 
of  Tenon,  and  the  sclerotic,  are  firmly  and  immoveably  connected 
together.  At  the  periphery  of  the  zone,  this  condition  becomes, 
however,  changed.  The  connection  between  the  capsule  and  the 
sclerotic  is  interrupted  by  the  passage  of  the  muscles.” 

He  thus  sums  up  : “ 1.  The  connection  of  the  muscle  with  the 
capsule . of  Tenon  is  twofold.  On  the  one  hand,  there  is  the  annular 
connection  of  the  posterior  capsule  and  its  sheath-like  processes 
winch  are  reflected  towards  the  orbit,  with  the  belly  of  the  muscle  • 
on  the  other,  the  firm  adhesion  of  the  anterior  half  of  the  capsule  to’ 

the  surface  of  the  end  of  the  muscle,  which  penetrates  into  the 
capsule. 

“ 2.  The  conjunctiva  is  firmly  connected  with  the  outer  surface  of 
the  capsule  of  Tenon  from  the  edge  of  the  cornea  to  an  irregularly 
circular,  sharply  defined,  marginal  line  ; and  consequently,  it  stands 
111  u imP0I^an^  reHtion  to  the  muscles  of  the  eye. 

, C!truncle-  together  with  the  semilunar  flap,  rests  upon  a 

band-like  ligament  which  passes  from  the  capsule  of  Tenon  towards 
the  edge  of  the  orbit.  Now,  when  the  internal  rectus  is  contracted 
and  the  eye  rolled  inwards,  this  hand  is  rendered  tense  ; and  the 
canine  e which  is  fixed  to  it,  is  subsequently  drawn  into  Cnner 

...  ,,  the  ”blt  But  the  outer  edge  of  the  caruncle,  together 
i ic  semilunar  fold  and  an  adjoining  portion  of  conjunctiva 

z tTd^rr into  a *T'. Ti,is  “ to  re 

fact  that,  during  the  movements  of  the  eye,  the  conjunctiva  lies 
X to  “ tP7; in  d"a^°"  t0  « and  liaiX 

of  its  connection  wfrh^aXriOThdf  of  tl'  th°  T°le’  °n  aooom,t 
latter  backwards,  whe,  TwnXfrU  , ®P8ule>  must  J™w  the 

is  likewise  connectd  wftwi  X V the,COIIJ”‘oti™,  which 
caruncle  ” caPsule>  th®  «oniilunar  fold,  and  the 
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I will  now  describe  his  operation  : “ If  the  internal  rectus  is  to  be 
divided,  I raise  with  a pair  of  forceps  a fold  of  conjunctiva  at  the 
lower  edge  of  the  insertion  of  the  muscle ; and,  incising  this  with 
scissors,  enter  the  points  of  the  latter  at  the  opening  between  the 
conjunctiva  and  the  capsule  of  Tenon ; then  carefully  separate 
these  two  tissues  from  each  other  as  far  as  the  semilunar  fold, 
also  separating  the  latter,  as  well  as  the  caruncle,  from  the  pails 
lying  behind.  "When  the  portion  of  the  capsule  which  is  of  such 
importance  in  the  tenotomy  has  been  completely  separated  from 
the  conjunctiva,  I divide  the  insertion  of  the  tendon  from  the 
sclerotic  in  the  usual  manner,  and  extend  the  vertical  cut,  which 


is  made  simultaneously  with  the  tenotomy,  upwards  and  downwards, 
the  more  so  if  any  considerable  effect  is  desired.  I he  wound  in 
the  conjunctiva  is  then  closed  with  a suture. 

“ The  same  mode  of  operating  is  pursued  in  dividing  the  external 
rectus;  and  the  separation  of  the  conjunctiva  is  to  be  continued 
as  far  as  that  portion  of  the  external  angle  wdiich  is  drawn  sharply 

back  when  the  eye  is  turned  outwards. 

I can  say  nothing  about  the  anatomical  account,  because  I liai  e 
made  no  dissection  to  verify  it,  but  respecting  the  manner  of 
operating,  this  conviction  is  forced  on  me  that,  it  is  only  now 
that  Liebreich  has  learnt  to  sever  the  muscle  efficiently.  He  now 
understands  how  to  do  this  thoroughly,  and  he  sees  the  importance  of 
dividing  a portion  of  the  ocular  tunic  as  well.  He  completes  the 
process  by  the  very  important  act  of  applying  a suture,  the  necessity 
for  which,  as  a safeguard  against  the  dropping  of  the  caruncle, 
I have  inculcated  for  many  years.  I attribute  the  virtue  of  the 
operation,  not  to  the  method  of  the  dissection,  ingenious  as  it  seems, 
but  to  the  use  of  the  suture,  and  the  primary  union  of  the  conjunctiva 
I fully  believe  that  the  best  result  will  be  got  with  the  least  amount 
of  tissue-cutting.  I must  here  state  that  I do  not  believe  m the 
necessity,  at  any  time,  for  the  repetition  of  the  operation  for  squint, 
except  there  be  a relapse.  I can  receive  the  statement  only  on  this 
qualification,  that  on  each  repetition,  the  preceding  operation  was 
never  thoroughly  done. 

Protrusion  of  the  eyeball , in  some  degree  is  common,  perhaps  inner 
absent,  but  oftentimes  so  slight,  that  very  close  inspection  is  required 
to  discover  it.  Theoretically  speaking,  the  balance  of  the  rec  1 
muscles  cannot  be  disturbed  by  dividing  one  of  them  withou  ie 
eve  starting  somewhat  forward.  Naturally  prominent  eyes  wu 
display  it  more  than  those  which  are  deeper  set.  In  eyes  tha  are 
popularly  called  small,  it  seldom  constitutes  a deformity.  It  i* 
always  less  noticeable  when  both  eyes  have  been  operated  on. 
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Like  the  dropping  of  the  caruncle,  it  is  unavoidable  in  a slight 
degree,  but  an  exaggerated  amount  can  never  occur  with  judicious 
operating.  It  is  often  combined  with  eversion.  Indeed,  it  cannot 
be  a ery  marked  without  it.  There  is  no  recognised  method  of 
removing  it.  Reducing  the  palpebral  aperture,  by  an  operation 
at  the  outer  commissure,  has  been  recommended. 

Double  vision  is  another  unpleasant  result  occasionally  met  with. 
It  may  appear  at  once,  or  in  a few  days  after  the  operation,  whether 
the  one  eye  have  been  operated  on  or  the  two.  As  it  results  from 
loss  of  correspondence  in  the  visual  axes,  it  is  absent  in  proportion 
as  parallelism  is  restored.  It  is,  therefore,  most  common  where 
there  is  eversion,  although  it  is  not  a necessary  concomitant  with 
it.  Like  the  double  sight,  the  effect  of  a recent  squint,  it  generally 
soon  passes  away.  I only  know  of  a single  instance  of  its  per- 
manency among  my  own  patients.  I operated  on  a young  man, 
slight  eversion  ensued,  and  very  troublesome  double  vision  with 
crossed  images  followed.  For  years  he  continued  to  call  on  me, 
ever  telling  the  same  distressing  tale,  and  always  refusing  to  allow 
the  external  rectus  muscle  to  be  divided. 

Occurrence ' of  accidents.  The  operation  for  squint  is  but  little 
liable  to  accident,  and  to  bad  results,  the  consequence  of  inflam- 
mation. Well  performed,  it  is  the  surest  and  safest  operation  I 
know  of.  The  ill-effects  have  been  almost  always  due  to  bad 
operating  or  to  after  imprudence  on  the  part  of  patients. 

he  sclerotica  has  been  cut  through  several  times,  chiefly  in 
children,  in  whom  it  is  very  thin.  In  the  cases  which  I have  been 
abe  to  watch,  the  eyeball  has  collapsed,  even  when  the  vitreous 
humour  (lid  not  escape  when  the  wound  was  inflicted. 

The  orbital  fat  has  protruded  during  the  operation 

JE£lBh,p  has  eusued’ and  life  has  w ea-d  * 

“ ab8CeSS’  ^ ” d “ ‘-es  after 

Acute  inflammation  of  the  evebnll  pnrli'n <->■ 
come  under  my  notice  once.  8 “ ^ 

recorded.  ^ COnSe<luent  011  ■»  orbital  abscess,  has  been 

A«  to  “ *,2  If* 

six  months  of  the  oneritionn  rl\  ^ . ’ . occurred^within 

respectively  twenty-one  and  twenty-uT  mie“fth^TOStU‘lent8’ 
squint,  the  other  a double,  one  eye  of’ which  related  In 
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second  operations  wore  successful.  The  third  was  in  a male,  thirty 
years  of  age,  and,  like  the  others,  was  ultimately  set  right.  The 
fourth  occurred  in  a young  lady  of  eighteen.  I have  kept  no 
account  of  relapses  that  may  have  followed  any  of  my  public 
operations.  I do  not  remember  any.  There  can  be  little  doubt, 
that  in  many  of  the  supposed  cases  of  the  recurrence,  the  operation 
has  never  been  completely  done.  I have  verified  this  when  operating 
on  them.  M.  Malgaine  has  noticed  relapse  a year  after  the  eye  has 
been  straight. 

In  repeating  the  operation,  far  more  nicety  is  needed  than  in  the 
first  instance,  as  conjunctival  cicatrix  must  be  cut  through,  and  the 
muscle  is  not  so  readily  found,  nor  so  easily  divided,  and  the  caruncle 
drops  in  an  excessive  manner. 


CHAPTER 


XIX. 


INJURIES  FROM  MECHANICAL  AGENTS. 
BURNS  AND  SCALDS. — BLOWS. WOUNDS. 


BURNS  AND  SCALDS. 

The  surface  of  the  eye  is  liable  to  be  injured  by  heated  liquids, 
by  explosions  of  gas,  of  gunpowder,  and  all  other  inflammable 
compounds,  and  by  glowing  or  molten  metal.  Yet  it  enjoys 
wonderful  immunity  from  ordinary  burns  and  scalds,  which  more 
or  less  overspread  or  involve  the  face  and  head,  by  virtue  of  the 
involuntary  closing  of  the  eyelids,  and  the  instinctive  tendency  to 
maintain  them  shut.  It  would  be  a waste  of  time  to  attempt  to 
describe  the  several  conditions  that  are  met  with  from  these 
accidents,  varying,  as  they  do,  from  simple  redness,  to  charring  or 
calcination  The  conjunctiva  often  suffers  when  other  parts  escape. 
Uieie  can  be  no  mistake  about  the  nature  of  these  injuries. 

The  treatment , is  comprehended  in  a few  simple  rules.  Tepid 
bathing  with  the  eye-douche  or  the  syringe  is  the  first  general  measure 
o remove  any  extraneous  material,  and  to  soothe.  After  this’ 

wtnT  10Uld  b!rde’ t0  aSCGrtain  *“****  ^s  intruded! 
n the  cornea  or  the  conjunctiva  has  been  abraded,  comfort  is 
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is  seldom  available.  Stimulating  and  astringent  ointments  and 

lotions  of  all  kinds,  in  an  early  stage,  are  injurious  by  increasing 
irritation. 

Bodily  rest  and  attention  to  constitutional  symptoms  are 
imperative.  Neglect  of  them  might  bring  the  penalty  of  prolonged 
suppuration,  or  inflammatory  action  of  the  entire  eyeball. 

If  the  vitality  of  any  part  have  been  destroyed,  or  a wound 
inflicted,  such  treatment  must  be  adopted  as  would  be  used  to  a 
similar  injury  in  any  other  part  of  the  body. 

That  which  is  to  be  most  feared,  next  to  the  loss  of  sight,  when 
the  accident  is  severe  and  destroys  tissue,  is  contraction,  and 
subsequent  adhesion  of  the  eyelids  to  each  other,  or  to  the  eyeball ; 
inevitable  conditions,  accordingly  as  the  angles  of  the  eyelids  are 
injured,  or  the  conjunctiva  is  destroyed.  Cicatrization  cannot  be 
fully  effected  without  such  contraction  ; but  the  quicker  it  is  brought 
about  the  less  will  be  the  defect.  The  prudent  course,  therefore,  is 
to  endeavour  to  reduce  the  healing  process  to  the  shortest  limit,  and 
afterwards  to  attend  to  the  adhesions.  In  proportion  to  the  duration 
of  suppuration,  is  the  amount  of  contraction. 

Accidents  from  gunpowder  affect  the  eye  in  several  ways.  The 
scorching  effects  are  most  common,  and  these  are  met  with  from  mere 
reddening  of  the  conjunctiva  to  positive  charring  of  it,  and  of  the 
cornea  and  the  surrounding  parts,  by  which  the  eye  is  quite 
destroyed.  Some  examples  of  the  latter  have  been  among  the  worst 
spectacles  of  eye  accidents  which  I have  seen. 

Treatment,  Tor  the  slighter  damage,  this  is  the  same  as  for  burns 
and  scalds.  For  the  greater,  I keep  the  burnt  parts  thoroughly 
oiled,  apply  cold  applications  to  lessen  pain,  and  to  subdue  vascular 
action.  When  suppuration  sets  in,  I use  warmth,  chiefly  through 
the  agency  of  poultices.  In  most  cases  some  preparation  of  opium  is 
required  to  procure  sleep.  Recovery  is  necessarily  very  tedious. 

When  the  eyeball  is  much  damaged,  sight  being  destroyed,  it  may 
lessen  the  severity  of  symptoms,  and  abridge  the  process  of  cuie, 
to  extirpate  it,  or  what  remains  of  it.  As  soon  as  such  an  operation 

is  necessary,  it  is  a great  pity  to  delay  it. 

The  impacting  of  grains  of  gunpowder , or  the  charcoal  residue  of  w 
powder,  in  the  cornea,  in  the  conjunctiva,  and  in  the  skin  of  the  e}  e- 
lids,  frequently  occurs.  It  has  been  strongly  recommended  by  some 
surgeons  that  such  particles  should  be  picked  out.  I think  the 
question  of  picking  or  not,  should  be  determined  by  circumstances. 
I should  leave  the  skin  alone,  because  only  a portion  of  any 
individual  particle  forced  into  the  true  skin,  can  actually  be  removed 
from  it  without  taking  away  some  of  the  texture  m which  it  is 
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embedded.  The  same  remark  applies  to  the  conjunctiva.  I have 


seen  a recommendation  from  a French  source,  to  apply  violently 
stimulating  lotions  to  the  surface  directly  after  the  accident,  strong 
solutions  of  corrosive  sublimate,  for  instance,  for  days  together,  to 
produce  a violent  eczema,  by  which  epidermic  scabs  are  raised,  and 
the  gunpowder  also,  more  or  less,  with  them.  Which  of  the  two,  the 
lemedy  or  the  disease,  is  the  worse,  is  a question  that  must  occur  to 
the  mind  of  the  reader ! Very  differently,  however,  would  I act  if 
the  cornea  were  affected.  I would  chloroform  my  patient,  and  try  to 
remove  all  that  was  central,  and  at  all  likely  to  interfere  with  the 
transmission  of  light ; and  leave  any  which  might  be  at  *the 
circumference.  But  only  the  superficial  deposits  can  be  extracted, 
those  which  are  scarcely  in  the  true  corneal  tissue,  without  inflicting 

very  much  permanent  damage  to  this  delicate  tissue,  through 
subsequent  opacity. 

Sometimes  the  particles  are  driven  through  the  Conjunctiva  into 
the  sclerotica,  and  through  the  cornea  into  the  chambers  of  the  eve. 
The  capsule  of  the  crystalline  lens,  and  the  lens  also,  have  been 
penetrated,  when  opacity  of  these  parts  ensued ; and  cases  on  record 
show  that  the  powder  may  pass  through  the  substance  of  the  iris, 
and  then  enter  the  lens.  These  conditions  are  irremediable  except 
by  the  removal  of  the  cataract,  which  is  induced. 

Severe)'  effects  still , are  produced  on  the  internal  parts  of  the  eye  by 
concussion , arising  out  of  the  expansive  force  of  the  gunpowder.  The 
ens  with  its  capsule  may  be  displaced  ; the  iris  also,  more  or  less 
detached,  and  thereby  blood  effused  in  the  chambers  of  the  eye 

Still  worse  is  rupture  of  the  eyeball  A poor  boy  in  one  of  our  West 
India  islands  suffered  in  this  way.  A gentleman  who  heard  of  the 


accident,  all  honour  to  his  memory  for  the  generous  deed,  went  to 

hT  <>f  *****  **  restored, 


for  no  peculiarities  whatever.  The 
are  from  lead,  and  the  slightness 
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of  tho  effect  is  frequently  a matter  of  marvel.  Pages  might  he  filled 
with  the  wonderful  escapes  that  are  recorded,  the  greater  number  of 
which  relate  to  tho  entrance  of  lead  that  had  moulded  itself  to  the 
surfaces  of  the  eyeball  and  to  the  eyelids,  thereby  showing  that  it 
had  entered  the  eye  in  a fluid  state.  The  theory  suggested  to 
account  for  this  is,  the  protection  afforded  by*  the  evaporation  of  the 
fluid  on  the  eye,  by  which  a stratum  of  steam  is  quickly  formed. 

In  the  last  occurrence  of  the  kind  that  I saw,  many  of  the  cilia  of 
both  the  eyelids  were  tied  together  with  a lump  of  solder,  and  the 
eye  could  not  be  opened  till  they  were  cut  off.  The  edges  of  the 
eyelids  were  severely  singed. 

The  following  remarkable  accident  from  molten  iron  is  recorded  in 
the  “ Ophthalmic  Hospital  Reports.”  Some  molten  iron  at  a white 
heat  was  spirted  into  the  left  eye  of  a workman.  It  struck  the  eye- 
ball over  the  lower  edge  of  the  cornea  and  the  adjacent  part  of  the 
sclerotic  coat.  A fellow-labourer  removed  the  metal  with  some 
difficulty  after  it  had  solidified  on  account  of  its  adhering  firmly  to 
the  charred  tissues.  It  had  in  cooling,  been  accurately  moulded 
to  the  surface  of  the  eyeball  and  to  the  edge  of  the  lower  eyelid. 
The  affected  parts  of  the  cornea  and  sclerotica,  which  included  the 
greater  part  of  the  thickness  of  each,  sloughed  off,  as  also  did  some  of 
the  palpebral  mucous  membrane.  The  eyeball  itself,  however,  did 
not  inflame.  In  the  healing  of  the  scar,  the  pupil  was  drawn  down- 
wards by  puckering  of  the  iris  at  its  attached  margin,  but  union  was 
retained.  Some  adhesions  between  the  eyeball  and  the  lower  eyelid 
resulted,  but  they  did  not  constitute  any  material  deformity,  nor 
occasion  much  inconvenience. 

Treatment.  Burns  and  scalds  of  the  eyelids  are  generally  followed 
by  very  distressing  contraction,  from  the  mobility  of  them  and  the 
thinness  and  looseness  of  the  skin,  and  the  mobility  of  the  tarsi. 
Paramount  attention  is  therefore  required,  to  prevent  the  suppurativ  e 

stage,  or  to  lessen  it  when  established. 

Of  all  local  applications  that  I have  myself  tried  and  seen  used, 
none  are  equal  to  nicely- dressed  cotton-wool ; it  is  soft,  light,  and 
cleanly.  It  should  not  be  applied  in  a lump,  but  put  on  in  minute 
bits,  and  pressed  with  a probe  so  as  to  make  it  smooth  and  uniform. 
Where  there  is  merely  an  abraded  surface,  from  loss  of  cuticle,  it 
excludes  the  air,  and  soaks  up  any  superfluous  secretion.  If  suppura- 
tion should  exist,  it  absorbs  the  superabundant  fluid,  while  enough  is 
left  for  the  purpose  of  sufficient  moisture  ; and  under  its  influence 
the  sore  does  not  grow  flabby  and  indolent,  requiring  stimulants,  as 
so  frequently  happens  with  water-dressing,  and  the  granulations  are 
kept  in  a condition  that  precludes  the  necessity  for  escharotics.  I 
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I have  frequently  seen  ordinary  ulcers  that  had  resisted  other  applica- 
tions heal  under  this,  the  simplest  ol  all  means.  The  changing  ol 
the  material  is  readily  effected.  Any  portion  adhering  to  the  sound 
skin  must  be  wetted  to  facilitate  removal ; that  over  the  law  suiface 
will  always  readily  separate  when  surcharged  with  moisture.  Should 
a mild  astringent  ointment  seem  requisite  subsequently,  the  Phar- 
macopoeia supplies  many  to  choose  from. 

No  method  of  primary  treatment  that  is  known  ivill  prevent  subsequent 
contraction , if  the  true  skin , the  cutis  vena,  be  much  damaged  o> 
destroyed ; ail  that  can  then  be  done,  when  there  is  such  damage, 
towards  lessening  the  deformity,  is  to  endeavour  to  shorten  the 
period  of  suppuration,  or,  in  other  words,  to  promote  healing  as 
quickly  as  possible. 

Where  the  edges  of  the  eyelids  are  ulcerated,  the  special  indication 
is  to  prevent  them  from  uniting,  and  this  may  generally  be  done  by 
careful  daily  dressing.  The  use  of  goldbeater’s  skin,  the  retraction 
of  the  palpebrse,  or  any  other  device  that,  ingenuity  can  supply, 
should  be  resorted  to  if  it  seem  likely  to  be  beneficial.  But  when 
the  angles,  that  is  the  corners  of  the  eyelids,  have  become  raw,  the 
greatest  care  is  needed  to  check  the  attachment.  More  or  less 
contraction  during  cicatrization  is  certain,  and  cannot  be  stopped. 

It  must  at  once  be  apparent  that  I speak  partially  of  the  effects 
and  of  the  treatment  of  burns  and  scalds,  and  refer  only  to  those 
cases  where  there  is  some  ophthalmic  bearing,  something  peculiar 
to  the  eye  and  its  appendages.  The  general  details  of  such  accidents 
with  the  degrees  of  severity,  the  several  stages  of  repair,  and  the 
appropriate  treatments  for  each,  may  be  found  in  any  good  book 
on  surgery,  and  are  unnecessary  here. 

ECCHYMOSIS. 

The  ready  production  of  ecchymosis  or  extravasation  of  blood  into  the 
cellular  tissue  about  the  eyelids  is,  of  course,  owing  to  the  superficial 
position  of  the  bones  of  the  orbit,  and  the  contusion  that  the  skin 
therefore  receives  even  from  a slight  tap  ; while  the  accompanying 
considerable  tumefaction  which  is  so  common  after  any  blow,  is  due 
to  another  peculiarity  of  the  orbital  region,  the  looseness  of  the  skin. 

Treatment.  In  slight  ecchymosis  I question  whether  any  means, 
except  general  friction,  can  hasten  the  natural  process  of  absorption. 
Briony  root,  or  Solomon’s  seal,  scraped  and  made  with  bread  into  a 
poultice  ; and  infusions  of  rosemary  and  arnica,  are  often  recom- 
mended. The  tincture  of  arnica  and  water  is  the  present  popular 
local  remedy  for  all  bruises  ; and  a patient  would  scarcely  be  satisfied 
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unless  lie  receive  a prescription  in  which,  it  be  included.  Dr.  Garrod 
made  a series  of  experiments  with  arnica,  with  reference  to  its  power 
in  producing  absorption,  lie  selected  patients  in  whom  dry-cupping 
had  been  performed  sufficiently  to  produce  eccliymosis.  He  tried  the 
action  of  arnica  spirit  lotion,  spirit  lotion,  and  spirit.  Ilis  conclusion 
was  that  the  application  of  spirit  to  a bruise  is  decidedly  of  advantage, 
but  that  the  addition  of  arnica  is  not  attended  with  any  increase 
of  the  benefit  . 

It  is  not,  I suspect,  a fact  as  supposed,  that  prize-fighters  possess 
means  by  which  they  can  disperse  these  results  of  their  sa\  age 
encounters.  I believe  they  last  m them  as  long  as  m othei  people  . 
but  as  their  accustomed  personal  exhibitions  after  fights  are  at  night, 
and  by  gas-light,  most  of  the  blood  colour,  especially  the  light ei 
hues,  are  invisible,  and  hence  the  popular  assumption  of  the  potency 
of  their  remedies.  If  it  be  true  that  in  them  the  extravasation 
is  quickly  dispelled,  it  is  more  probably  owing  to  their  youth,  and  to 
the  perfection  of  the  nutrient  and  absorbent  processes,  which  exist  m 
their  high  bodily  condition. 

There  does  not  appear  to  be  satisfactory  evidence  that  depressing 
the  temperature  of  the  surface  by  frigorific  mixtures  hastens  absorp- 
tion ; and,  theoretically  speaking,  I should  rather  expect  it  to  retard 

nature  in  her  operation.  . 

Large  extravasations  of  blood  may  demand  special  treatment.  I he 

extravasation  may  be  increasing.  The  supra- orbital,  or  infra-orbital 
vessels,  or  other  arterial  twigs,  may  continue  to  ooze,  and  resource 
must  then  be  had  to  pressure,  or  to  cold,  or  the  heart’s  action  must  be 
reduced,  if  necessary,  by  general  loss  of  blood,  or  by  a smart 

purge,  and  above  all,  by  perfect  rest. 

Where  the  extravasation  is  considerable,  the  probability  of  suppura- 
tion is  to  be  borne  in  mind,  and  the  state  of  the  system  must  he 
looked  after,  and  all  febrile  threatenings  attended  to.  Neither 
incisions  nor  punctures  should  be  made,  with  the  intention  of  turning 
out  coagula  ; for  suppuration  may  follow.  The  knife  should  be  with- 
held, unless  there  be  suppuration  or  erysipelatous  inflammation,  01 
sloughing  is  impending,  or  has  commenced.  Leeches  on  the  injured 
part  are  worse  than  useless ; they  do  not  imbibe  coagulated  blooc , 
while  they  add  to  the  local  injury.  The  feelings  of  the  patient  must 
sometimes  guide  us  in  the  choice  of  local  applications.  There  may  e 
pain,  which  possibly  can  be  relieved  only  by  warm  anodyne  lotions. 

Several  times,  after  large  extravasations  of  blood  about  the  turn' 
and  limbs,  I have  made  small  punctures  to  ascertain  the  changes  that 
were  taking  place  in  the  clot.  It  would  seem  from  such  observations, 
that  the  surface  breaks  down  into  a very  dark  fluid,  which  is  compose* 
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chiefly  of  blood-corpuscles  in  various  degrees  of  disintegration.  This  is 
removed,  to  be  replaced  by  further  melting  of  the  clot,  till  all  is  reduced 
to  fluid.  During  the  process,  fluctuation  is  always  perceptible. 

Ecchymosis  of  the  conjunctiva,  as  every  one  knows,  is  produced 
by  very  slight  causes,  such  as  the  most  trivial  blow,  a cough,  or 
a sneeze,  or  retching  in  sea-sickness.  Indeed,  it  is  not  uncommon 
without  the  slightest  trace  of  its  origin.  It  is  distinguished  from 
inflammation  of  the  conjunctiva  by  the  entire  absence  of  distended 
vessels,  of  pain,  and  other  inflammatory  symptoms  ; and  by  the 
uniform  dark  reddish-brown  tint  of  the  discoloration  which 
continues  to  the  edge  of  the  cornea,  and  there  terminates  abruptly. 
It  is  very  persistent,  but  need  not  excite  the  smallest  anxiety.  Even 
with  tumefaction  from  extravasated  blood  beneath  the  membrane, 
it  is  not  hurtful.  I have  seen  every  variety  of  this  swelling  from 
accidents,  and  after  operations ; and  I never  have  deemed  it  prudent 
in  the  worst  examples  to  make  incisions,  nor  have  I ever  regretted 
non-interference.  I have,  on  the  contrary,  seen  the  disadvantages  of 
incisions.  What  good  can  they  do  ? The  blood  is  no  longer  fluid, 
and  therefore  it  cannot  escape. 

All  that  I have  said  relates  to  ecchymosis  alone  in  its  several 
degrees,  without  any  complication  with  contusions  or  wounds. 

My  rule  then,  as  to  treatment,  is  to  trust  to  the  natural  process  of 
repair,  and  to  do  nothing  unless  there  be  pain,  or  heat,  or  any  dis- 
comfort, or  other  untoward  conditions,  when  I treat  the  existing  symp- 
toms according  to  the  general  rules  of  practical  surgery  ; and  thera- 
peutically, using  cold,  or  warmth,  or  opiates,  as  may  seem  necessary. 

BLOWS  AND  THEIR  RESULTS. 

A blow  on  the  eyeball  from  a small  body,  such  as  a shot,  or  a cork, 
or  the  lash  of  a whip,  may  injure  the  sight,  or  even  destroy  it.  A 
violent  blow  will  more  certainly  inflict  damage. 

Immediate  and  noticeable  effects  are,  bleeding  in  the  eye,  cataract, 
dislocation  of  the  lens,  dilatation  of  the  pupil,  change  of  colour  in  the 
iris,  tremulousness  of  the  iris,  detachment  of  the  retina,  laceration  of 
the  retina,  laceration  of  the  choroid,  and  softness  of  the  eyeball  from 
damage  to  the  vitreous  humour.  Any  of  these  states  may  exist  alone, 
or  most  of  them  may  be  present  at  the  same  time. 

When  there  is  no  outward  mark , in  association  with  the  impaired  sight 
after  a blow,  we  shall  find  sufficient  internal  injury  to  account  for  the  loss 
of  function.  These  consist  of  internal  haemorrhages  in  various  parts 
associated  with  other  lesions,  dislocation  of  the  lens  backwards, 
inflammation  of  the  interior  of  the  eyeball,  with  or  without  degenera- 
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tion  of  tissues,  atrophy  of  the  optic  disk.  I believe  that  there  is 
always  some  palpable  lesion  which  the  opthalmoscope  will  detect.  I 
say  this  after  carefully  investigating  every  case  of  this  form  of  accident 
which  has  come  under  my  notice.  I cannot  understand  how  any  one 
with  physiological  knowledge,  and  who  has  studiedpathological  changes 
in  detail,  can  entertain  a belief'  that  the  function  of  any  organ  can  he 
spoiled  without  preceding  structural  deterioration.  Sometimes  the 
morbid  anatomy  can  he  easily  detected,  sometimes  it  is  too  subtle  to  he 
understood  by  the  unaided  senses,  hut  that  it  exists  there  can  he  little 
doubt.  I will  illustrate  what  I say  by  a case  from  general  surgery. 
A.  patient  of  mine  in  St.  Mary’s  Hospital,  received  a blow  on  the  low  er 
and  back  part  of  his  neck ; there  was  no  mark,  and  no  pain  aftei  the 
first  day,  nor  was  the  part  ever  painful  under  pressure.  He  was 
admitted  five  days  after  the  accident  in  consequence  of  partial 
paralysis  of  his  legs.  He  died  of  general  paralysis.  I removed  his 
spinal  cord  for  examination.  A well-known  physician  who  was 
present,  and  who  has  written  on  pathology,  said,  in  looking  at  a 
section  of  it,  “ How  firm  and  natural  it  seems  ! there  is  no  appearance 
of  disease.”  ’ Dr.  Bastian,  our  curator,  examined  the  nervous  structure 
carefully.  He  discovered  extensive  secondary  degeneration  in  its 
whole  length.  So  remarkable,  and  so  new  to  science  were  the  morbid 
changes,  that  he  embodied  them  in  a paper  which  he  read  before  the 
Royal  Medico- Chirurgical  Society,  under  the  title  of  “ Concussion- 
lesion  of  the  Spinal  Cord.” 

I believe  that  surgeons  are  often  deceived,  by  patients  with  perfec 
eyes  pretending  to  have  their  sight  damaged  from  blows  or  alleged 
blows.  I am  justified  in  this  opinion,  as  I have  been  myself  deceived 
for  a while  in  five  instances.  The  last  of  them  was  the  most  decep- 
tive. A young  mercantile  man  sent  for  me  several  days  after  he  had 
been  in  a railway  train  which  met  with  an  accident.  He  declared  that 
he  had  been  struck  on  his  left  eye,  and  that  his  sight  was  materially 
impaired.  There  was  no  outward  mark  of  injury.  His  wife  sup- 
ported him  in  his  detail  of  symptoms,  and  his  usual  medical  attendants 
said  that  his  statements  could  not  be  doubted,  as  his  position  m society 
and  his  character  put  fraud  out  of  the  question.  As  he  descii  e is 
state  so  well,  and  without  apparent  exaggeration,  having  no  doubt 
informed  himself  in  the  matter  of  impaired  vision,  I thought  that 
I had  met  with  an  exception  to  the  general  rule.  He  declared  tha 
he  was  getting  worse  daily.  He  received  a large  compensation  with- 
out going  to  trial ; not,  as  it  happened,  through  any  support  obtame 
from  me.  I heard  that  he  was  again  at  his  office,  and  I obtained  an 
interview  with  him.  He  had  the  audacity  to  tell  me  that  his  sigh 
returned  suddenly,  a few  days  after  he  was  paid,  while  he  was  walking 
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in  the  street,  and  finding  himself  quite  well  he  went  to  his  usual 
employment. 

There  is  so  much  fraud  and  exaggeration  put  forth  in  claims  for 
compensation,  that  it  is  dangerous  to  attempt  to  gather  pathological 
facts  from  the  statement  of  claimants. 

Formerly  there  were  many  theories  to  account  for  the  loss  of  sight 
from  a woimd  or  a blow  on  the  eye,  or  in  the  vicinity  of  the  eye,  and 
the  most  generally  received  among  them  was  that,  injury  to  the 
branches  of  the  fifth  nerve  ramifying  externally,  communicated 
irritation  to  the  nervous  centres,  and  by  a reflex  action,  influenced 
and  diseased  the  optic  nerve,  But  if  the  optic  nerve  were  in  such 
manner  involved  in  inflammatory  action,  or  degeneration,  there  must, 
I imagine,  be  structural  changes,  which  the  ophthalmoscope  would 
detect. 

The  spoiling  effects  of  a blow  on  the  eye  farther  considered. 

Haemorrhage.  Anterior  intra-ocular.  It  is  in  the  chambers  of  the 
eyeball,  the  space  in  front  of  the  lens,  that  bleeding  most  commonly 
occurs,  and  it  is  oftener  seen  in  the  anterior  than  in  the  two 
chambers.  When  the  bleeding  is  confined  to  the  chambers,  it  must 
proceed  from  the  iris,  or  the  ciliary  processes,  although  the  source  of 
it,  the  precise  spot  whence  it  issues,  is  generally  not  apparent.  But 
a rent  in  the  iris,  or  the  partial  separation  of  the  iris  from  the  ciliary 
attachment,  occasionally  proclaims  the  source.  The  quantity  may 
vary  from  an  amount  only  to  be  easily  seen,  to  that  which  fills  the 
chambers.  The  blood  does  not  mix  with  the  aqueous  fluid,  but 
sinks.  It  may  remain  fluid,  when  it  is  apt  to  change  its  position 
according  to  that  of  the  head.  It  may  coagulate  or  not,  or  partially 
coagulate. 

Though  haemorrhage  as  a traumatic  effect  is  always  immediate,  if 
the  blood  which  is  thrown  out  be  the  chief  mischief,  the  rest  of 
the  eye  being  unhurt,  recovery  is  sure.  The  following  case 
well  represents  many  of  the  more  extreme  instances  of  haemorrhage 
which  I have  met  with.  A man,  fifty-two  years  old,  walking 
in  the  street  on  a Saturday  night,  was  struck  on  his  eye  by 
a stone,  and  lost  his  sight,  and  on  Sunday  lie  was  brought  to  me. 
The  chambers  of  the  eye  were  occupied  with  blood,  and  neither 
the  iris  nor  pupil  was  visible.  Cold  lotion  and  a cathartic  were 
ordered,  and  alcoholic  drinks  proscribed.  On  Tuesday  evening 
the  pupil  was  visible,  the  aqueous  fluid  still  turbid,  and  a clot  of 
blood  was  at  the  bottom  of  the  anterior  chamber.  Sight  was 
returning.  On  Thursday,  at  noon,  the  chambers  were  clear,  and  a 
very  minute  light-coloured  clot  was  noticed  lying  across  the  capsule 
of  the  lens.  The  iris  was  thrown  forward  nearly  in  contact  with  the 
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cornea,  a state  which  was  attributed  to  effusion  of  blood  posteriorly. 
Just  a fortnight  later  the  anterior  chamber  was  restored,  vision 
had  returned,  and  the  eye  had  completely  recovered  from  the 
injury. 

The  removal  of  the  blood  may  or  may  not  be  rapid ; in  twenty-four  hours 
a small  quantity  has  disappeared,  yet  weeks  may  be  required  for  the 
accomplishment  of  the  same  process,  if  coagulation  ensue.  There  is 
very  marked  difference  in  the  time  required  for  the  absorption,  when 
the  blood  is  effused  into  chambers  occupied  by  serum,  the  con- 
sequence of  pre-existing  disease.  A clot  has  remained  during  six 
months  under  these  circumstances,  before  it  lost  its  shape  or 
characteristic  hue,  and  it  was  undergoing  very  slow  absorption  at 
the  end  of  twelve  months. 

In  a female,  in  whom  both  of  the  chambers  of  the  eye  had  been 
filled  with  blood,  the  discoloured  remains  of  a large  clot  floated 
about  for  weeks.  I lost  sight  of  the  case. 

Hcemorrhage  continued.  Posterior  intra-  ocular.  Haemorrhage 
into  the  vitreous  humour  is  not  common,  but  it  is  always  of  a serious 
nature,  because  it  is  caused  by  great  violence  to  the  eye,  and  it 
inflicts  considerable  damage  to  the  hyaloid  membrane,  and  to  the 
vitreous  fluid.  "When  effused  in  large  quantities,  which  is 
rather  uncommon,  it  is  nearly  always  at  once  destructive  to  the  eye 
by  disintegrating  the  vitreous  humour ; or  almost  certainly 
ultimately,  by  secondary  changes  in  itself  and  in  the  vitreous 
humour,  in  the  retina,  and  in  the  choroid.  Suppuration  in  it 
may  ensue. 

In  small  quantities,  haemorrhage  may  spoil  sight  by  the  remains 
of  the  clot  acting  as  a veil,  or  even  by  secondary  changes. 

The  changes  that  take  place  in  the  blood  clot  depend  on  its 
position  and  size.  "WTien  well  in  front,  it  may  retain  its  colour  foi 
months.  Further  back,  it  shrinks,  and  becomes  discoloured,  and  if 
large,  may  break  up  into  smaller  portions.  The  contracted  fibrine 
may  be  absorbed,  and  the  vitreous  humour  become  clear.  But 
months  and  years  may  be  required  for  this  accomplishment.  I hav e 
watched  a case  through  its  entire  process.  At  first  there  was 
blindness,  and  at  last  perfect  sight  was  restored. 

More  commonly  the  contracted  fibrine  is  not  absorbed,  but  remains 
to  be  seen  as  a black  object,  moving  about,  in  a round  mass,  or  in 
shreds,  and  if  the  eye  be  otherwise  sound,  vision  will  be  interfered 
with  according  to  the  size  and  position  of  such  deposits,  and  the 
shadows  that  they  throw  on  the  retina.  I saw  a patient  who  had  been 
shot  five  years  before.  A single  shot  struck  the  eye,  and  remained 
between  the  sclerotica  and  the  conjunctiva.  Severe  inflammation 
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ensued,  by  which  vision  was  very  considerably  impaired.  Afterwards 
the  shot  was  removed.  The  man  now  applied  at  the  hospital, 
because  his  sight  was  getting  gradually  worse.  An  examination  of 
the  interior  of  the  eye,  with  the  ophthalmoscope,  showed  merely  some 
shreds  floating  in  the  vitreous  humour.  Oblique  illumination 
discovered  a red  blood  clot  on  the  lower  and  anterior  part  of  the 
retina.  It  was  visible  only  when  the  eye  was  turned  downwards. 
It  is  remarkable  that  the  colour  of  the  blood  should  have  lasted  so 
long.  The  optic  disk  was  healthy.  The  vitreous  humour  a little 
hazy. 

The  usual  position  of  the  effusion  corresponds  to  the  ciliary  region, 
and  the  source  of  it  must,  therefore,  be  near.  It  is  likely  that  the 
bleeding  here,  is  really  from  the  anterior  part  of  the  choroid,  where 
the  coat  is  the  most  vascular,  and  perforates  the  retina  which  is 
thinnest  at  this  situation.  But  it  also  occurs  in  the  posterior  paid  of 
the  humour. 

The  secondary  changes  by  icldch  the  eye  is  spoiled,  are  just  the  same 
as  when  destruction  ensues  from  the  entrance  of  an  extraneous  body 
into  the  eye,  and  there  is  a parallel  farther  in  that  the  extraneous 
body  may,  or  may  not  directly,  produce  the  spoiling  action.  The 
eyeball  shrinks,  the  vitreous  humour  becomes  fluid  and  discolored, 
or,  more  or  less  disappears,  while  the  retina  is  separated  from  the 
choroid  by  serous  fluid  ; sometimes  retaining  its  attachment  only 
at  the  optic  nerve  and  the  ciliary  processes.  Sometimes  there  is 
plastic  effusion  over  the  optic  disk.  All  this  seems  to  be  brought 
about  by  mal-nutrition,  rather  than  by  inflammatory  action. 

Hemorrhage  farther  bach  in  the  eye,  that  is,  in  the  retina,  or  between 
the  retina  and  the  choroid,  or  in  the  choroid,  or  between  it  and  the 
sclerotica,  is  still  more  rare. 

These  haemorrhages  are  necessarily  caused  from  rupture  of  the 
several  coats,  in  whole,  or  in  part.  The  tearing  may  be  extensive, 
or  involve  but  a few  vessels. 

Bleeding  behind  the  retina,  and  originating  in  the  retina,  is  generally 
easily  diagnosed  if  the  effusion  be  small,  and  such  haemorrhages  are 
generally  small.  The  retina  is  more  or  less  detached  and  torn,  accord- 
ing to  the  amount  of  blood  effused.  Two  men  were  shot  at  the  same 
time  about  the  lace  and  neck,  by  a cockney  trap-pig'eon  shooter. 
The  pigeon  which  was  fired  at  escaped,  but  two  human  creatures 
wore  crippled,  and  they  were  brought  to  St.  Mary’s  Hospital.  In 
one  of  the  men,  a shot  perforated  the  under  eyelid,  and  struck 
the  sclerotica  on  the  outer  part.  In  addition  to  external  chemosis, 
the  greater  portion  of  the  outer  side  of  the  retina  was  detached 
by  blood.  In  the  other,  a shot  perforated  the  upper  eyelid,  and 
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struck  the  sclerotica  nearly  at  the  same  spot.  In  this  eye,  a small 
clot  was  deposited  in  the  front  of  the  retina. 

It  is  rather  singular  that  while  I was  writing  the  last  sentence, 
a gentleman  came  to  my  house  with  this  rare  form  of  extravasated 
blood  from  an  accident,  having  been  sent  by  Mr.  Coulson,  of  the  Old 
Jewry.  He  was  fifty-one  years  of  age.  While  visiting  a warehouse, 
a bale  of  cork  weighing  a hundredweight,  fell  on  his  head,  crushed 
his  hat,  and  knocked  him  down.  There  was  not  any  scalp  wound. 
Headaches  with  loss  of  memory,  and  impediment  of  speech  followed. 
For  four  days  after  the  accident  he  could  not  see  to  read.  Some 
days  later,  he  discovered  that  one  eye  was  defective.  As  soon  as 
Mr.  Coulson,  who  was  attending  him,  heard  this,  he  told  him  to 
consult  me.  I quickly  recognised  a small  clot  in  the  vicinity  of  the 
macula  lutea,  bulging  the  retina.  Yision  was  affected  in  the  following 
manner ; The  centre  of  the  field  was  lost,  while  the  circumference 
remained,  but  not  in  perfection,  as  only  very  large  type,  No.  12, 
could  be  read.  I watched  this  patient  for  five  weeks,  the  clot 
was  nearly  absorbed,  and  vision  was  almost  normal.  After  his  last 
visit  to  me  he  was  suddenly  taken  ill  with  cerebral  symptoms,  and 
died  in  a few  days. 

With  reference  to  bleeding  from  the  choroid , small  isolated  vessels 
may  be  ruptured,  but  much  more  generally  there  is  a large  tear, 
the  effusion  of  blood  is  extensive,  and  a clot  may  be  observed 
occupying  a considerable  and  important  extent  of  the  field  of  vision. 
Usually  the  retina  is  neither  torn  nor  raised.  But  it  may  be  ruptured, 
and  the  blood  may  project  through  it  into  the  vitreous  humour. 
Palpable  rents  in  the  retina,  with  blood  clots  in  them,  have  been 
seen.  Sometimes  the  retinal  rupture  is  revealed  only  by  time ; the 
cicatrices  left  after  the  absorption  of  the  blood  showing  the  nature  of 
the  injury.  It  often  happens  that  it  is  only  at  a late  period  that  the 

source  of  the  haemorrhage  can  be  told. 

In  connection  with  this  subject,  there  is,  among  some  beautifully 
illustrated  ophthalmoscopic  reports,  published  in  Dr.  Beale  s 
“ Archives  of  Medicine,”  by  my  late  colleagues,  Messrs.  Taylor  and 
Hulme,  a case  from  which  I take  the  following  abstract : 

“ Mary  Jones,  a drunken,  dissipated  woman,  received  a blow  on 
the  right  eyeball  one  evening  in  a quarrel.  Next  morning  on 
awakening  she  found  the  eye  so  damaged  that  she  could  only 
distinguish  the  outlines  of  large  objects.  A few  days  after- 
wards she  applied  at  the  hospital.  The  fundus  of  the  eyeball  was  ol 
a much  brighter  red  than  usual,  from  choroidal  congestion.  The 
optic  disk  was  of  a rosy  red  hue,  owing  to  which,  and  to  the 
heightened  colour  of  the  choroid,  its  circumference  was  not  so  sharply 
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marked  as  in  tlie  healthy  eye.  There  was  no  change  in  the  retinal 
vessels.  A little  to  the  inner  side  of  the  disk,  and  nearer  its 
margin,  lay  a clot  of  blood  of  a somewhat  crescentic  form,  deep 
red,  almost  approaching  to  black  in  the  centre,  and  gradually  shaded 
off  to  bright  carmine  at  the  edges. 

“ The  blood  was  gradually  absorbing,  and  in  proportion  as  this 
took  place  vision  returned.  As  the  clot  diminished  in  size,  it  assumed 
more  and  more  the  circular  form,  suggesting  the  idea  that  this  might 
possibly  be  the  process  of  formation  of  certain  peculiar  spots,  which 
have  been  occasionally  observed  at  this  hospital,  and  probably  also 
elsewhere,  also  very  dark  brown,  almost  black,  shaped  somewhat  like 
a quoit,  being  circular  in  form,  with  a bright,  nearly  colourless  spot 
in  the  centre.  An  opportunity  was  not  afforded  of  ascertaining  the 
correctness  of  this  idea,  as  the  patient  discontinued  her  attendance 
when  the  sight  was  almost  perfectly  restored,  but  before  the  change 
in  the  clot  had  ceased.” 

Professor  Esmarch,  of  Kiel,  “Archiv.  fiir  Ophthalmologie,”  Band 
IV.,  Abth.  1,  s.  350,  1858,  gives  an  interesting  case  of  perforation  of 
the  retina  by  choroidal  haemorrhage,  which  he  had  the  opportunity  of 
watching  for  some  time.  The  case  is  illustrated  diagrammatically, 
showing  the  progressive  absorption  of  the  clot.  The  Professor  states 
his  opinion,  to  the  effect  that  small  perforations  of  the  retina  may 
cicatrize  without  a mark  5 but  extensive  openings  generally  leave 
a visible  scar,  with  proportionate  defect  in  vision. 

It  is  only  about  recent  bleeding  from  the  retina  and  the  choroid, 
the  immediate  effect  of  traumatic  injury,  that  I am  writing.  The 
several  changes  which  take  place  in  the  course  of  repair  in  these 
parts,  and  the  appearances  presented,  are  spoken  of  at  sufficient 
length,  in  the  chapter  on  “ Diseases  of  the  Choroid,”  and  to  which  I 
beg  to  refer  my  reader. 

The  subjective  symptoms  are  just  what  would  be  expected,  the 
spoiling  of  the  field  of  vision  to  the  extent  of  the  amount  of  the 
retina  raised.  But  there  may  be  blood  enough  effused  to  separate 
the  whole  of  the  retina  from  the  choroid,  and  therefore  at  once  to 
destroy  sight.  In  such  a case  there  would  be  no  more  reflex  from 
the  fundus  with  the  ophthalmoscope,  than  when  the  vitreous  humour 
is  traversed  in  its  entire  vertical  plane  by  blood. 

Sometimes  coincident  with  a limited  effusion  in  this  situation 
there  is  blood  in  front  also  of  the  retina,  and  there  may  be  or  not 
extravasation  into  the  vitreous  humour.  In  the  latter  position  it  is 
I presume,  always  let  in  by  a rent  in  the  retina,  produced  by  the 

The  connection  between  the  retina  and  choroid  is  so  slight,  being 
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scarcely  more  than  mere  apposition,  that  hlood  passes  between  them 
readily  from  one  spot  to  another,  without  structural  impediment, 
where  the  retina  is  not  rent,  and  separates  them. 

Where  the  choroid  is  diseased,  and  there  is  generally  some  external 
evidence  of  such  degeneration,  very  slight  external  causes,  such  as 
light  blows,  slight  pressure,  or  vomiting,  may  cause  haemorrhage.  I 
often  call  such  an  eye,  a haemorrhagic  one. 

Extravasation  of  blood  between  the  choroid  and  the  sclerotica , I have 
not  met  with  as  the  result  of  an  accident,  without  rupture  of  the 
eyeball. 

The  diagnosis  of  posterior  intra-ocular  haemorrhage  is  seldom 
definitely  made  out  at  once.  When  a patient  is  seen,  after  an 
accident  occasioning  the  haemorrhage,  there  are  generally  many 
circumstances  practically  interfering  with  an  examination  of  the 
interior  of  the  eyeball.  The  question  of  interruption  to  vision,  from 
such  a cause,  must,  therefore,  often  for  a while  be  undeterminable, 
although  a tolerably  approximative  opinion  might  be  formed. 
Tension  of  the  eyeball  and  bulging  of  the  iris  would  go  far  towards 
confirming  its  existence.  The  ophthalmoscope  must  be  used  to 
determine  the  fact.  Even  then,  the  evidence  may  only  be  negatn  e, 
although  sufficient,  for  if  there  be  much  blood  present,  nothing  can 
be  seen,  for  there  is  no  illumination,  no  reflex  from  the  fundus 
of  the  eye.  Oblique  illumination  will  sometimes  reveal  the 
deposit,  by  giving  a red  reflex.  Partial  haemorrhage  is  readily 
recognised. 

The  prognosis  of  luemorrhage  among  these  parts  of  the  eyeball  is 
favourable  when  the  bleeding  is  small,  so  far  as  absorption  is 
concerned,  and  it  is  said  that  the  functions  of  the  retina  may  be 
quite  restored  where  it  has  been  raised,  or  ruptured,  or  both.  I 
have  never  seen  this ; in  three  cases  which  I have  watched,  there 
have  been  cicatrices  in  the  retina,  with,  and  without,  displacement  of 
this  membrane  at  the  spot  of  injury,  and  generally  some  alteration  in 
the  retinal  vessels  around.  Only  partial  recovery  has  ensued.  "V  eiy 
much,  however,  depends  on  the  site  of  the  extravasation.  Effusion 
that  might  be  almost  harmless  at  the  side  of  the  retina  will  be  fatal 
in  the  centre,  that  is,  at  or  about  the  macula  lutea,  the  integrity  of 

which  is  so  essential  for  accurate  vision. 

In  giving  the  treatment  of  intra-ocular  luemorrhage , I shall  direct  my 
remarks  first,  to  blood  in  the  chambers  of  the  eye.  It  would  be 
unwise  to  perform  an  operation  with  the  intention  of  evacuating  the 
blood  Such  is  unnecessary.  Measures  should  be  directed  to 
lire  vent  or  to  subdue  inflammatory  action,  and  thereby  to  serve  the 
double  ’purpose  of  saving  the  eye  from  further  damage,  and 
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promoting  absorption.  In  proportion  as  tlie  aqueous  humour  is  kept 
tree  from  any  admixture  of  serum,  and  serum  is  caused  by  inflamma- 
tion, so  will  be  the  rapidity  of  the  removal  of  the  blood.  Rest  and 
the  occasional  application  of  cold  water,  or  iced  water  in  summer, 
with  a thin  rag,  may  be  relied  on,  if  there  be  no  excessive  vascular 
action.  If  there  be  inflammation,  I cup  at  the  temple,  or  apply 
leeches,  and  perhaps  give  a gentle  purgative. 

Opportunities  of  noticing  the  interesting  phenomena  of  the  absorp- 
tion of  the  blood,  are  often  afforded  when  an  artificial  pupil  is  made, 
or  when  the  iris  is  wounded  after  any  operation,  or  when  during  the 
operation  for  extraction,  blood  from  the  wounded  conjunctiva  gets 
under  the  cornea.  The  removal  is  then  as  rapid  as  when  there  has 
been  no  opening  of  the  eyeball,  and  therefore  no  escape  of  the 
aqueous  humour. 

Haemorrhage  into  the  posterior  part  of  the  eye,  produces  little  or 
no  primary  irritation,  and  is  generally  not  immediately  discovered. 
It  is  with  the  view  of  alleviating  pain,  if  any  supervene,  and  to 
prevent  secondary  changes,  that  the  treatment  should  be  undertaken. 
Nothing  of  a specific  nature  can  be  done.  We  possess  no  means  of 
producing  blood  absorption  directly,  we  can  only  in  a measure 
prevent  any  interruption  to  the  natural  process  of  repair,  by  prevent- 
ing inflammatory  action,  and  the  destructive  processes  which  may 
accrue  from  it,  or  materially  lessen  it.  A longer  period  of  rest  of  the 
eye  and  of  the  body  is  necessary,  than  for  heemorrhage  in  the 
chambers,  because  of  the  longer  time  naturally  required  for  recover}'. 
More  watching  is  therefore  necessary. 

Opacity  of  the  lens , or  cataract , may  be  caused  at  any  period  of  life 
by  a blow  on  the  eyeball.  Probably  the  effect  is  often  from 
compression  of  the  sclerotica  in  one  direction,  and  its  extension  or 
expansion  in  an  opposite,  and  thereby  damage  to  the  lens.  The 
capsule  of  the  lens  may  be  broken  by  the  accident,  and  palpably  so, 
when  lenticular  matter  sometimes  escapes  into  the  chambers. 

Sometimes  there  remains  after  the  accident  a dense  linear  opacity 
in  the  capsule,  with  or  without  general  opacity,  which  would 
seem  to  be  the  mark  of  a rent.  Then,  when  the  capsule  is 
unbroken,  it  generally  becomes  opaque  if  the  lens  lose  its  trans- 
parency. But  the  capsule  is  often  broken,  and  escapes  general  notice, 
because  the  breach  is  at  the  circumference,  where  the  thick  anterior 
and  the  posterior  portions  join.  I have  seen  the  very  centre  of  the 
anterior  capsule  ruptured.  After  a careful  scrutiny  I have  sometimes 
detected  very  slight,  partial  moving  of  the  cataract.  The  opacity  of 
the  lens  has  no  doubt  been  the  result  of  this  separation,  because  of 
interference  with  the  nutrition  of  the  lens. 
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Tlie  lenticular  and  the  capsular  opacities  may  ensue  in  a lew  hours. 
I have  seen  them  in  eight  hours  after  the  injury.  They  may  not  be 
developed  for  weeks  or  for  months.  I will  give  one  example  of  this 
lesion.  A marker  at  a shooting  ground  was  standing  at  a target  more 
than  eighty  yards  from  a shooter,  in  a London  pigeon  match.  A 
No.  6 shot  struck  the  outer  part  of  the  sclerotica  of  his  left  eye.  He 
felt  no  pain,  merely  a slight  tap,  and  hut  a small  spot  of  redness 
of  the  conjunctiva  marked  the  site  ol  the  blow.  Opacity  of  the  lens 
soon  set  in,  and  in  a few  weeks  there  was  a full-foimed  capsulo- 
lenticular  cataract.  The  capsule  was  not  ruptured. 

The  capsule  may  become  partially  opaque  from  external  injury  to  the 
eyeball , while  the  rest  of  it  permanently  retains  its  transparency.  An 
explosive  compound  destroyed  the  left  eye  of  an  experimenter.  The 
appendages  of  the  other  eye  were  damaged.  A square  central  opacity 
of  the  capsule  of  the  lens  was  all  the  internal  hurt  that  the  eyeball 
sustained.  I saw  the  man  fifteen  years  after  the  accident.  The  rest 
of  the  capsule  was  transparent,  and  so  was  the  lens. . Without  dilata- 
tion of  his  pupil,  lie  was  nearly  blind ; with  dilatation,  he  could  read 


a newspaper.  T„  , 

But  few  remarks  respecting  treatment  are  necessary  here.  11  the 

case  be  simply  one  of  cataract,  an  operation  will  be  required,  for 
which  full  instructions  are  given  elsewhere.  The  plan  to  be  pursue 
where  there  is  an  escape  of  lenticular  matter  into  the  anterior 
chamber,  at  the  time  of  the  accident,  is  described  under  the  head 
of  wounds  of  the  eyeball. 

Dislocation  of  the  crystalline  lens  is  another  effect  of  a blow  on  the 

^Dislocation  may  be  said  to  exist  wlien  the  antero-postenor  axis  of 
the  lens  is  thrown  out  of  the  axis  of  the  eye,  or  the  centre  quits  its 
position.  The  displacement  is  effected  with  very  little  force,  because 

the  lens  is  but  slightly  held  in  its  place. 

The  lens  is  nearly  always  in  its  capsule,  because  the  capsule  eas  y 

breaks  away  from  the  slighter  resistance  of  the  zonula. 

The  lens  may  get  fixed  in  the  pupil,  but  rarely  for  long,  as  it  fa  s 

behind  the  iris,  or  in  front  of  it. 

Dislocation  forwards , that  is,  into  the  anterior  chamber  is  the  most 
usual  accident.  Blood  is  generally  effused  into  this  chamber,  an 
probably  also  into  the  posterior  one.  When  the  blood  is  gone, 
diagnosis  is  easy,  as  the  lens  is  readily  seen  resting  on  its  circum- 
ference on  the  bottom  of  the  chamber,  more  or  has  opaque,  the  ms 
, . e i riacp  aurl  tbe  pupil  fixed  and  partially  dilated. 

thelens  may  not  become  opaque  when  the  capsule  is  whole  for  some 
weeks  or  months,  although  it  may  soon  get  a faint  tinge  of  yellou. 
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One  author  speaks  of  the  transparency  remaining  after  twenty  years, 
and  another,  after  thirty-six.  As  a rule,  opacity  quickly  ensues  on 
the  dislocation. 

When  opacity  does  not  ensue  in  the  lens  or  its  capsule,  the  lens 
shows  itself  in  the  anterior  chamber  like  a drop  of  water,  of  different 
specific  gravity  from  the  rest  of  the  aqueous  humour,  and  its  margin 
seems  surrounded  by  a narrow  gilt  ring  of  a splendid  yellow  colour. 
In  this  state  the  lens  has  been  extracted  before  it  and  the  capsule 
have  exhibited  the  least  opacity,  although  they  had  been  dislocated 
for  weeks.  If  any  doubt  should  occur  respecting  the  dislocation, 
oblique  illumination  or  the  ophthalmoscope  will  clear  it  up. 

Vision  is  of  course  impaired,  accommodation  being  lost. 

The  history  of  an  unfavourable  case  is  this  : There  is  pain,  chiefly 
of  a neuralgic  character,  in  the  eye,  and  about  the  orbit  and  the  head. 
Neuralgic  pain  is  a common  occurrence  when  a lens  is  out  of  its 
position.  Acute  inflammation  of  the  eye  supervenes,  and  if  nothing 
be  done,  vision  is  lost.  The  eyeball  may  become  atrophied. 

After  an  inflammatory  attack,  the  lens  and  capsule  may  adhere  to 
the  iris,  or  to  the  cornea  ; the  adhesion  to  the  latter,  has  been  followed 
by  ulceration  and  penetration.  I have,  in  a few  cases,  seen  low 
inflammatory  action,  with  little  or  no  pain,  equally  fatal  to  the  eye. 

But  the  lens  alone,  out  of  its  capsule,  may  lie  in  the  anterior 
chamber  without  any  untoward  symptoms,  and  be  gradually  absorbed. 
More  than  this,  the  lens  and  capsule  might  not  irritate.  The 
late  Sir  TV  . Lawrence,  in  his  treatise  on  the  eye,  mentions  the 
particulars  of  a patient  who  occasionally  visited  him,  with  the 
lens  surrounded  by  its  capsule  in  the  anterior  chamber,  where  it 
had  been  for  twenty-eight  years.  The  general  state  of  the  eye 
is  not  given.  But  this  is,  of  course,  a very  exceptional  case. 

It  is  recorded  that  osseous  deposits  have  occurred  on  the  capsule  of 
a dislocated  lens,  while  the  lens  itself  remained  transparent. 

hi  laying  down  rules  for  treatment , I give  those  I act  on,  and 
which  I have  gathered  chiefly  from  my  own  experience.  In  children 
and  in  young  adults,  when  the  naked  lens  is  dislocated,  and  no  irrita- 
tion is  set  up,  I leave  it  to  be  absorbed.  Indeed,  even  with  slight 
local  disturbance,  without  much  pain,  in  a person  under  thirty-five 
years  of  age,  I should  not  interfere,  but  wait  to  see  what  happened. 

I here  is  no  disadvantage  in  waiting  if  a case  be  seen  sufficiently  often 
so  that  irritation  is  not  allowed  to  go  too  far.  So  frequently  have  I 
by  this  method,  got  perfect  results,  as  far  as  absorption  was  concerned’ 
that  I am  always  inclined  to  afford  the  absorbing  process  every 
chance.  I have  seen  untoward  results  from  operating,  and  I have 
had  to  regret  not  leaving  some  cases  alone.  I should  adopt  the 
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watching  course  if  I saw  the  patient  soon  after  the  accident,  01  aftei  the 
lapse  of  a few  days,  and  there  were  not  any  had  symptoms.  Aftei  the 
age  of  thirty-five  or  forty,  when  the  lens  fibres  are  more  dense,  and 
the  nucleus  more  firm,  and  therefore  absorption  cannot  so  quickly 
ensue,  I make  the  earliest  well-marked  symptoms  of  irritation  the 
signal  for  extraction.  I extract  through  as  small  an  aperture  as 
possible,  and  scoop  it  out  rather  than  press  or  squeeze  it  out, 
as  in  the  ordinary  extraction  operation ; my  chief  reason  for 
this  being  to  prevent  loss  of  vitreous  humour,  because  the  hyaloid 
membrane  having  been  broken,  the  humour  will  readily  escape 
through  a large  corneal  section.  More  is  said  about  this  subject 

in  the  chapter  on  “ Cataract.” 

The  necessity  for  prompt  extraction  of  a dislocated  lens,  increases 
with  the  age  of  the  patient,  because  of  the  increased  density  ol  the 
lens  tissue.  The  older  the  individual,  the  less  is  there  of  the  soft 
cortical  portion  of  the  lens,  and  the  more  of  the  dense  nuclear  part, 
and  it  is  the  nucleus  which  so  obstinately  resists  absorption. 

The  adult  eye  is  by  far  more  liable  to  become  irritated  tan 
the  young  eye,  and  this  susceptibility  increases  with  age.  V ery 
frequently  the  blow  which  produces  the  dislocation  of  the  lens,  at 
same  time  so  injures  the  eyeball,  as;  at  once,  to  cause  inflammatory 

action,  and  thereby  to  produce  complication. 

A dislocated  lens  surrounded  by  its  capsule , should  be  extracted  as 
soon  as  there  is  assurance  of  the  capsule  being  there,  for  months  a 
years  may  pass  away  before  absorption  occurs;  and  even  were  it  to 
b^effected  ^before  the  eye  has  been  destroyed  the  capsule ^ 
remains,  might  prove  a source  of  much  irritation,  and,  perhaq  , 

become  the  seat  of  calcareous  deposit. 

Mr  H.  Howard  has  related  an  instance  of  dislocation  of  lens  and 

capsule  into  the  anterior  chamber  of  the  eye,  being  P™"  of 
cerebral  derangement.  A female,  aged  thirty,  suffer  ec  lorn  1 
and  inflammation  in  her  left  eye  for  nearly  seven  months,  during  the 
Wtel  three  of  which,  headaches,  attended  with  vomiting  were  o 
stvel  aTto  deprive  hr  of  her  senses.  Mr.  Howard  found  the  whoh 
eyeball  inflamed,  and  the  lens,  with  a small  quantity  of 
lying  in  the  anterior  chamber.  Extraction  was  performed.  F 
that  time  the  vomiting  ceased,  and  the  head  symp  oms  gi 
^subsided  and  were  quite  lost  after  forty-eight  houis. 

DMoeation  partially  forwards,  that  is,  into  the  posterior  chamber 
Th“  does  not  need  much  displacement  for  this  accident  to  occrn 
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altogether  against  the  iris,  and  bulge  it  considerably  in  its  whole 
extent.  Should  the  lens  retain  its  transparency,  when  a patient  is 
seen,  the  nature  of  the  accident  would  be  apt  to  be  overlooked. 

Lateral  displacement  is  the  rarest  form  of  dislocation.  The  lens  is 
driven  sideways  towards  the  ciliary  processes.  It  may  be  so  much 
displaced  that  but  little  of  it  is  visible  in  the  pupil.  It  has  been 
wedged  in,  it  is  said,  between  the  ciliary  processes  and  the 
sclerotica. 

In  all  these  dislocations  the  lens  is  almost  invariably  in  its  capsule. 

The  treatment  is  to  extract  the  lens. 


Dislocation  of  the  crystalline  lens  into  the  vitreous  humour.  This  is  a 
severe  accident,  because  it  inflicts  immediate  damage  to  the 
surrounding  parts,  is  serious  in  its  ultimate  result,  and  the  most 
difficult  to  treat.  It  is  generally  caused  by  a violent  blow.  As 
blood  is,  probably,  always  effused  into  the  chambers  of  the  eye,  at 
the  same  time,  and  often,  too,  into  the  vitreous  humour,  the  nature 
of  the  accident  cannot  at  once  be  made  out.  When  the  chambers 
are  free  of  blood,  the  pupil  will  probably  be  found  dilated  and  clear, 
the  iris  tremulous  and  curved  backwards.  Vision  is  always  very 
much  impaired,  and  if  any  part  of  the  lens  be  in  the  line  of  the  pupil 
and  at  all  twisted,  there  will  be  anomalies  of  refraction,  very  puzzling' 
to  the  patient  and  perhaps  to  his  surgeon.  In  every  case  of  disloca- 
tion which  I have  examined  among  my  own  patients,  and  in  those  of 
my  colleagues,  and  in  all  which  I have  met  with  in  reading,  the  lens 
seems  to  have  been  enclosed  in  an  unbroken  capsule.  This  explains 
why  the  transparency  of  it  remains  for  weeks  or  months,  and  why 
ophthalmoscopic  examinations  are  necessary  to  detect  the  disloca- 
tion. I have  never  seen  the  lens  and  capsule  quite  detached,  but 
always  partially,  some  portions  of  the  circumference  being  adherent 
and  occasionally  moving  in  a swinging  manner.  In  one  of  the 
eases,  a patient  of  my  late  colleague,  Mr.  Taylor,  the  lens  and 
capsule  were  turned  nearly  round  in  the  vitreous  humour  so  that  a 
part  of  the  fund™  of  the  eye  could  be  seen  through  them,  Lnd  a part 
by  the  side  of  it.  I watched  this  eye  from  time  to  time  for  several 
months.  It  was  only  towards  the  end  that  the  lens  was  getting 
opaque.  The  patient  would  have  nothing  done 

Even  when  the  lens  has  fallen  into  the  vitreous  humour  its 
position  can  be  made  out,  although  the  whole  of  it  can  seldom  be 
seen  It  may  be  requisite  to  make  the  patient  turn  his  eye  down 
wards,  while  the  ophthalmoscope  is  used  obliquely,  and  from  above 
When  the  lens  gets  opaque,  its  presence  is  more  readily  determined 

Although  the  eye  does  not  so  quickly  resent  the  iljJyZZin 
inflammation,  as  when  the  lens  and  its  capsule  are  thrown  into 
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the  one  or  the  other  of  the  chambers,  the  destructive  action  is 
ultimately  developed.  But  as  yet  we  have  not  learned  much  about 
this  accident.  The  cases  that  have  been  recognised  have  been  too 
few  for  our  instruction.  There  is  this  difference  between  the  old 
operation  for  “ depression  ” and  the  injury  to  which  I am  now 
referring,  namely,  that  in  the  operation  the  lens  is  denuded  of 
capsule,  or  ought  to  be.  But  as  compared  to  the  spontaneous  dislo- 
cation of  the  lens  and  capsule  in  a cataractous  state,  when  they 
swing  about  in  the  vitreous  humour,  which  is  partially  or  entirely 
fluid,  there  can  be  little  mechanical  difference,  yet  this  form  of 
dislocated  cataract  does  not  always  irritate. 

Treatment.  If  there  be  no  disturbance,  beyond  the  hypermetropic 
sight,  I should  not  interfere.  With  the  least  irritation,  the  correct 
practice  is  to  remove  the  dislocated  lens.  I have  never  operated.  I 
learn  from  Mr.  Lawson’s  work  on  “ Injuries  to  the  Eye,  Orbit,  and 
Eyelids,”  the  particulars  of  two  cases  so  treated.  In  the  first  by 
himself,  he  made  an  incision  in  the  cornea-sclerotic  junction,  passed  a 
cataract  spoon  into  the  vitreous  humour,  and  lifted  out  the  lens  and 
capsule.  The  pupil  was  widely  dilated.  Vitreous  humour  escaped 
as  soon  as  the  eyelid  was  opened.  This  patient,  forty-six  years  old, 
had  been  in  pain  from  the  time  of  the  accident,  three  months  before, 
and  his  sight  was  almost  useless.  Improved  vision  ensued,  but  it 
did  not  last.  The  eye  became  atrophied  and  blind. 

The  second  case  was  under  the  care  of  Mr.  Bowman,  also  a male, 
forty-one  years  old.  The  lens  was  taken  out  in  an  entire  capsule 
after  seven  weeks  of  dislocation.  Vitreous  humour  was  lost.  All 
pain  ceased,  and  vision  was  improved.  “ With  a convex  glass  he  was 
able  to  count  fingers  and  to  guide  himself  about  a room.” 

It  may  be  a surer  proceeding,  in  the  first  instance,  to  transfix  the 
lens  with  a needle  passed  through  the  sclerotica,  and  to  push  it  into 
the  anterior  chamber,  to  hold  it  against  the  cornea,  and  then  to 
extract  it. 

Where  in  an  eye , the  function  of  which  is  destroyed , the  dislocated 
lens  is  causing  sympathetic  irritation , the  operation  of  “ abscission  ’ 
of  the  eyeball , or  “ extirpation  ” should  be  done.  In  such  a state, 
the  eye  in  which  the  dislocation  has  occurred,  will  be  spoiled, 
so  that  there  is  no  sacrifice  of  sight,  and  moreover  it  will  be 
much  inflamed.  I should  prefer  the  former  operation  if  it  seemed 
probable  that  when  the  cornea  was  away,  the  lens  could  be  readily 
hooked  out.  If  the  eyeball  were  much  disorganized,  I should  prefer 
the  latter.  Mr.  J.  Dixon  extirpated  a disorganized  eyeball,  on 
account  of  the  lens  having  been  in  the  vitreous  humour.  It  had  been 
there  for  thirteen  years.  With  the  ophthalmoscope  it  was  seen  as 
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whitish  well-defined  substance  lying  at  the  lower  part  of  the  eye. 
Dissection  showed  that  the  vitreous  humour  was  perfectly  fluid, 
and  that  the  lens  and  capsule  were  converted  into  a hard  and  heavy 
cretaceous  mass. 

Excessive  dilatation  of  the  pupil  is  often  met  with  from  a blow  on  the 
eyeball.  Blows  from  corks,  especially  from  soda-water  bottles,  are 
f ei  tile  sources  of  this  condition.  It  may  be  unassociated  with  any 
other  damage  to  the  eye,  being  due  solely  to  paralysis  of  the  sphincter 
pupillm,  and  whether  this  be  the  case  or  not,  can  be  readily  ascer- 
tained by  using  the  ophthalmoscope,  and  by  testing  the  state  of  the 
vision  through  a pin-hole.  If  there  be  good  sight  through  a minute 
aperture,  the  prognosis  is  favourable,  and  recovery  will  most  probably 
ensue.  As  long  as  the  dilatation  lasts,  vision  will  be  impaired.  The 
dilatation,  although  lessening,  might  not  pass  away  for  months.  In 
one  case  under  my  notice,  it  had  disappeared  only  at  the  end  of 
a year.  The  dilatation  may  be  associated  with  paralysis  of  the 
ciliary  muscle. 

The  pathology  of  the  affection  is  obscure. 

Discoloration  of  the  iris , apart  from  any  inflammatory  state,  is 
an  effect  of  a blow  on  the  eyeball.  It  is  an  ecchymosis.  It  may 
exist  alone,  but  most  commonly  it  is  seen  in  association  with  con- 
junctival ecchymosis.  It  is  not  of  any  consequence,  and  soon  passes 
awa}^. 

Tremulousness  of  the  iris  is  a serious  result  of  an  accident.  It 
denotes  lesion  to  the  nerves  of  the  iris.  The  pupil  ceases  to  act,’  and 
is  motionless.  The  tremulousness  is  seen  only  when  the  eye  is  moved. 
The  iris  then  shakes  like  a loose  diaphragm.  It  seems  to  reflect  more 
light  than  in  the  healthy  state.  If  the  softness  of  the  eyeball  be 
taken  as  evidence  of  fluidity  of  the  vitreous  humour,  fluidity  and  the 
paralysis  often  coexist.  Impairment  of  vision  is  an  accompaniment. 

I he  state  is  in'emediable. 

Detachment  of  the  iris.  The  iris  is  often  torn  away  from  its  attach- 
ment at  the  circumference.  The  separation  may  be  very  slight  so 
as  to  be  overlooked  by  the  casual  observer ; or  it  may  be  large  and 
so  form  a second  pupil.  When  there  is  doubt  about  the  detachment 
the  student  should  examine  the  eye  with  the  ophthalmoscope  It  may 
be  torn  away  at  corresponding  pails  of  the  circumference,  leaving 
only  a central  strip  without  any  trace  of  the  original  pupil,  as  in 

rp!g;  . r“  every  variety  of  this  accident  the  pupil  is  irregular. 

I he  detached  parts  never  unite.  ° 

pupil  t^eff^r?4’  “ Tdklysi8’  Pr°duces  a second  and  false 

Lflon  tr  ll>  a“  a mle>  18  t0  mterfe™  with  sight,  to  produce 
usion.  It  may  even  cause  confused  double  sight  in  the  one  eye 
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It  is  oiig  oi  the  lew  conditions  in  which  double  sight  can  exist  in  one 
eye.  These  effects,  of  course,  mainly  depend  on  the  extent  of  the 
separation.  When  the  detachment  is  slight,  there  is  practically  no 


Fig.  135. 


effect.  In  a case  in  which  the  fundus  of  the  eye  could  be  seen 
through  the  pupil,  and  through  the  false  aperture,  the  patient 
perceived  no  second  image,  although  there  was  a want  of  acuteness 
of  sight.  This  is  exceptional.  The  following  case  is  more  remarkable 
still : In  a well-authenticated  example  of  this  injury,  the  iris  was 
detached  in  three  places,  while  the  deformed  pupil  remained  in  the 
centre  ; notwithstanding  this,  the  patient  saw  objects  in  their  proper 
position,  there  being  no  multiplication  of  images,  and  no  imperfection 
of  sight. 

Detachment  of  the  iris,  with  laceration.  Sometimes  a blow  detaches 
the  iris,  and  tears  it  across  at  the  same  time.  Fig.  136  is  illustrative 
of  this. 

I am  indebted  to  Dr.  Browne,  of  the  Belfast  Ophthalmic  Hospital, 
for  the  following  remarkable  illustration.  A sharp  chip  of  metal 


Fig.  136. 


wounded  the  cornea  and  the  iris,  and  produced  extravasation  of  blood 
in  the  chambers  of  the  eye  ; and  when  absorption  had  cleared  the 
aqueous  fluid,  the  eye  exhibited  nearly  half  of  the  muscular  fibres  of 
the  iris  torn  away  from  the  uvea,  and  rolled  up,  as  the  above  sketch 
shows. 

These  peculiar  effects  of  violence  to  the  iris,  unattended  as  the}’ 
may  be  with  destruction  of  sight,  and  sometimes  without  damage  to 
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any  other  part  of  the  eyeball,  not  excepting  even  the  crystalline  lens,  are 
very  remarkable.  They  remind  us  of  other  instances  of  most  delicate 
results  produced  by  violence.  It  would  be  useless  to  multiply 
examples.  Enough  has  been  cited  to  give  the  general  characters 
of  these  accidents,  all  of  which  are  attended  with  effusion  of  blood 
into  the  chambers  of  the  eye,  and  unfortunately,  so  far  as  the  mere 
mechanical  lesion  is  concerned,  do  not  come  within  the  scope  of  treat- 
ment. The  edges  of  a rent  will  retract,  and  a partially  detached  iris 
will  remain  separated. 

The  apparent  loss  of  a part  of  the  iris , or  the  whole  of  it,  after  a blow. 
This  form  of  injury  has  only  lately  been  properly  accounted  for. 
Where  the  iris  has  been  entirely  absent,  it  has  been  supposed  that  it 
might  have  escaped  through  any  existing  rupture  of  the  eyeball,  or 
wound,  a very  unlikely  thing  where  the  breach  is  small,  and  an 
impossibility  where  the  cornea  and  sclerotica  have  remained  entire. 
Mr.  Solomon  has  given  a short  and  interesting  communication  on  the 
subject,  to  the  “British  Medical  Journal,”  14th  April,  1860. 

He  alludes  to  several  conditions  which  must  have  been  noticed  by 
men  engaged  in  ophthalmic  practice  ; first,  that  if  the  iris  be  lacerated 
in  its  transverse  diameter  in  two  or  three  places,  the  whole  of  the 
segment  included  in  the  injury  will,  in  the  course  of  a few  days, 
atrophy  and  cease  to  be  apparent,  although  the  aqueous  humour  shall 
be  pellucid  ; and  secondly,  that  if  the  ciliary  nerves  be  divided  by 
wounds,  so  much  of  the  iris  as  the  nerves  supply  will  collapse, 
and  the  pupil  extend  to  the  rim  of  the  cornea.  And  again  if  in 
the  extraction  of  a cataract,  the  vitreous  body  become  forced  out 
through  the  wound,  and  be  allowed  to  remain  there  without 
interference,  “ that  part  of  the  iris  which  is  in  proximity  with 
the  corneal  section  atrophies,  disappears,  and,  in  time,  loses  its 
characteristic  structure,  being  converted  into  a fibrous  band.” 
Moreover,  dissection  has  proved  that  the  greater  part  of  the  iris 
may  escape  an  external  examination,  and  yet  be  found  'within 
the  eyeball.  Then  follows  this  valuable  notice  in  connection  with 
the  above,  from  the  “Archiv  fiir  Ophthalmologie,”  vol.  i.,  part  ii., 
page  119,  by  Yon  Ammon,  who  gives  the  details  of  an  examination 
after  death,  of  an  eye  in  which  the  major  part  of  the  iris  was  rendered 
invisible  by  the  concussion  from  a musket,  which  was  loaded  with 
water  instead  of  lead,  and  discharged  into  the  mouth,  by  a young 
soldier  who  had  determined  on  committing  suicide.  The  only  visible 
portion  of  iris  in  the  right  eye  was  a crescentic  fragment  towards  the 
external  side.  The  point  where  this  portion  disappeared  was  neither 
torn  nor  abruptly  folded  inwards,  but  disappeared  without  its  being- 
possible  to  discern  what  had  become  of  it ; dissection  showed  that 
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the  upper,  inner,  and  lower  borders  of  it  were  pushed  hack.  The 
lens,  with  its  capsule,  were  partly  dislocated.  The  vitreous  humour 
was  more  or  less  ruptured,  and  forced  forwards  hy  the  edge  of  the 
twisted  lens.  It  was  now  therefore,  so  to  speak,  partially  dislocated. 
The  lens  and  vitreous  body  had  displaced  the  iris.  When  the  lens 
and  vitreous  body  were  removed  under  water,  the  iris  slowly 
returned  to  its  position.  Ammon’s  report  is  very  long.  It  gives 
a most  elaborate  and  tiresome  description  of  the  inspection  of  the 
two  shattered  eyeballs. 

In  examining  such  cases  with  the  ophthalmoscope,  the  ciliary 
processes  cannot  be  seen,  and  this  should  cause  the  nature  of  the 
case  to  be  suspected. 

Laceration  of  the  retina.  This  does  not  occur  except  in  association 
with  haemorrhage ; and  enough  has  been  said  respecting  this,  when 
speaking  of  haemorrhage. 

Laceration  of  the  choroid  may  be  caused  by  blows  on  the  eye,  and 
may  be  the  sole  damage  noticeable.  The  edges  of  the  rent  may  be 
widely  separated  if  the  laceration  be  transverse.  The  white  sclerotica 
is  seen  to  shine  through  the  gap.  The  circumference  of  the  wound 
is  generally  marked  by  pigment  spots. 

Softening  of  the  eyeball  from  fluidity  of  the  vitreous  humour.  This 
may  be  the  immediate  effect  of  a blow.  I have  seen  it  within  two 
hours  after  the  eye  has  been  struck.  In  every  case  the  iris  has  been 
tremulous.  In  all,  inflammation  of  the  interior  of  the  eye  has 
followed. 


Inflammation  of  the  interior  of  the  eyeball.  I wish  to  limit  my 
remarks  to  those  cases  in  which  the  diseased  action  occurs  in  the 
interior  of  the  eyeball,  in  a limited  or  isolated  form,  damaging  or 
spoiling  the  internal  structures  palpably,  while  it  is  scarcely,  or  not 
at  all,  accompanied  hy  any  external  evidence  of  its  existence.  The 
inflammation  may  steal  on  most  insidiously.  A lady  who  was  sent 
to  me  by  my  colleague,  Dr.  Markham,  was  struck  by  the  lash  of  a 
carriage  whip  on  her  eyeball  while  sitting  by  the  side  of  her  husband, 
who  was  driving.  The  merest  temporary  pain  ensued,  and  all  was 
forgotten  till  the  accident  ally- discovered  imperfection  of  sight  months 
after,  brought  the  blow  to  mind.  I found  the  vitreous  humour 
hazy.  The  fundus  of  the  eye  could  not  be  clearly  made  out. 

A lad  applied  to  me  because  he  saw  imperfectly  with  his 
right  eye.  ITe  could  only  count  his  fingers.  He  had  visited 
several  ophthalmic  institutions,  and  had  been  submitted  to  divers 
kinds  of  treatment.  Sixteen  months  before  he  was  struck  on  the 
eyeball  with  a dead  pigeon,  and  vision  was  soon  lost.  I examined 
him,  to  determine  whether  there  was  any  external  sign  of  injury. 
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Not  the  slightest  defect  could  be  observed.  Atropine  was  then 
used,  and  with  the  ophthalmoscope  minute  black  specks  on  the 
surface  of  the  capsule  of  the  lens  showed  that  the  posterior  part 
of  the  iris  had  been  in  contact  with  it,  but  the  patient  declared  that 
he  was  quite  unconscious  of  there  having  been  any  inflammatory 
action.  But  a greater  change  was  yet  to  be  observed.  In  the 
turbid  vitreous  humour  hung  shreds,  or  threads,  of  an  inflammatory 
origin.  The  optic  disk  could  not  be  seen.  The  choroid  coat  had 
undergone  much  pathological  change.  Except  so  far  as  the  loss  of 
sight  as  a subjective  symptom,  there  was  nothing  to  arouse  suspicion 
of  the  great  mischief  going  on  in  the  eyeball. 

A boy  was  struck  on  the  eye  with  a stick,  and  brought  to  me 
a week  afterwards,  having  in  the  meantime  been  bled  and  blistered 
because  of  the  pain  that  ensued.  The  surface  of  the  eyeball  was 
a little  injected,  but  the  pupil  dilated  under  atropine,  no  slight 
evidence  of  the  absence  of  inflammatory  action  in  it.  The  lens 
Avas  clear.  The  vitreous  humour  was  turbid,  and  the  state  of 
the  retina  could  not  be  made  out  satisfactorily  in  consequence.  The 
choroid  seemed  spotted,  as  if  from  the  removal  of  the  choroidal 
pigment,  there  was  scarcely  any  vision.  The  eye  was  perfect 
before  the  accident.  The  several  changes  were  all  effected  in  a very 
short  space  of  time,  and  with  but  little,  if  any,  external  evidence  of 
what  was  passing  within. 

I conclude,  my  examples  with  a case  that  I saw  among  Mr. 
Hulme  s patients,  the  particulars  of  which  are  reported  in  the 
\olume  of  Di.  Beales  Archives  of  Medicine”  already  referred  to 
A very  beautiful  ophthalmoscopic  chromo-lithograph  is  ajipended 
Besides  amplifying  what  has  been  said,  it  shows  the  very  rare 
occurrence  of  sympathetic  implication  of  the  other  eye. 

“ Mrs-  sixty-one,  received  a smart  blow  on  the  right  eyeball 

from  the  handle  of  a saucepan  five  years  ago.  Pain,  which  was  very 
acute  at  first,  subsided  in  the  course  of  the  day,  but  from  that  time 
the  sight  began  to  fail,  and  has  become  gradually  worse  She  has  not 
had  any  medical  treatment,  and  only  applied  now  because  the  Vision 
of  the  left  eye  has  within  the  last  few  months,  become  seriously 
impaired.  In  neither  eye  has  there  been  any  pain  during  the 
progress  of  the  declining  sight.  In  the  left  eye  she  has  frequent 
faint  flashes,  and  the  eye  is  slightly  intolerant  to  light  There  is  no 
external  appearance  of  disease  in  either.  In  the  right ' eye  there  was 

irfr  i>o: tious  ? &oe  couM  * w z 

; ; . with  the  left,  nothing  less  than  No.  14  of  Jaeeer’s 

el  dtomn  in  '"TV,"'*  fOT  B few  as  (he  letters 

seemed  to  run  into  each  other,  and  got  confused. 
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Ophthalmoscopic  examination.  Right  oye  : The  superficial  choroidal 
pigment  has  been  almost  entirely  removed,  exposing  the  network 
of  orange-coloured  vessels  as  distinctly  and  sharply  marked  as  a well- 
injected  specimen  of  intestinal  capillaries,  which  they  much  resemble. 
A.  bioad  band  of  brilliant  white,  extremely  irregular  in  form,  crosses 
the  fundus  of  the  eye  transversely,  surrounding  the  optic  disk.  In 
this  space  the  choroid  is  completely  atrophied,  and  the  white  is  due 
to  the  sclerotic,  shining  through  the  diaphanous  membrane.  Masses 
of  pigment,  irregular  in  form,  and  jet-black  in  colour,  are  dotted  over 
the  fundus  of  the  eye.  The  optic  disk  is  of  dark-grey  colour, 
deeply  shaded  towards  the  margin.  For  about  two-thirds  of  its 
circumference,  it  is  surrounded  by  a line  of  jet-black  pigment.  The 
retinal  vessels  are  distended,  and  the  arteries  cannot  be  distinguished 
from  the  veins  by  their  colour.  At  a little  distance  beneath  the 
optic  disk  are  two  small  spots  of  a greyish  colour,  woolly  or 
flocculent ; probably  small  masses  of  effused  lymph.  One  of  these  is 
situated  in  the  course  of  an  arterial  branch,  which  passes  beneath  it, 
and  is  concealed  during  its  transit. 

“ The  appearances  of  the  interior  of  the  left  eye  are  of  the  same 
general  character  as  those  in  the  right,  but  in  a much  less  advanced 
stage.” 

The  treatment  is  the  same  as  that  which  should  be  adopted  in 
internal  traumatic  ophthalmitis,  associated  with  a surface  wound. 

A blow  on  the  eyebrow , or  on  the  face  in  the  vicinity  of  the  eye , or  on 
the  head , may  produce  the  mine  physical  changes  in  the  eyeball , the  same 
effects  on  vision , as  when  the  eyeball  itself  is  struck.  I have  met  with 
many  examples,  some  of  which  I shall  give. 

Effects  of  blows  on  the  forehead.  A workman,  of  middle  age,  was 
struck  severely  on  his  forehead,  just  over  the  left  eyebrow,  and  soon 
lost  all  useful  sight.  When  the  swelling  of  the  eyebrow  and  the 
ecchymosis  had  passed  away,  the  eye  was  found  to  be  useless.  After 
applying  to  two  hospitals  he  came  to  me.  There  were  no  external 
objective  symptoms.  I discovered  that  the  greater  portion  of  the 
retina  was  detached  by  serous  effusion. 

A gentleman  while  playing  at  single-stick,  received  a smart  stroke 
j ust  above  the  upper  margin  of  the  orbit.  Cataract  in  the  correspond- 
ing eye  followed  in  a few  weeks. 

A cabman  slipped,  during  a snowstorm,  while  alighting  from  his 
box,  and  struck  his  forehead  against  the  cab-shaft.  He  quickly 
discovered  that  he  had  damaged  his  sight.  Four  days  after  I saw 
him,  no  mark  of  outward  injury  was  visible  ; his  left  crystalline 
lens  was  dislocated  into  the  anterior  chamber. 

A child,  four  years  old,  fell  violently  while  running,  from 


EFFECTS  OF  BLOWS  IN  THE  VICINITY  OF  THE  EYE. 


439 


tripping  over  a stool  in  the  drawing  room.  One  of  his  lenses  was 
dislocated  across  the  pupil. 

Effect  of  blows  on  the  face.  It.  T.,  let.  nineteen,  was  jolted  off  the  tail 
of  a van,  which  was  too  sharply  driven  round  a corner,  and  thrown 
on  the  left  side,  the  left  cheek  coming  to  the  ground.  Ecchymosis  of 
the  skin  around  the  left  eye  was  all  the  apparent  damage.  Three 
weeks  after  lie  found  the  sight  of  the  left  eye  to  be  imperfect,  being 
misty.  Soon  he  saw  that  his  pupil  was  milky,  i.e.,  cataract  was 
forming,  and  in  two  months  it  was  white.  When  he  applied  to 
the  Central  London  Ophthalmic  Hospital,  there  was  a fully-formed 
bluish-white  cataract,  dislocated  into  the  posterior  chamber,  and 
resting  against  the  iris,  which  was  bulging.  The  pupil  was  not  altered. 
A very  delicate  pink  zone  in  the  conjunctiva,  and  in  the  sclerotica 
just  around  the  cornea,  and  a few  large  veins  in  the  conjunctiva, 
were  all  the  visible  vascular  disturbance. 

An  engineer  was  striking  a bar  of  iron  with  a sledge-hammer,  a 
piece  of  the  metal  broke  off,  was  projected  against  his  face,  and 
fractured  his  nasal  bones,  the  eyebrow  never  having  been  touched. 

I saw  him  three  days  after  the  accident.  The  conjunctiva  of  the 
left  eye  was  slightly  ecchymosed,  and  the  pupil  greatly  dilated,  and 
vision  was  extinct.  The  interior  of  the  eye  was  not  examined. 

A woman  endeavoured  to  catch  a little  boy  who  was  Tumbling 
downstairs,  and  was  struck  violently  on  the  nose.  The  vision  of  the 
right  eye  became  impaired,  and  was  lost.  There  was  only  the 
slightest  accompanying  redness  of  the  eyeball.  Many  months  after 
she  applied  to  me,  for  the  first  time,  to  ask  some  questions  about  the 
other  eye.  In  the  right  I found  white  atrophy  of  the  disk,  and 
degeneration  of  the  choroid,  the  pigment  of  which  was  removed  in 
large  patches.  That  these  changes  were  the  effect  of  inflammatory 
action  from  the  blow,  I cannot  doubt. 

Effects  of  bloics  on  the  head.  I have  given  above,  under  the  head  of 
posterior  intra-ocular  haemorrhage,  the  particulars  of  a case  of 
damage  to  the  interior  of  the  eyeball,  from  a blow  on  the  top  of  the 
head,  to  which  I need  only  refer. 

A lady  fell  backwards  to  the  ground,  out  of  her  waggonette, 
pitching  on  the  back  of  her  head.  She  felt  no  damage  at  the  time! 
A few  days  after,  one  of  her  eyes  became  painful,  and  now  there  was 
developed  and  well-marked  internal  ophthalmitis,  associated  with 
outward  vascularity.  Vision  was  nearly  lost.  I saw  this  patient  but 
twice  on  both  occasions  she  was  brought  to  me  from  the  country 
and  I am  ignorant  of  the  end  of  the  case. 

The  treatment  has  been  described  when  treating  of  direct  injury  to 
the  eyeball.  J J 
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li/oics  about,  the  orbit  that  induce  inflammation  in  the  orbital  tissues 
may  be  the  cause  of  destroying  sight , in  consequence  of  the  optic  nerve , or 
the  eyeball , becoming  implicated  in  the  inflammatory  action.  The 
ophthalmoscope  revealed  this  to  me.  It  is  several  years  since  I 
mentioned  publicly  that  a severe  blow  on  the  temple,  or  on  the 
margin  of  the  orbit,  producing  protrusion  of  the  eyeball  from  orbital 
cellulitis,  was  generally  attended  with  damage  to  vision.  I showed 
that  it  had  been  so  in  all  the  cases  ot  which  I had  taken  notes,  and 
lour  had  been  seen  by  me  in  one  year.  In  some,  vision  was 
impaired,  in  others  it  was  lost.  There  were,  too,  common  states  in 
all ; namely,  more  or  less  loss  of  motion  in  the  orbital  muscles,  and 
absence  of  any  external  change  in  the  eyeball,  except  where  the 
pupil  was  inactive. 

The  same  conditions  were  noticed  after  severe  inflammation  of  the 
orbital  contents,  consequent  on  the  injecting  of  an  orbital  mevus,  the 
particulars  of  which  will  be  found  in  the  chapter  on  “ Nsevus.”  It  is 
only  within  the  last  few  years  that  I have  examined  such  cases 
ophthalmoscopically. 

First,  as  regards  damage  to  the  optic  nerve.  A military  officer,  while 
drunk,  was  thrown  out  of  his  dog-cart,  and  struck  on  his  right 
temple.  When  I saw  him,  about  a week  afterwards,  there  was  very 
acute  orbital  cellulitis,  with  the  accustomed  protrusion  of  the  eyeball, 
and  impaired  vision.  The  orbital  symptoms  subsiding,  the  eyeball 
gradually  returned  in  the  orbit,  but  the  ocular  movements  were 
impaired  in  an  upward  direction,  the  rectus  superior  being  paralyzed. 
Vision,  however,  became  worse  and  worse.  In  order  to  get  this  man 
out  of  debauchery  in  London,  he  was  sent  for  a voyage  to  New 
Zealand.  After  the  lapse  of  nine  months,  I examined  him.  The 
exterior  of  the  eyeball  seemed  healthy.  The  loss  of  power  of  the 
rectus  superior  was  as  marked  as  before.  There  was  total  blindness. 
Ophthalmoscopic  investigation  revealed  bluish-white  atrophy  of  the 
optic  nerve,  with  a jagged  choroidal  rim,  and  the  usual  accompany- 
ing contracted  state  of  the  central  artery  of  the  retina. 

An  artisan  with  an  obstructed  lacrymal  duct,  applied  to  a surgeon. 
An  ineffectual  attempt  was  made  to  pass  a style.  Acute  inflamma- 
tion supervened,  considerable  protrusion  of  the  eyeball  followed  at 
once,  and  vision  was  soon  lost.  There  were  no  cerebral  symptoms  of 
any  kind.  I examined  the  interior  of  the  eye  four  months  after. 
There  was  the  evidence  of  past  optic  neuritis,  the  details  of  which 
need  not  be  given. 

It  appears  to  me  that  the  paralysis  of  the  orbital  muscles  may  be 
explained  in  the  same  way,  i.e.,  by  the  implications  of  their  nerve- 
trunks  in  the  inflammatory  action. 
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Secondly , as  reyards  damage  to  the  eyeball.  A publican’s  wife  was 
thrown  out  of  her  gig  on  to  the  pier  of  a bridge,  and  received  a 
violent  blow  on  the  temple.  The  orbital  tissues  became  inflamed, 
the  eyeball  was  protruded,  and  the  conjunctiva  was  chemosed.  I saw 
her  nine  weeks  after  the  accident.  There  was  a scar  on  the  external 
angular  process  of  the  frontal  bone,  with  thickening  of  the  bone, 
complete  ptosis,  with  an  everted  and  motionless  eyeball,  and  a fixed 
pupil  elongated  outwards.  All  this  denoted  paralysis  of  the  third 
pair  of  nerves.  Vision  was  nearly  lost. 

The  vitreous  humour  was  too  hazy  to  enable  the  fundus  of  the 
eyeball  to  be  seen.  I lost  sight  of  this  patient'. 

The  treatment  is  to  endeavour  to  prevent  the  occurrence  of 
inflammation  in  the  orbit,  when  such  damage  has  been  received 
as  may  produce  it,  by  rest,  by  the  application  of  cold,  and  perhaps 
local  blood-letting.  Or  if  it  should  have  come  on  when  a patient  is 
first  seen,  and  be  still  acute,  to  try  by  the  same  measures  to  subdue 
it,  or,  at  least,  to  lessen  the  intensity  of  it. 

Slows  on  the  eyeball , attended  icith  rupture  of  the  external  coats , and 
disturbance  of  the  contained  parts.  Blows  on  the  globe  of  the  eye 
may  cause  rupture  of  its  coats,  or  the  separation,  or  dislocation, 
of  some  of  its  internal  parts.  Bursting  is  no  uncommon  occurrence. 

_ Whm  fhe  sclerotica  is  ruptured  it  is  certain  that  very  severe 
violence,  and  for  the  most  part  direct,  has  been  received.  There 
is  inevitable  participation  of  rupture  of  the  immediately  adjoining 
internal  tunics.  Some  surgeons  think  that  resistance  is  requisite 
to  cause  the  rupture;  as  for  instance,  the  eyeball  being  struck 
upwards  while  the  head  is  bowed.  The  rent  is  generally  about 
the  eighth  of  an  inch  long,  and  is  almost  always  in  the  same  region, 
at  the  upper  part  of  the  eyeball  between  the  cornea  and  a°line 
concentric  to  the  attachment  of  one  of  the  recti  muscles  ; less  frequently 
it  is  at  the  inner  side.  Still  less  at  the  outer,  and  of  this  I have 
seen  but  one  example.  Very  rarely  indeed  it  is  at  the  under  But 
the  rupture  has  been  met  with  far  back  behind  the  conjunctiva  at  the 
upper  part.  Such  a case  occurred  in  the  practice  of  Mr.  Bowman 
I he  nature  of  the  accident  was  not  discovered  till  the  eyeball  was 

extirpated.  The  cause  was  a blow  on  the  eye  from  the  corner  of 
a carriage  door. 

It  has  been  suggested,  in  explanation,  that  the  sclerotica  tears  at  a 
o,nt  neary  opposite  to  that  which  is  struck;  the  blows  which  reach 
the  eyeball  being,  for  the  most  part,  on  its  lower  or  its  outer  side  the 
upper  edge  of  the  orbit  and  the  nose  protecting  it  in  these  portions 

liupture  rarely  happens  till  after  the  thirtieth  year,  when  the 

sclerotica  has  lost  some  of  its  elasticity.  * 
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But  no  theory  that  has  been  offered,  aud  there  have  been  several, 
sufficiently  accounts  for  it.  Although  the  front  of  the  sclerotica 
is  much  thinner  than  the  back  part,  yet  it  is  not  the  thinnest 
portion,  that  which  is  just  behind  the  attachment  of  the  recti 
muscles,  which  commonly  gives  way.  As  the  question  has  not  the 
slightest  practical  bearing,  I shall  say  no  more. 

I am  in  the  habit  of  calling  this  accident  a disorganizing  one, 
because  it  affects  so  many  parts,  and  inflicts  such  terrible  injury. 
Indeed,  in  the  worst  cases,  all  the  internal  parts  of  the  eye  are 
implicated  in  injury,  and  the  eye  is  destroyed.  The  iris  is  more 
or  less  detached  at  its  circumference,  and  prolapse  ensues.  Fig.  137 
illustrates  the  appearance.  The  crystalline  lens  is  generally  forced 


Fig.  137. 


out  and  lost.  Vitreous  humour  escapes  freely.  There  is  always 
haemorrhage  from  the  ciliary  processes  and  the  choroid ; and  when  it 
is  severe  from  the  latter,  the  retina  is  displaced,  and  may  even  be 
prolapsed.  The  chambers  are  always  filled  with  blood. 

In  a lesser  form  of  injury  where  the  rupture  is  unassociated  with 
the  dislocation  of  parts,  as  the  choroid  coat  or  the  ciliary  appa- 
ratus is  damaged,  the  pupil  undergoes  a change  which  must  be 
referred  to  damage  of  the  ciliary  nerves,  causing  partial  paralysis  of 
the  iris.  It  is  dislocated  to  the  utmost  to  the  injured  side.  Some- 
times the  iris  disappears,  after  the  manner  explained  above. 

External  dislocation  of  crystalline  lens.  Sometimes  a blow  produces 
a rent  in  the  sclerotica,  while  the  conjunctiva  remains  intact,  or  but 
slightly  torn,  and  the  crystalline  lens  is  forced  out  of  the  eye,  and 
rests  between  these  in  close  proximity  to  the  cornea,  constituting 
what  is  called  external  dislocation  of  the  lens.  The  conjunctiva 
stretches,  and  by  that  the  lens  is  retained.  With  this  the  choroid 
coat  is  torn,  and  the  iris  is  more  or  less  paralyzed  or  torn,  and 
a portion  is  always  carried  out  with  the  lens.  Fig.  138  exemplifies 
this.  Much  blood  is  effused  within  the  eyeball,  but  when  the  effusion 
is  confined  to  the  chambers,  or  occurs  in  them,  and  to  a limited 
degree  in  the  vitreous  humour,  vision  may  not  be  lost  ; but  when 
it  is  effused  between  the  coats  at  the  fundus,  the  eye  is  spoiled. 


EXTERNAL  DISLOCATION  01<’  CRYSTALLINE  LENS. 
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Diagnosis  is  generally  easy.  The  conjunctiva  is  raised  in  a round 
semi-transparent  swelling  at  the  part  of  the  eyeball  where  rupture 

Fig.  138. 


usually  takes  place,  and  the  prolapsed  iris  displaces  the  pupil  in  that 
direction. 


The  treatment  is  to  raise  the  conjunctiva,  snip  it,  and  remove  the  lens. 
The  aperture  should  be  ample  that  all  may  be  removed  with  ease. 
The  fear  of  vitreous  liumoui'  escaping  is  groundless.  The  capsule 
may  be  unbroken,  or  broken  with  some  extravasation  of  lens  matter. 

It  has  been  recommended  not  to  interfere  till  a fortnight  after 
the  accident,  that  an  opportunity  may  be  afforded  for  the  healing  of 
the  sclerotica,  and  a simple  rupture  thereby  be  not  converted  into  a 
compound  one.  In  two  cases  I tried  the  method,  but  I conferred 
no  benefit  on  my  patients.  In  one,  a young  adult  female,  at  the  end 
of  a fortnight  the  lens  had  become  decomposed,  and  then  was 
revealed  the  cause  of  the  undue  irritation,  which  before  was  un- 
accountable. In  the  other,  there  was  continuous  pain. 

I lie  following  case,  while  showing  other  changes  which  the  crys- 
talline lens  may  undergo  when  allowed  to  remain  dislocated,  illus- 
trates my  subject  farther  : An  elderly  man  presented  himself  with  a 

violent  contusion  of  the  right  eye,  that  had  been  received  some  days 
before.  So  great  was  the  degree  of  swelling  and  ecchymosis  of  the 
palpebrae  and  of  the  ocular  conjunctiva,  that  I could  not  discover  the 
actual  state  of  things.  I feared,  however,  that  the  eyeball  was 
ruptured,  because  it  was  evident  that  the  chambers  of  the  eye 

contained  blood.  There  was  considerable  pain,  but  no  constitutional 
disturbance. 


At  my  next  visit  to  the  hospital  1 was  enabled,  by  the  reduction 
ot  the  tumefaction,  to  discover  that  there  was  a rupture  at  the  inner 
part  of  the  eyeball  at  about  the  junction  of  the  cornea  and  the 
l sclerotica.  Blood  stall  filled  the  chambers.  There  was  nothing 
however  so  far  remarkable,  nothing  but  the  ordinary  course  of 
events  when  the  eye  receives  a certain  amount  of  violence 

, Jatfv  abal^Ttfi”  T 'ater>  tiU  chemosis  had 

" • a ,ated  nd  thc  redness  of  the  eye  had  much  reduced 

' the  presence  of  the  crystalline  lens  on  the  inside  of  the  eyeball! 
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just  posterior  to  the  rupture,  between  the  sclerotica  and  the  con- 
junctiv a.  I could  not,  oi  course,  see  the  lens;  but  discerning  the 
tumour  in  that  position,  in  connection  with  the  pupil  drawn  to  the 
side,  and  regarding  other  objective  symptoms,  I naturally  concluded 
that,  m all  probability,  the  lens  was  located  there.  At  once  I snipped 
the  conjunctiva  and  removed  the  displaced  body ; but  not  entire,  for 
only  a small  pait  of  it,  apparently  the  nucleus,  remained  unchanged, 
the  rest  had  broken  down  by  decomposition  into  a gruel-like 
material,  4 he  scleiotica  beneath  was  much  indented,  puckered,  and 
of  an  unhealthy  aspect.  This  was  just  fourteen  days  from  the  accident. 

A hard  amber- coloured  lens  may  remain  for  days  unchanged. 

A case  is  recorded  in  which  the  lens  was  not  sensibly  changed  at 
the  end  of  thirteen  days. 

The  lens  may  be  partially  dislocated  through  the  rupture  in 
the  eyeball,  and  lie  half  within  the  eye,  and  half  without.  This 
is  an  extremely  rare  occurrence. 

The  cornea  is  rarely  ruptured , because  of  its  greater  strength,  and 
when  it  is,  the  effect  to  the  eye  is  by  no  means  generally  so  severe 
as  when  the  sclerotica  is  burst. 

An  instance  is  given  by  Dr.  Mackenzie  of  a rupture  occurring  in 
a gentleman  who  accidentally  struck  his  eye  with  his  thumb.  There 
must  have  been  a diseased  state  of  the  tissues,  for  in  the  uninjured 
eye  there  was  a distinct  arcus  senilis,  a little  way  within  the  verge  of 
the  cornea,  while  between  the  arcus  and  the  sclerotica,  the  cornea 
seemed  thin  and  transparent.  It  was  in  this  transparent  position,  in 
the  other  eye  that  the  rupture  occurred. 

Treatment  of  rupture  of  the  eyeball.  While  I recognise  the  great 
power  of  natural  reparative  action,  and  the  danger  of  interfering 
with  it,  I am  no  less  sure  that  much  is  either  lost  or  gained 
according  as  there  is  no  treatment,  or  as  judicious  means  are  used. 

No  extent  of  injury  short  of  actual  collapse  should  destroy  hope  of 
being  able  to  restore  an  eye  to  some  degree  of  usefulness.  Many  a 
golden  opportunity  is  lost  simply  because  in  the  first  instance  a case 
has  been  thought  hopeless. 

Physical  repair  and  degrees  of  functional  restoration,  are  now  and 
then  beyond  expectation,  and  surprise  even  those  practically  well 
versed  in  surgical  diseases  of  the  eye.  In  the  earlier  years  of  my 
practice  I published  several  of  these  wonderful  recoveries  in  the 
weekly  medical  periodicals. 

It  must  not  be  expected  that  there  can  be  perfect  recovery  of 
vision  after  much  mechanical  lesion,  including  the  loss  of  the  lens ; 
but  I need  not  stop  to  show  that  an  eye  with  even  imperfect  sight 
still  possesses  relative  and  absolute  value. 


TREATMENT  OF  RUPTURE  OF  THE  EYEBALL. 


445 


If  the  direct  inflammatory  effects  of  an  injury  are  quickly  got  over, 
the  chanoes  of  the  other  eye  ever  suffering  from  irritation  are 
immensely  lessened.  If  inflammation  lingers,  many  of  the  tunics 
are  involved,  pathological  changes  ensue,  and  the  other  eye  is 
threatened. 

Adaptation,  in  an  accurate  manner,  of  divided  parts,  slight  sus- 
taining pressure,  local  and  general  rest,  are  the  things  indicated,  and 
the  objects  to  be  accomplished.  When  I see  a patient  sufficiently 
soon,  I make  no  farther  examination  than  is  needed  to  ascertain  the 
nature  of  the  injury,  to  be  assured  of  the  line  of  action  required,  and 
to  be  able  to  form  a tolerable  prognosis.  Taking  care  to  remove,  by 
washing  or  otherwise,  all  extraneous  substances,  I close  the  eyelids, 
and  keep  them  shut  by  one  or  two  strips  of  court-plaster,  which 
fulfils  the  first  two  indications,  adaptation  and  slight  sustaining 
pressure  with  the  great  addition  of  excluding  the  atmosphere  ; I do 
not  like  packing  with  cotton-wool.  When  the  accident  is  severe,  I 
enjoin  rest  of  body  and  disuse  of  the  other  eye.  The  quicker  the 
union  of  the  wound,  the  more  certainly  is  the  desired  object  gained, 
the  more  perfect  the  result,  and  the  less  the  suffering. 

It  is  positively  hurtful  to  apply  stimulating  lotions ; soothing,  and 
not  irritation,  is  needed.  Swelling  of  the  conjunctiva,  chemosis,  as 
it  is  called,  is  the  inevitable  result  of  the  injury,  and  readily  passes 
away.  Sometimes  it  may  be  well  to  incise  it.  The  frequent  use  of 
cold  water  by  irrigation,  or  a cold  lotion  applied  with  a rag 
sufficiently  thin  to  allow  of  evaporation,  is  most  advantageous  ; and 
if  much  pain  exist,  the  addition  of  some  preparations  of  opium  will 
generally  afford  relief. 

The  internal  administration  of  opium  may  be  necessary.  Cases 
are  met  with  in  which  nothing  but  the  local  abstraction  of  blood  will 
give  ease. 

I learned,  in  tlie  operations  for  the  extraction  of  cataract  and 
for  artificial  pupil,  how  much  is  to  he  gained  hy  not  opening  the  eye 
lor  at  least  a week  after  it  has  been  incised.  That  knowledge  has 
been  applied  here,  and  I have  found  it  advantageous  to  keen  the 
eye  closed  even  longer.  No  object  is  to  be  gained  by  a^ariy 
internal  inspection,  or  one  from  day  to  day.  If  matters  are  doin'- 
well  it  is  not  needed  ; and  if  any  untoward  events  supervene  their 
existence  is  always  manifested  in  appearances  of  the  upper  eyelid  and 

the  cheek ; and  then  it  is,  more  than  at  any  other  period  that 
opening  the  eye  is  likely  to  be  hurtful.  ’ 

thro, ml, iS  t0  be  Cl0“6  Wh,eu  the  ”s  is  more  or  Iess  prolapsed 
latte,-8 «t« t * Tnea’  01  perhftps  through  the  sclerotica?  The 
state  is  the  more  common.  Most  assuredly,  as  a rule,  the 
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less  interference  the  better.  But  very  seldom  indeed  can  it  be 
necessary  to  act.  I have  thought  it  prudent  a few  times,  from  the 
amount  of  the  prolapse,  from  the  large  bit  that  was  hanging  out,  to 
reduce  the  flap  with  a pair  of  scissors,  and  so  to  lessen  or  prevent 
irritation  ; but  in  general  nothing  of  the  kind  is  needed.  By  a 
natural  and  a safe  process,  whatever  is  superfluous  and  not  wanted  in 
the  process  of  plugging  and  cicatrization  is  removed.  The  applica- 
tion of  nitrate  of  silver  cannot  be  beneficial ; it  destroys  primary 
cicatrization,  and,  besides,  increases  inflammatory  action  by  irritating 
the  eye  ; so  that  it  is  doubly  hurtful. 

Constitutional  treatment  must  not  be  neglected , and  all  measures 
likely  to  prevent  or  reduce  acute  inflammatory  action  must  be 
attended  to. 

When  it  is  clearly  ascertained,  however  early,  that  a wounded  eye 
is  decidedly  lost,  and  that  suppurative  inflammation  has  set  in,  with 
the  accompanying  pain  and  constitutional  disturbance ; or,  when 
such  should  supervene  at  any  stage  of  treatment,  operative  surgery 
should  be  resorted  to,  and  the  eyeball  removed.  Possessing  such 
means  for  safe  and  instantaneous  relief,  and  by  which,  besides, 
the  greatest  protection  is  afforded  to  the  other  eye  from  sympathetic 
ophthalmitis,  we  ought  not  to  allow  a continuation  of  suffering 
and  prostration  which  no  other  treatment  will  check,  and  which 
ceases  only  after  certain  consecutive  morbid  changes  in  the  lost  organ. 

Actual  dislocation  of  the  eyeball  may  occur  from  a bloic.  Such  an 
instance  is  quoted  by  Mackenzie  : “A  man  was  struck  with  a racket 

ball ; dislocation  occurred.  It  was  so  complete,  that  Covillard,  the 
surgeon,  found  one  of  the  patient’s  friends  with  scissors  in  hand  ready 
to  cut  it  away.  Reduction  was  effected,  and  vision  was  restored.” 

WOUNDS  OF  THE  EYEBALL,  INCLUDING  THE  SLIGHTEST  AND  THE 

MOST  SEVERE. 

Abrasion  of  the  corneal  surface.  In  this  which  is,  mechanically 
speaking,  the  slightest  of  corneal  wounds,  the  epithelium  is  scraped 
off.  Generally  speaking,  the  accident  is  of  little  import,  but  it 
might  produce  destruction  of  the  eyeball.  The  symptoms  are,  pain, 
intolerance  to  light,  lacrymation,  the  sensation  of  something  in  the 
eye.  But  as  these  results  are  common  to  other  injuries,  correct 
diagnosis  can  be  made  only  by  an  inspection  of  the  ocular  surface. 
Therefore,  whenever  an  injury  is  received  and  the  eyelids  are  closed, 
an  involuntary  act  common  to  all  injuries,  no  one  can  tell  what  has 
actually  happened.  . . . 

The  repair  is  so  simple  and  so  rapid,  that  surgical  aid  is  rarely 
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necessary.  The  epithelium  being  a tissue  formed  by  nutritive 
repetition,  it  is  completely  restored.  Even  when  much  of  it  is  lost, 
the  reparation  of  it  may  be  quick,  and  the  closing  of  the  eye  for  a 
few  hours  will  be  sufficient  to  overcome  or  to  prevent  discomfort. 

The  most  manifest  stages  in  the  process  of  repair  are  haziness  of 
the  part,  the  filling  up  of  the  depression,  and  then  the  restoration  of 
transparency.  But  very  grave  symptoms  might  ensue.  Corneitis 
might  be  developed,  and  the  worst  form  of  it,  traumatic  corneitis,  with 
its  distressing  effects.  An  insignificant  scratch  from  the  soft  and 
undeveloped  nail  of  an  infant’s  finger,  a scratch  from  the  beard  of 
barley  while  reaping,  the  stroke  of  a hair  from  the  switching  tail  of  a 
horse,  a tap  from  a rebounding  twig  in  a hedge,  or  a penetrating 
wound  from  a thorn,  might  alike  develop  it. 

For  all  that  relates  to  the  symptoms  of  traumatic  corneitis,  and 
the  treatment,  I must  refer  my  reader  to  the  chapter  on  the  “ Diseases 
of  the  Cornea.” 

JJ  ounds  oj  the  cornea  involving  the  true  corneal  tissue.  If  the  wound 
do  not  go  through  the  cornea,  but  divide  merely  the  epithelium,  the 
anterior  elastic  membrane,  and  a part  of  the  true  corneal  tissue,  and 
the  eyeball  be  not  opened,  it  differs  in  no  respect  from  the  above, 
except  in  being  more  severe.  The  edges  of  it  swell  and  gape! 

hen  there  is  any  interruption  to  repair,  besides  the  ordinary 

contingency  of  corneitis,  there  is  the  risk  of  ulceration  and  per- 
foration. 


Diplopia,  or  double  vision  of  the  affected  eye,  is  for  a time, 
according  to  Dr.  Mackenzie,  produced  by  this  accident.  This  lias 
escaped  my  observation. 

An  accidental  wound  of  the  true  corneal  tissue  always  leaves  a 
mark  or  sear,  in  proportion  to  the  damage. 

The  reparative  process,  after  a wound  in  a healthy  cornea  is 
sometimes  rapid  and  remarkable,  being  quickly  effected  without 
suppuration  or  sloughing.  It  is  the  adhesive  process  in  the  simplest 
lorm,  being  in  a tissue  naturally  without  blood-vessels.  Eegardine 

‘V“a  cal  P°int  of  Mr.  Bowman  well  remarks,  to  the 

effect,  ,f  it  be  borne  in  mind  that  all  tissues  have  a proper  life  of 
their  own,  of  which  them  several  properties  and  actions  are  the 
necessary  manifestations,  and  that  blood-vessels  are  but  ministerial  to 
the  proper  life  of  the  tissues  they  supply,  by  serving  as  the  medium 
hrougl,  which  the  materials  essential  to  life  are  brought  within  th™ 
rea  h,  and  what  is  rejected  by  them  is  carried  awfy,  it  is  readily 
understood  how  it  is  that  a tissue,  which,  like  the  cornea  orighia  y 

interstitial  rZZ^  ^ Med  i-~f 

’ ay  be  rePail’ed  and  renewed  without  them  within 
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certain  limits,  lie  adds  the  following-  remarks  on  the  stages  of 
repair.  That  if  the  cornea  he  punctured  or  incised,  the  first  effect 
is  a change  in  the  natural  actions  of  nutrition  then  existing  in  the 
wounded  part,  a mechanical  interruption  to  those  actions  which  has 
been  called  a stimulus,  from  the  resultant  train  of  phenomena,  which 
is  speedily  followed  by  an  increased  quantity  of  blood  in  the  vessels 
of  the  conjunctiva  and  sclerotica  ; and  thus  the  materials  whence  the 
breach  is  to  be  made  good  are  brought  in  great  abundance  to  the 
part.  There  cannot  be  a doubt  that  as  these  vessels,  comparatively 
so  remote,  are  thus  affected,  so  the  part  of  the  corneal  tissue 
intervening  between  them  and  the  seat  of  injury,  is  pervaded  by  a 
corresponding  change,  that  it  is  one  of  exalted  nutritive  vigour  ; the 
play  of  forces  and  the  interchange  of  materials,  which  mark  the 
nutritive  function,  being  more  energetic  and  more  rapid  than  before. 
In  a short  time,  even  in  a few  hours,  as  he  had  ascertained  in  the 
case  of  the  lower  animals,  the  vicinity  of  the  injured  part  begins  to 
contain  m abundance  those  minute  particles,  nuclei,  01  cytoblasts,  as 
they  are  called,  which  exist  naturally,  though  sparingly,  in  the 
corneal  lamella?,  and  the  relative  quantity  of  which  may  be  regarded 
in  most  cases  as  an  index  of  the  intensity  of  the  nutritrve  function. 
These  particles  hastily  and  imperfectly  formed,  are  speedily  found 
choking  the  interstices  of  the  tissues  in  the  lips  of  the  wound,  and 
covering  its  surface,  so  as  to  occupy  whatever  space  was  left  between 
its  opposite  sides,  and  bringing  them  into  temporary  union.  From 
the  presence  of  these  embryo  materials  of  new  tissue,  is  derived  that 
slight  milky  opacity  which  envelops  and  marks  the  seat  of  wounds, 
and  which,  if  the  injury  be  extensive,  may  engage  a considerable 
extent  of  the  cornea  in  the  direction  of  the  neighbouring  blood- 
vessels. The  breach  being  filled,  the  new  material  is  gradually 
transformed  into  products  resembling  those  tissues  from  which  it 
has  been  formed,  the  blood-vessels  resume  their  normal  size  and 
length,  and  in  the  most  favourable  instances  all  vestige  of  the 
wonderful  process  which  has  taken  place  vanishes  away. 

Such  is  the  progress  which  usually  ensues  when  the  cornea  is 
punctured  by  the  needle  in  the  operation  for  cataract.  _ In  wounds 
with  loss  of  substance  or  attended  with  extensive  division  of  parts, 
the  demands  on  a tissue  so  feebly  nourished  must  exceed  its  limited  I 
power.  The  result  will  be  oftentimes  the  failure  of  the  adhesive, 
process  with  the  establishment  of  a temporary  ulcer  or  open  breach, 
and  often  with  actual  sloughing  of  the  lips  of  the  wound.  I he 
reparative  action  then  is  slower  and  by  granulations. 

These  are  valuable  observations,  the  understanding  of  which  lull 
fte  surl  safeguard  against  the  officious  meddling  of  hurtful 
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treatment,  during  the  necessary  stages  of  corneal  repair.  They 
explain  too,  how  it  is  that  a simple  puncture  with  a cataract  needle, 
or  even  a larger  clean-made  wound,  may  leave  no  mark.  But  for 
this  there  must  he  no  loss  of  substance  of  the  true  cornea.  When 
any  portion  of  the  lamellae  is  lost  either  mechanically,  or  by  any 
of  the  destructive  processes  of  inflammation,  a material  of  a lower 
organization  supplies  the  place.  It  is  the  same  in  most  of  the 
structures  of  the  body,  perfect  restoration,  or  new  tissues,  being  the 
exception.  The  repair  is  usually  made  up  of  an  imitation  tissue. 
Ifeie  the  new  element,  although  not  inferior  m strength,  is  fibrous 
and  opaque,  not  like  the  old,  lamellated  and  transparent.  This  topic 
is  more  fully  dwelt  on  in  the  chapter  on  “ Diseases  of  the  Cornea.” 

A wound  of  the  cornea  may  produce  enlargement  of  the  eyeball, 
evidently  the  effect  of  chronic  disorganization.  The  cornea  is  lost, 
and  the  iris  covered  by  a plastic  material,  as  in  staphyloma ; it  is 
enlarged,  sometimes  gets  conical,  and  of  a dark  blue  colour.  The 
enlarged  sclerotica  does  not  generally  yield  in  any  one  spot,  but  is 
uniformly  distended  in  every  part,  with  more  or  less  loss  of  its 
whiteness,  being  dark  blue  or  brown,  or  coloured  in  spots.  The  state 
answers  to  what  is  called  dropsy  of  the  globe  or  hydrophthalmia,  and 
although  such  is  supposed  to  be  an  idiopathic  affection,  it  may  result 
from  unhealthy  action  consequent  on  wounds.  It  is  more  generally 
denominated  “sclerotico- choroiditis.”  The  fact  is,  that  there  is 
general  inflammation  of  the  whole  eyeball,  not  one  of  its  parts 

escaping,  and  each  exhibiting  changes  which  arise  out  of  its  peculiar 
organization. 

The  cornea  generally  suffers  the  least,  its  circumference  alone  may 
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tion  is  only  a matter  of  degree.  The  demand  for  surgical  aid  may 
arise,  as  in  true  staphyloma  of  the  cornea  or  sclerotica,  from  the  great 
increase  in  the  volume  of  the  eyeball,  and  the  consequent  symptoms 
of  irritation  and  sympathetic  affection  of  the  other  eye.  Or  what  is 
more  likely,  from  the  mere  pain,  which  is  insupportable,  and  which 
seems  to  arise  solely  from  distention  : a result  almost  inevitable  when 
the  eyeball  is  much  stretched.  This  enlargement  is  illustrated  by  an 
example  of  the  disease  (Fig.  149)  sketched  from  one  of  my  patients. 

At  tlnee  years  of  age,  an  accidental  blow  was  received  on  the 
eye  from  a beef-bone  thrown  by  the  girl’s  father,  and  sight  was 
immediately  lost.  From  the  position  and  extent  of  the  cicatrix  on 
the  cornea  I conceive  that  it  was  burst.  At  fourteen  years  of  age 
the  eyeball  began  to  enlarge.  It  then  became  painful,  and  continued 
to  increase  and  to  ache  for  two  years,  since  which  it  has  been 
stationary  and  nearly  devoid  of  uneasiness.  The  cornea  was  enlarged, 
and  blue,  except  at  the  cicatrix,  and  the  sclerotica  generally  enlarged, 
with  irregular  dark  blue  protrusions.  The  other  eye  was  becoming 
sympathetically  affected.  The  long  interval  in  this  case,  between  the 
receipt  of  injury  and  the  enlargement,  is  remarkable. 

In  the  first  volume  of  the  “ Lancet  ” for  1850,  Mr.  Dixon  has 
recorded  some  examples  of  this  affection,  occurring  from  wounds. 
I will  give  two  of  them.  A delicate  boy,  five  years  old,  received 
a wound  on  the  cornea ; the  iris  prolapsed,  and  the  lens  and  capsule 
became  opaque.  A little  more  than  two  years  afterwards  the  whole 
globe  was  enlarged,  and  its  forepart  changed  into  a half-opaque, 
conical  protuberance,  of  a dark  bluish  colour.  Five  years  later 
the  eye  was  considerably  larger,  the  cornea  more  nearly  hemispherical, 
and  its  surface  uneven  from  hypertrophy  and  vesication  of  the 
epithelium.  The  sclerotica  was  thinned  and  bluish  in  several  places, 
and  unsightly  ; besides,  there  was  much  pain.  The  central  third  of 
the  cornea  was  cut  olf,  and  after  various  symptoms  and  consequences, 
that  need  not  be  detailed,  the  eye  ultimately  dwindled  to  a little  less 
than  the  bulk  of  the  sound  one.  Mr.  Dixon  remarks  that  the  morbid 
changes  which  took  place  in  the  cornea  itself,  and  in  the  chambers  of 
the  aqueous  humour,  appear  the  more  unaccountable  as  the  lens  had 
undergone  complete  absorption.  I presume  it  is  inferred,  that  by, 
the  removal  of  the  lens  .the  posterior  chamber  would  be  more 
or  less  destroyed,  and  the  aqueous  secretion  arrested.  Tie  adds 
that  the  pain  seems  to  have  been  entirely  owing  to  distention  of 
the  forepart  of  the  eye  from  over-secretion  of  aqueous  humour,  the 
vitreous  body  being  apparently  unchanged  either  in  bulk  or  quality. 

Another  case  is  remarkable  as  showing  the  period  over  which  the 
diseased  action  extended.  An  extensive  wound  of  the  cornea  wafl 
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followed  by  gradual  enlargement  and  pain,  occurring  twenty-seven 
years  later. 

A female,  thirty-seven  years  old,  came  under  my  care  at  the 
hospital,  with  inflammation  of  the  whole  eyeball  of  five  months’ 
standing.  The  eyeball  was  enlarged,  and  the  opaque  lens  was  thrust 
against  the  hazy  cornea  which  was  just  expanding  at  its  circum- 
ference, where  there  was  an  ash-coloured  ring.  Three  months  later 
the  cornea  was  more  expanded,  and  stood  out  almost  square  and 
greatly  enlarged.  The  sclerotica  was  now  distended  to  a prodigious 
size,  and  uniformly  discoloured. 


This  state  of  enlargement  is  in  marked  contrast  to  shrinking  of  the 
eyeball,  which  is  so  common  an  effect  of  continued  inflammatory 
action  from  traumatic  irritation,  especially  when  a substance  is 
lodged  in  the  eyeball. 

The  treatment  required  is  to  lessen  deformity , to  check  or  to  prevent 
suffering,  and  to  prevent  or  arrest  sympathetic  inflammation . Among 
the  many  methods  that  have  been  practised  and  recommended  is 
that  of  puncturing  the  eyeball  frequent^  through  the  cornea, 
and  applying  a compress  and  a bandage.  Although  some  good 
result  has  followed  this  method,  and  so  correct  a writer  as 
I)r.  Mackenzie  speaks  confidently  of  curing  a case,  I must  say 
that  it  is  uncertain  in  reducing  the  enlargement,  or  in  stopping 
the  increase,  although  for  a time  it  might  assuage  pain.  I must 
also  speak  of  it  as  being  injudicious,  because  it  often  increases  the 
diseased  action,  and  sometimes  it  occasions  suppuration. 

I recommend  “abscission,’’  or  “extirpation.”  The  first  is  most 
applicable  in  the  early  stage  of  the  disease,  while  the  posterior  part 
of  the  eyeball  is  healthy,  because  to  give  the  result  proper  to  the 
operation, . the  cicatrizing  over  of  the  vitreous  humour,  this  humour 
must  retain  some  of  its  density,  and  there  must  be  no  bleedino- 
between  the  sclerotica  and  the  choroid. 

. Wllen  there  is  reason  to  believe,  from  the  size  of  the  eyeball,  the 
intensity  of  action,  or  any  other  symptom,  that  the  vitreous  humour 
is  disorganized,  excision  only  is  to  be  recommended. 

In  the  case  I have  illustrated,  the  tapping  and  bandaging  were 
fairly  tned,  and  for  a time  was  supposed  to  have  been  beneficial ; but 
after  the  bandage  had  been  left  off  for  a few  days,  and  the  vessels  of 
he  orbit  had  re-filled,  it  was  evident  that  there  was  no  reduction 
Another  surgeon,  to  whom  the  patient  went,  tried  pressure  with- 
it  tapping,  for  several  weeks,  without  any  benefit.  Ultimately 
I perfornmd  “abscission.”  A large  portion  of  the  degenerate 
reous  humour  escaped,  but  there  was  not  complete  collapse, 

’ range  t0  sa^  110  bleeding.  A tolerable  stump  remained,  to 
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which  an  artificial  eye  was  fitted,  and  I never  saw  a nicer  adaptation 
of  this  appliance. 

Wounds  of  the  cornea  with  prolapse  of  the  iris.  By  the  term 
prolapse,  is  always  meant  partial  protrusion.  An  accidental  pene- 
trating wound  of  the  cornea,  whether  by  puncture,  incision,  or  rupture, 
is  almost  invariably  followed  by  prolapse  of  the  iris  ; and  this  is 
still  more  sure  if  the  wound  be  near  the  margin  of  the  cornea.  The 
iris  is  carried  out  by  a gush  of  aqueous  humour  which  escapes  with 
varying  force,  according  to  the  nature  of  the  accident,  and  becomes 
wedged  in  the  gap.  By  the  elasticity  of  the  cornea  the  prolapsed 
piece  is  tightly  embraced. 


Fio.  140. 


The  effect  on  the  pupil  is  always  marked,  there  is  distortion  with 
diminution,  the  aperture  being  pulled  to  the  spot  where  the  iris  has 
escaped  (Fig.  140).  The  pupillary  movements  are  therefore  interfered 
with.  It  is  seldom  with  a lateral  prolapse  that  any  part  of  the  pupillary 
edge  is  involved  ; although  as  a very  rare  occmrence  I have  seen  the 
greater  part  of  the  iris  thrust  out  in  this  position,  carrying  with  it  the 
entire  pupil,  and  stretching  the  rest  of  the  iris  across  the  chambers. 
With  a central  wound  of  the  cornea,  a very  slight  prolapse  may 
destroy  the  pupil.  The  worst  of  this  class  of  cases  is  that  in  which 
there  is  a considerable  rent  there,  as  in  Fig.  141,  the  anterior 
chamber  being  destroyed,  and  the  iris  in  contact  with  the  cornea. 


These  accidents  are  remarkably  common  ; the  commonest  of  all  the 
severe  ones,  and  occur  for  the  most  part  among  children  during  play 


TREATMENT  OF  CORNEAL  WOUNDS. 


453 


with  sharp-pointed  instruments,  with  stones,  hits  of  slate,  &e.  I 
meet  with  several  eases  every  year  in  private  and  in  hospital  practice. 

Treatment.  The  thing  indicated  is  to  return  the  iris  within  the 
eye.  This  reduction  is  often  talked  about,  and  rules  are  given 
for  effecting  it ; but  since  I have  not  met  with  a man  who  has 
seen  it  carried  out,  and  as  I have  not  been  able  to  effect  it,  the 
accomplishment  of  such  must  indeed  be  rare.  But  credit  must  be 
given  to  published  reports,  in  which  complete  and  partial  success 
is  announced.  The  cases  are  too  well  authenticated  to  admit 
of  doubt.  It  is  often  said  that  if  a bit  of  iris  which  is  intentionally 
prolapsed  in  the  making  of  an  artificial  pupil,  sometimes  annoyingly 
slips  back,  regains  its  position,  and  spoils  the  desired  object,  why 
may  not  an  accidental  prolapse  be  pushed  back  ? There  is  a 
physical  difference  in  the  several  states.  In  the  former  there  is 
no  wedging,  no  forcing  of  the  iris  into  a wound  as  far  as  it  can 
be  driven.  It  is  gently  drawn  into  a smootlied-edged  aperture  much 
larger  than  itself:  hence  the  all-significant  difference  in  the  two 
between  the  relative  proportions  of  the  aperture  and  the  contained 
mass,  therefore  the  occasional  slipping  back. 

If  the  reduction  of  any  ordinary  case  of  prolapse  be  possible,  it  can 
only  be  within  a few  hours  after  it  has  occurred,  for  very  quickly 
does  the  process  of  repair  set  in.  A trustworthy  observer,  Boser, 
examined  portions  ot  prolapsed  hides  at  periods,  varying  from 
two  days  to  five  after  the  accident,  and  found  in  all  a coating  of 
lymph  easily  separable.  This  is  formed  in  the  course  of  the 
natural  cure.  The  new  membrane  incorporates  itself  with  the 
divided  edges  of  the  cornea,  just  as  happens  in  the  case  of  disease, 
when  a part  of  the  cornea  is  lost  by  ulceration  or  sloughing,  and  the 
iris  protrudes,  and  a staphyloma  is  formed.  It  would  be  useless  and 
hurtful  to  attempt  any  reduction  after  such  action  is  set  up. 

I will  name  what  is  recommended  to  be  done  in  cases  of  recent 
prolapse. 

. . As  to  drugs,  the  use  of  Calabar  bean  when  the  circumference  of  the 
iris  protrudes  ; and  atropine  when  the  pupillary  margin  escapes. 

Now,  while  I have  no  faith  in  the  beneficial  actions  of  either  of 
these  in  decided  prolapse  and  strangulation,  I admit  their  usefulness, 
and  1 speak  particularly  of  the  latter  when  the  iris  is  not  actually 
protruding  and  incarcerated,  but  just  in  the  wound.  I saw  a lad 
II.  W.,  m less  than  a quarter  of  an  hour  after  he  had  wounded  the 
outer  part  of  one  of  his  cornea)  with  a scalpel.  A portion  of  the  iris 
was  just  embraced  by  the  lips  of  the  wound,  to  which  the  pupil  was 
pulled,  but  did  not  protrude.  A drop  or  two  of  a strong  solution  of 
atropine  was  at  once  used,  and  in  three-quarters  of  an  hour  the  pupil 
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was  well  dilated  and  perfectly  round,  showing  that  the  iris  was  quite 
extricated.  The  dilatation  was  kept  up  for  several  days.  A small 
scar  on  the  cornea  is  the  only  trace  of  the  accident. 

As  to  manipulative  measures,  rubbing  the  cornea  gently  through 
the  medium  of  the  upper  eyelid  for  a few  seconds,  so  as  to  push  back 
the  iris,  and  then  suddenly  exposing  the  eye  to  a bright  light ; 
repeating  this  several  times  in  succession,  taking  care  that  the  sound 
eye  is  shaded  while  the  friction  is  employed,  and  simultaneously 
exposed  to  the  light  with  the  injured  one. 

Where  a little  bag  of  iris  protrudes,  using  atropine,  chloroforming 
the  patient,  puncturing  the  bag  to  empty  it,  and  pressing  back 
the  collapsed  bit. 

A small  or  moderate-sized  prolapse  generally  passes  through 
its  destined  stages  of  repair,  without  any  ulterior  result,  provided 
ordinary  care  be  observed  during  the  period.  The  care  consists 
in  doing  everything  to  soothe  the  eye,  and  in  closing  it  with  court- 
plaster.  In  addition,  the  patient  should  be  kept  tranquil.  These 
measures  should  be  continued  till  the  lacrymation  and  intolerance 
to  light  have  ceased,  at  which  time  the  repair  is  well  established, 
a condition  that  will  be  manifest  by  the  loss  of  the  undue  vascularity 
in  the  eyeball,  except  just  where  the  protrusion  is,  the  vessels  there 
being  the  last  to  disappear.  But  if  the  wound  involve  a portion  of  the 
sclerotica  as  well  as  the  cornea,  and  involve  the  sensitive  ciliary 
region  ; or  if  the  prolapse  be  very  large  ; or  if  it  be  accompanied  with 
any  other  damage  to  the  eye,  any  of  the  other  effects  of  a blow ; 
there  is  greater  seriousness  in  the  accident,  and  longer  treatment 
is  needed. 

Some  notice  must  be  taken  of  the  piece  of  displaced  iris,  that  without 
the  eyeball.  In  primary  prolapse  the  less  that  is  done  the  better.  I 
have  tried  all  the  recommendations,  and  carefully  watched  the 
different  kinds  of  treatment  employed  by  other  surgeons,  and  I come 
to  the  conclusion  that  those  patients  did  best  in  which  there  was  no 
irritation  produced  by  the  nitrate  of  silver,  or  any  other  drug  ; they 
made  the  best  recoveries. 

Nitrate  of  silver  is  apt  to  destroy  the  adhesions  to  the  cornea,  and 
thereby  produce  a greater  prolapse. 

I never  snip  away  any  portion  of  the  iris ; it  is  unnecessary, 
because  the  soft  and  delicate  bit  never  irritates,  and  the  act  of  cutting 
it  away  is  itself  an  injury,  which  lias  to  be  repaired.  Whatever 
is  not  needed  in  the  formation  of  a proper  cicatrix  is  sure  to  be 
efficiently  and  neatly  removed  by  a natural  process,  and  with  a better 
and  quicker  result  than  if  interfered  with  by  prt. 

Secondary  prolapse,  occasioned  by  ulceration  of  the  corneal  wound, 
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may  be  assisted  in  healing  by  surgical  aid.  What  I recommend 
will  be  found  in  the  chapter  on  Cataract  under  the  head  of  prolapse 
after  the  operations  for  extraction. 

There  is  a tendency  among  surgeons  to  cease  attention  to  these 
accidents  too  soon,  and  the  consequence  often  is  a recurrence  of 
inflammation  with  the  attendant  events. 

The  effect  of  a prolapse  on  vision  is  according  to  the  displacement 
and  diminution  of  the  pupil.  Sometimes,  therefore,  vision  is  not 
damaged.  The  more  the  pupil  is  pulled  to  the  edge  of  the  cornea 
the  more  is  sight  interfered  with.  The  cause  of  this  is  explained 
in  the  chapter  on  Artificial  Pupil.  All  that  I have  said  above 
respecting  the  treatment  of  prolapse  from  rupture  of  the  cornea, 
applies  here  as  well. 

Cataract  often  ensues  when  the  eyeball  is  wounded.  This  is  a serious 
complication.  That  the  lenticular  opacity  is  often  acquired  without 
the  lens  being  directly  wounded,  and  in  consequence  of  the  capsule 
being  partially  detached  from  its  ciliary  connections,  is  certain.  In 
such  cases,  it  is  probable  that  the  disconnection  has  interfered  with 
the  nutrition  of  the  part,  and  hence  the  opacity.  But  I have  also 
ascertained  that  the  cataract  does  form  without  any  separation, 
having  been  produced  by  other  mechanical  influence.  The 
rapidity  of  the  occurrence  sometimes  is  astonishing.  There  is  no 
difference  between  the  production  of  cataract  from  a blow  on  the 
eyeball  and  from  a wound,  so  long  as  in  the  latter  the  lens  is  not 
wounded.  A\  hat,  therefore,  has  been  said  above  about  the  blow 
applies  also  to  the  wound. 

Cataract  is  most  usually  the  result  of  direct  injury  to  the  capsule 
of  the  lens,  and  to  the  lens. 

Hie  capsule  of  the  lens  does  not  invariably  became  opaque  in  its  entire 
extent  when  wounded.  Dr.  Mackenzie  mentions  an  instance  in  which 
a sharp  body  pushed  through  the  cornea,  merely  scratched  the 
capsule,  and  did  not  penetrate  the  lens.  A permanent  whitish  mark 
was  all  that  resulted. 

The  lens  does  not  always  become  uniformly  opaque  when  wounded  It 
is  the  impression  among  those  most  engaged  in  ophthalmic  practice 
that  a wound  penetrating  the  lens  is  invariably  followed  by  cataract 
Opacity  does  ensue  generally,  but  not  universally,  although  the 
exception  is  extremely  rare. 

A gentleman  wounded  his  eye  with  a thorn  while  hunting.  The 
thorn  was  extracted.  Twelve  months  afterwards  I saw  him  The 
cornea  and  the  iris  had  been  transfixed,  and  the  lens  penetrated 
laterally,  nearly  to  its  centre.  A small  bit  of  the  circumference  of 
the  ms  was  adherent  to  the  cornea.  Atropine  gave  full  dilatation 
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of  the  pupil,  except  where  there  was  adhesion.  A small  pointed 
opacity  with  an  irregular  dot-like  outline  in  the  lens,  corresponding 
to  the  iris  injury,  was  evidently  the  course  the  thorn  took.  The  rest 
of  the  lens  was  transparent.  There  was  no  mistake  about  my 
observation.  Ihe  novelty  of  the  case  induced  me  to  examine  it 
thoroughly. 

Mi.  lower  in  his  “Illustrations  of  some  of  the  Principal  Diseases 
of  the  Dye,  gives  the  case  of  a delicate  girl,  who  wounded  her  eye 
w itli  a pair  of  scissors,  just  at  the  corneo-sclerotic  junction,  penetrating 
the  iris  and  the  lens.  Dilatation  of  the  pupil  showed  a large  white 
patch,  with  numerous  striae  emanating  from  it,  apparent  with  the 
naked  eye  and  the  ophthalmoscope.  A year  after  the  patient  was 
examined,  and  the  opacity  was  stationary. 

Partial  repair  of  lens  opacity.  Mr.  Power  gives  also  an  instance  of 
the  actual  lessening  of  a partial  traumatic  lens  opacity.  A boy  was 
wounded  in  the  eye  with  a steel  pen  propelled  from  a catapult.  The 
sclerotica  was  transfixed  just  behind  the  attachment  of  the  iris.  The 
lens  was  penetrated  and  marked  with  a black  stain,  which  might 
have  been  ink  with  which  the  pen  was  charged,  but  more  probably 
it  was  a portion  of  the  pigment  of  the  ciliary  processes.  After  a 
short  time  three  striae  radiated  through  the  inner  segment  of  the 
lens,  and  were  plainly  visible  under  the  ophthalmoscope.  Three 
months  after  the  accident,  there  was  scarcely  a trace  of  the  original 
injury. 

Another  accident  which  tends  to  illustrate  this  subject,  is  recorded 
by  M.  Desmarres,  “Maladies  des  Yeux,”  voh  iii.  p.  22-25.  An 
engineer  received  a small  piece  of  steel  in  his  eye,  it  transfixed  the 
cornea  and  the  iris,  and  penetrated  the  lens.  Much  inflammation 
ensued.  With  the  ophthalmoscope  a dark  body,  the  size  of  a pin’s 
head,  was  seen  near  the  external  border  of  the  lens,  just  opposite  the 
wounds  in  the  cornea  and  in  the  iris.  It  wras  surrounded  by  a 
nebulous  opacity.  The  inflammation  lasted  for  four  weeks.  The 
opacity  then  diminished,  but  there  remained  a dark  spot,  with 
reduced  opacity,  about  twice  its  size.  Sight  remained  good.  At 
the  end  of  three  months  things  were  in  the  same  state. 

The  morbid  changes  occurring  in  the  lens  and  its  capsule,  from  wounds 
by  which  cataract  is  formed,  are  given  in  a summary  by  Stellwag. 
These  are  extracts  from  it : 

“Partial  traumatic  cataract.  Very  fine  punctures,  which  do  not 
penetrate  deeply,  heal,  in  some  rare  cases,  without  leaving  the  least  ■ 
trace.  Usually,  shortly  after  the  injury,  superficial  cloudiness  I 
occurs  around  the  wound  and  subsequently  disappears.  More  l 
frequently,  however,  the  opacity  becomes  permanent,  and  at  the  spot 
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ot  the  capsular  wound  a cicatricial,  fatty,  chalky  material.  The  lens 
substance  surrounding  the  puncture  swells  up,  disintegrates,  and 
enters  the  wound  in  the  capsule,  or  projects  beyond  its  edges.  A 
part  is  absorbed.  A part  is  likely  to  become  calcareous  when  any 
severe  inflammation  arises,  thus  a sort  of  plug  is  formed  which  closes 
the  capsular  wound  like  a cicatrix,  but  often  penetrates  the  lens 
substance,  and  is  usually  covered  with  a neoplastic  hyaline  layer, 
a continuation  of  the  capsule  walls.  Exceptionally,  extensive 
opacities  of  the  lens,  even  such  as  have  been  caused  by  severe 
wounds,  such  as  the  entrance  of  an  arrow,  clear  up  with  very 
slight  remains,  and  leave  only  a proportionately  slight  disturbance 
of  vision. 

“ Complete  traumatic  cataract.  This  begins  with  very  decided 
swelling  of  the  lens  substance.  As  a result  of  this,  the  capsule  not 
un frequently  tears  from  the  edg'e  of  the  wound.  A portion  of  the 
cataractous  mass  protrudes  and  is  absorbed,  while  the  edges  of  the 
capsule  letract,  and  are  fastened  together  by  the  calcifying  remains 
of  the  cataract.  The  result  is  an  opaque  capsule  with  a reduced  lens. 
"Whei  e,  however,  the  capsule  is  not  further  torn,  the  wound  iii  it  is 
soon  closed  by  the  secondary  metamorphosis.  The  ultimate  state 
much  depends  on  the  density  of  the  lens  at  the  time  of  the  accident. 
Where  there  has  been  a distinct  nucleus,  as  in  adults,  there  will 
remain  a nuclear  cataract,  with  a fatty  chalky  base.  Where  the  lens 
is  soft,  as  m youth,  the  whole  of  it  will  be  absorbed,  and  a disk-like 
capsular  cataract  remain.  The  larger  the  wound  in  the  capsule,  the 
more  certainly  does  total  cataract  occur,  because  more  lens  substance 
is  exposed  to  the  action  of  the  aqueous  humour.” 

Certain  inflammatory  results  which  may  he  called  secondary  may 
arise  when  the  eyeball  inflames  after  injury  to  the  lens  and  capsule 
i hese  are,  more  or  less  adhesion  of  the  iris  to  the  capsule,  adhesion 
of  the  ms  and  the  capsule  to  the  cornea  by  tendinous  bands 
atrophy  of  the  eyeball.  With  the  increase  of  age,  there  is  greater 
chance  of  these  secondary  implications. 

During  several  successive  generations,  surgeons  and  physiologists 
have  made  experiments  on  the  lower  animals,  with  the  view  of 
elucidating  the  causes  of  the  changes  in  the  crystalline  lens  from 
slight  wounds.  But  the  marked  power  of  repair  possessed  by  brutes 
being  so  much  greater  than  that  of  man,  has  been  the  chief  difficult 

m th,e.  ^ " Uearly  lMlf  a -ce  U-  bjZffi 

investigations  were  made.  An  account  of  his  prize  evnpn'm*  i , 

ii°fuudedthto  Cl6"  ^ “n  ina”«ural  dissertation  in  1 824“ 

| alluded  to  by  Sir  William  Lawrence  in  his  work  on  the  eye 

wounded  the  anterior  portion  of  the  crystalline  capsule  with  a 
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cataract  needle,  in  various  manners  thirty-six  times.  Opacity  of  the 
lens  followed  in  one  case  only,  probably  from  its  having  been 
unintentionally  wounded.  The  capsule  retained  its  complete 

transparency,  and  the  wounds  in  it  healed  without  leaving  a cicatrix, 
even  when  it  had  been  divided  transversely.  He  punctured  the 
posterior  portion  of  the  capsule  seven  times.  Lenticular  cataract 
ensued  in  one  instance  only.  He  incised  the  capsule  twelve  times, 
and  on  eleven  occasions  the  lens  became  opaque.  Wounds  of  the 
posterior  capsule  were  not  followed  by  opacity.  In  seventeen 
experiments  the  anterior  portion  of  the  lens  was  punctured ; no 
visible  change  occurred  in  the  eye  in  twelve  of  these.  In  three 
lenticular  cataract  occurred,  and  in  two  violent  internal  ophthalmia. 
Of  nine  instances  in  which  incision  was  made  into  the  interior 
part  of  the  lens,  four  were  not  followed  by  any  morbid  change, 
while  in  the  five  others,  where  the  wounds  were  deeper,  cataract 
ensued. 

Superficial  injuries  of  the  lens,  on  its  posterior  surface,  were  not 
followed  by  cataract.  Such  wounds,  whether  of  the  anterior  or 
posterior  part,  when  not  accompanied  with  displacement,  produced  no 
change  in  the  eye.  In  a few  days  they  were  completely  healed. 
Wounds  extending  to  the  centre  of  the  lens  were  constantly  followed 
by  cataract,  iritis,  and  inflammation  of  the  globe.  Of  eleven  : 
experiments,  in  which  the  lens  was  displaced,  three  were  not  ■ 
followed  by  cataract,  while  in  the  others  opacity  of  the  crystalline  j 
and  violent  internal  ophthalmia  ensued.  Parallel  results  on  a much  j 
smaller  scale  have  been  obtained  by  other  Continental  surgeons. 

Supposed  reproduction  of  the  crystalline  lens  in  man.  In  a publica-1 
tion  of  the  late  Mr.  Gruthrie’s,  in  1834,  on  the  certainty  and  safety  j 
with  which  the  operation  of  extraction  of  cataract  from  the  human 
eye  may  be  performed,  &c.,  p.  43,  an  instance  is  given  of  what  the 
author  considers  to  be  regeneration  of  the  lens.  “Anne  Wholly M 
aged  twenty-three,  came  under  my  care  nine  years  ago,  when 
fourteen  years  old,  having  congenital  cataracts  of  both  eyes,  on  ^ 
which  I operated  with  success.  Some  circumstances  induced  her  1 
mother  to  go  out  of  town  suddenly,  before  the  eyes  were  quite  clear,  I 
and  I did  not  see  her  again  until  the  lltli  of  March  last,  when  a 
small  portion  of  capsule  appeared  to  impede  vision  at  the  lower  pari  | 
of  the  pupil  of  the  right  eye,  the  left  being  quite  free.  Supposing 
that  the  removal  of  this  portion  of  capsule  would  improve  her  sight, 

I proposed  it  to  her,  and  on  doing  it,  I found  to  my  great  surprise 
that  the  lens  had  been  reproduced,  and  was  quite  transparent.  It 
became,  of  course,  opaque,  and  is  now  dissolving  in  the  usual 
manner.” 
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The  partial  reproduction  of  the  lens,  after  its  removal  from  the 
frog  and  some  of  the  other  lower  animals,  is  well  known. 

Cataract  may  ensue  in  consequence  of  central  perforation  of  the  cornea. 
If  the  perforation  he  very  small,  and  the  capsule  get  attached  to  a 
mere  point,  the  adhesion  will  most  likely  give  way  when  the  aqueous 
humour  is  again  fully  secreted.  A small  ceutral  spot  in  the  capsule 
would  then  mark  the  injury.  When  the  wound  exceeds  half  a line, 
the  capsule  remains  attached  by  the  cicatricial  plug  to  the  cornea, 
and  cataract  is  very  likely  to  ensue.  The  iris,  too,  frequently 
becomes  attached  to  the  cornea.  Several  times  I have  seen  a thin 
cord  of  adhesion  between  the  corneal  wound  and  secondary  cataract ; 
opaque  capsule  only,  in  the  posterior  chamber.  In  very  large 
corneal  wounds,  if  the  capsule  be  pressed  in  the  aperture,  it  may 
burst,  and  a part  or  whole  of  the  lens  may  escape.  Any  lens  tissue 
that  remains  in  the  capsule  always  becomes  opaque. 

Sclerotic  wounds  arc  necessarily  more  serious  than  corneal  wounds 
because  they  involve  the  choroid,  the  retina,  and  the  vitreous 
humour;  and  besides  frequently  produce  posterior  intra-ocular 
haemorrhage,  which  may  spoil  the  eye  by  the  blood  accumulating 
between  the  ocular  coats,  or  passing  in  large  quantities  into 'the 
vitreous  humour.  The  chief  danger  consists  in  their  magnitude.  In 

a large  one,  the  eye  is  at  once  spoiled  from  the  escape  of  the  vitreous 
humour. 


Only  a few  years  ago  sclerotic  wounds  were  thought  to  be  fatal  to 
the  eye,  and  Sir  W.  Lawrence  in  speaking  of  them,  says  that  they 
do  not  unite.  Perhaps  this  is  meant  to  apply  to  accidental  wounds, 
for  the  sclerotica  has  been  punctured  in  the  posterior  operation  for 
cataract  for  ages.  The  practice  of  some  modern  surgeons  in  cuttim- 
through  this  tunic  close  to  the  cornea  in  certain  operations  for  cata- 
ract, &c.,  shows  that  even  large  incised  wounds  may  readily  unite 
Several  times  I have  tapped  the  eyeball,  very  far  back  in  the 
vitreous  region  with  my  small  iris  knife,  and  evacuated  the  fluid 
behind  a detached  retina,  and  sometimes  made  several  punctures 
There  has  been  ready  union.  The  healing  process  may  fail,  as  it  does 
anywhere  else.  I saw  the  sclerotica  wounded  in  the  operation  for 
squint,  about  a line  behind  the  attachment  of  the  internal  rectus 
muscle.  Large  sharp-pointed  scissors  were  used  in  the  operation  \ 
gaping  wound  was  made.  There  was  no  escape  of  vitreous  humour 
nor  prolapse  of  tunics.  A week  after  there  was  no  marked  change  in 
the  wound,  but  the  eye  was  fading  by  a slow  disorganizing  process 
‘ lhe  had  lost  colour’  and  the  Pupil  was  much  contracted  Vision 


• . _ vA/juLitiuiuu..  vision 

i was  impaired.  A week  later  the  wound  was  sloughy,  and  the  eve- 

hall  was  slightly  inflamed.  Collapse  followed,  and  in  a few  months, 
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when  my  next  observation  was  made,  there  remained  only  a button 
of  contracted  tunics. 

I have,  on  some  occasions,  seen  a small  globular  prolapse  of  the 
retina  and  choroid,  through  a sclerotic  wound.  It  looked  like  a 
pupil  in  the  sclerotica.  I have  never  been  able  to  watch  such  to  the 
end,  as  there  has  invariably  been  some  interruption,  by  which  the 
patient  was  lost  sight  of. 

Lacerated  sclerotic  wounds  sometimes  unite,  and  sometimes 
suppurate. 

The  treatment  consists  in  closing  the  breach.  When  the  edges  are  in 
apposition,  nothing  more  is  wanted  than  to  shut  the  eye  and  to  keep 
it  closed  by  plaster.  All  is  then  plain  and  easy.  But  nothing  that  can 
be  done  in  the  way  of  compressing  or  bandaging,  can  bring  together 
the  lips  of  a gaping  wound.  For  such  Mr.  Bowman  has  suggested 
and  practised,  the  easy  and  simple  expedient  of  a suture.  We  are 
told,  on  the  authority  of  Mr.  Lawson,  that  he  adopted  it  in  two 
cases.  In  the  first,  an  adult  male,  the  wound  had  remained 
patulous  five  days,  after  an  injury  from  a piece  of  metal  that  had 
been  stuck  in  the  sclerotica,  and  was  pulled  out.  In  the  second,  a 
child,  no  attempt  at  union  had  taken  place,  one  week  after  an  j 
accidental  wound  Lorn  a piece  of  china.  In  both  cases  immediate  ; 
adhesion  followed  the  application  of  the  stitch.  The  man’s  case  was  I 
complicated  with  other  damage  to  the  eye,  but  sight  was  so  far  saved  I 
that  No.  10  Jaeger  test  type  could  be  read.  The  girl’s  eye  got  quite  1 
well.  The  suture  in  each  instance  was  a fine  silk  thread,  to  both  ; 
ends  of  which  were  attached  needles,  for  the  purpose  of  transfixing 
each  lip  of  the  wound  from  within  outwards.  This  is  a great  1 
addition  to  the  treatment  of  these  accidents,  and  should  be  practised 
in  all  gaping  wounds  whenever  it  is  applicable.  The  suture  should  ■ 
be  removed  before  it  becomes  a source  of  irritation.  The  needles  ] 
must  be  short  and  very  much  curved. 

I cannot  say,  from  practical  experience,  what  is  best  to  be  done 
when  there  is  a prolapse  through  the  sclerotica.  I suspect,  however, 
that  the  less  there  is  of  interference  the  better.  The  effort  of  nature  .j, 
is  likely  to  do  more  than  the  hand  of  art. 

Gunshot  injuries  to  the  eyeball  by  small  shot.  Such  accidents  are 

usually  very  severe,  from  the  velocity  with  which  the  shot  is 
projected.  The  eye  is  nearly  always  destroyed  at  once.  There  are 
exceptions  in  the  instances  of  spent  shot.  Two  cases  are  recorded, 
in  each  of  which  a small  shot  penetrated  the  cornea,  fell  into  the 
anterior  chamber,  and  was  extracted  without  detriment  to  the  eye. 
When  an  eyeball  is  shot  within  a short  range,  even  very  small  shot 
may  be  driven  entirely  through  it,  and  lodged  in  the  orbit. 
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When  shot  strikes  the  sclerotica,  accompanying  occhymosis  often 
prevents  it  from  being  ascertained  whether  this  tunic  be  penetrated.  If 
the  vision  be  retained,  the  probability  is  against  penetration.  From 
the  presence  or  absence  of  pain  at  first,  nothing  can  be  gathered. 

Where  there  is  a prolapse  of  the  iris  through  the  cornea,  the 
probabilitj'  is  that  a shot  is  in  the  eye,  but  in  the  absence  of  other 
signs  or  symptoms  there  is  no  certainty  about  it. 

Blood  in  the  chamber  of  the  eye  shows  damage  of  some  internal 
part  or  parts  of  the  eye,  but  it  may  be  of  the  iris  only. 

Where  the  lens  is  torn,  the  lenticular  substance  quickly  gets 
opaque.  The  displacement  of  lenticular  substance,  will  be  according 
to  the  extent  to  which  the  capsule  is  torn.  The  anterior  chamber  is 
always  occupied  by  any  portion  of  the  lens  that  may  be  detached. 

The  eyeball  as  rarely  suppurates  from  internal  injury  from  gun- 
shot, as  it  does  from  any  other  description  of  accident. 

Secondary  destruction  of  the  eyeball  from  the  internal  lodgment 
of  a shot  or  shots,  is  generally  by  slow  disorganization,  resembling 
mal-nutntion.  This  effect  is  most  common  when  shot  is  in  the 
vitreous  humour. 

It  is  generally  more  difficult  to  discover  the  locality  of  a shot 
impacted  in  the  eyeball,  than  any  other  hard  extraneous  substance. 

The  practical  surgical  treatment , differs  in  no  wise  in  principle, 
from  that  which  has  been  given  for  the  fore-mentioned  accidents  of  a 
like  nature  to  the  eyeball.  An  eyeball  which  is  destroyed  and  much 
torn  should  be  removed. 

It  is  veil  to  save  any  part  of  the  eyeball,  when  this  may  be  done 
with  reference  to  the  after  adaptation  of  an  artificial  eye.  It  may 

therefore  be  prudent  sometimes  to  perform  “ abscission,”  rather  than 
to  extirpate. 

Slight  wounds,  or  slight  lacerations  should  be  treated  with  the 
utmost  simplicity,  according  to  the  rules  already  given. 

An  eyeball  which  has  suppurated,  whether  from  external  injury 
or  from  the  lodgment  of  a shot  in  it,  or  behind  it,  should  be  freely 
opened  by  incision,  or  extirpated.  I should  select  the  latter  if  there 
were  much  suffering,  locally  or  constitutionally. 


CHAPTER  XX. 

INJURIES  TO  THE  SURFACE  OF  THE  EYE  FROM  CHEMICAL  AGENTS. 

NATURE  OF  ACCIDENTS EFFECTS TREATMENT. 

Strong  chemical  agents  applied  to  the  eye  very  rapidly  exert  their 
influence,  and  therefore  quickly  spoil  the  tissues  which  they 
touch. 

It  is  not  necessary  to  describe  the  several  effects  of  these  accidents 
as  symptoms.  All  that  need  he  done  is  to  speak  of  the  immediate 
therapeutic  measures  according  to  the  nature  of  the  damaging 
substance,  and  then  of  the  remedy  for  the  after  or  secondary  effect, 
of  the  same. 

TREATMENT. 

All  reasonable  effort  should  he  made  to  limit  the  action  of  the 
chemical  agent,  by  removing  any  part  of  it,  as  far  as  possible, 
that  might  not  have  exhausted  its  power,  by  washing,  and  by 
neutralization. 

The  free  use  of  water  should  he  first  resorted  to. 

After  the  washing,  science  must  supply  re-agents. 

Where  a strong  alkali  has  been  applied,  acetic  acid  is  best  for  our 
purpose. 

A drachm  of  the  acidum  aceticum  of  the  British  Pharmacopoeia,  f 
to  seven  drachms  of  water,  is  the  proper  formula.  A less  proportion 
of  the  acid  cannot  he  depended  on,  and  a greater  quantity  would 
render  it  too  pungent  to  be  borne.  Vinegar  may  he  used  when 
at  hand. 

For  injury  with  an  acid , an  alkaline  solution  should  be  employed, 
and  the  bicarbonate  of  soda,  or  the  bicarbonate  of  potash,  answers 
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well.  From  five  to  ten  grains  of  either,  to  an  ounce  of  water,  will 
suffice.  Magnesia  and  water  may  he  used.  Even  soap  and  water 
is  beneficial.  These  re-agents  should  he  applied  in  each  instance, 
once  and  neatly,  with  a large  camel-hair  brush,  to  the  required  spot. 
It  is  useless  and  hurtful  to  continue  with  them,  for  repeated  use 
irritates  the  eye  and  the  skin  around. 

When  lime  or  mortar  enters  the  eye , after  diligent  washing,  the 
entire  conjunctiva  should  be  searched  to  discover  any  adherent  bits, 
and  any  sucli  should  be  picked  off.  The  sinuses  of  the  eyelids  should 
be  well  inspected,  and,  in  deep-set  ej^es,  where  this  is  not  so  readily 
effected,  a camel-hair,  or  better  still,  a sable  brush  moistened  with 
gum,  should  be  swept  along  them ; but  minute  particles  may  yet  adhere. 

Water  is  bat  a poor  solvent  for  lime,  and  cold  takes  up  more  than 
hot  water.  A pint  at  32°  dissolves  13’2o  grains  ; at  60°,  11 ‘6  ; and 
at  212°,  6’7 ; and  because  of  this,  it  has  been  imagined  that  there 
is  great  scope  for  the  exercise  of  practical  chemistry,  and  the  specious 
recommendations  that  are  published,  are  a sufficient  excuse  for  the 
student  supposing  that  the  eye  may  be  held  harmless  from  any  such 
injuries. 

The  true  state  of  the  case  is  that  this  alkaline  earth  spoils  the 
epithelium  very  quickly,  always  too  quickly  for  us  to  stop  certain 
effects;  yet  perhaps,  supposing  that  the  person  were  seen  imme- 
diately after  the  accident,  and  everything  at  hand,  there  would  be 
more  opportunity  to  lessen  the  degree  or  intensity  of  action,  than 
with  most  other  escharotics.  An  acid  lotion,  as  above  recommended, 
should  be  tried.  A more  effectual  wav  would  be  to  employ  a solu- 
tion of  sugar,  and  to  apply  the  acid  afterwards.  Dissolve  one  part 
of  sugar  in  one  paid  of  hot  water,  dilute  with  an  equal  bulk  of  cold 
water,  so  as  to  have  a solution  lukewarm,  and  apply  it  freely  to  the  eye. 
With  the  lime  as  lime,  the  sugar  will  in  great  part  unite  to  form 
saccharate  of  lime  ; but  with  carbonate  of  lime,  some  of  which  is  sure 
to  be  present,  and  will  be  quickly  increased  by  exposure  to  air  and 
moisture,  no  combination  will  be  formed.  It  is  therefore  better  to 
wash  the  eye  subsequently  with  dilute  acetic  acid,  which  will  dissolve 
out  the  carbonate  of  lime  in  form  of  acetate  of  lime.  A few  drops  of 
castor  oil  afterwards,  as  a local  application,  will  afford  comfort  and 
acts  as  a protecting  medium  against  the  action  of  the  air.  It* may 
be  re-applied  three  or  four  times  a day. 

This  is,  so  far  as  I know,  the  sum  of  all  that  can  be  done  in  these 
distressing  injuries.  I am  aware  that  other  re-agents  have  been 
recommended,  some  on  such  purely  hypothetical  grounds,  and  others 
so  obviously  inapplicable,  that  I shall  not  speak  of  them. 

I think  it  unnecessary  to  continue  further  with  the  subject. 
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Enough  lias  been  said,  I hope,  to  establish  the  value  of'  washing 
the  eye  at  once,  thoroughly,  and  not  to  waste  any  time  in  seeking 
for  remedies  that  can  rarely  ever  be  serviceable.  If,  for  instance, 
particles  of  nitrate  of  silver  were  the  offending  material,  it  would 
be  far  more  prudent  instantaneously  to  resort  to  the  water  nearest  at 
hand  than  to  delay  succour  till  salt  and  water  could  be  procured. 
First  wash  in  every  instance,  and  then  seek  for  chemical  aid  if  there 
be  a probability  of  assistance  from  it. 

A few  words  about  the  washing.  When  a syringe  is  not  at  hand, 
the  patient  should  be  laid  on  his  back,  the  eyelids  held  well  open, 
and  water  from  a tea  kettle,  or  anything  with  a spout  or  nozzle, 
poured  into  the  eye.  Should  nothing  of  this  kind  be  available, 
water  should  be  taken  into  the  mouth  and  spilled  by  a fine  jet  into 
the  eye.  This  method  cannot  lay  claim  to  novelty,  and  it  is  that 
which  might  suggest  itself  to  anyone. 

Distilled  toater  is  always  better  than  ordinary  loader.  In  all  establish- 
ments in  which  these  accidents  are  liable,  there  should  be  ready  at 
hand  a supply  of  distilled  water,  with  a douche,  to  which  the 
workmen  can  readily  resort.  I have  induced  several  masters  to 
attend  to  this. 

After  treatment.  Having  done  all  that  mechanical  and  chemical 
skill  places  within  our  reach,  the  after  treatment  must  next  occupy 
our  attention.  We  should  exercise  great  watchfulness  to  assist  the 
reparative  efforts  of  nature.  Total  rest  of  the  eye,  with  hot  or  cold 
narcotic  lotions,  opium  ointment  to  the  temple,  sedatives  internally j 
in  short,  anything  that  gives  relief,  is  indicated.  The  use  of  very 
cold,  or  iced  water,  for  a limited  period,  I have  found  to  be  very 
grateful,  though  occasionally  objected  to  from  mere  prejudice. 

The  secondary  effects  of  chemical  injuries  demand  notice.  We  are 
most  familiar  with  those  which  arise  from  lime  in  some  form  or 
combination.  Weak  mortar,  although  freely  applied  to  the  surface 
of  the  eye,  may  produce  no  worse  effect  than  slightly  whitening  the 
conjunctiva,  and  giving  a thin  cloudiness  to  the  cornea,  from  which 
there  may  be  complete  recovery.  A stronger  compound  will  have  a 
greater  influence,  with  more  or  less  permanent  result  on  the  cornea ; 
yet  an  opacity  that  seemed  indelible  and  dense  enough  to  render 
the  eye  almost  useless,  may  be  cleared  enough  to  afford  useful 
vision.  When  very  strong  mortar,  lime,  or  worst  of  all,  unslacked 
lime,  enters  the  eye,  the  conjunctiva  in  its  whole  thickness  is  entirely 
and  rapidly  acted  on,  and  so  is  the  epithelium  on  the  cornea,  as  also 
the  true  corneal  tissue,  and  the  worst  effects  ensue. 

There  is  an  insidiousness  about  the  course  of  these  cases  that 
deceives.  An  inexperienced  observer  cannot  be  aware  that  the 
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slighter  damages,  which  would  merely  iudicate  that  the  cornea  has 
not  escaped  scathless,  may  seriously  impair  its  transparency,  or  even 
aifeet  its  vitality.  Nor  can  he  have  any  idea  of  the  distressing 
results  that  are  to  ensue  when  the  conjunctiva  alone  has  been 
severely  acted  on.  The  whitening  and  the  swelling,  which  occur 
with  absence  of  pain,  are  not  threatening  symptoms,  and  even  the 
separation  of  the  decomposed  part  gives  little  or  no  indication  of 
what  must  follow. 

It  is  only  when  the  part  which  has  been  injured  by  lime  has 
separated,  and  cicatrization  is  rather  far  advanced,  that  the  inevitable 
contraction  becomes  apparent.  Inevitable  I say  ; for  wherever  there 
is  destruction  of  the  conjunctiva  from  this  cause,  or  indeed  by  any 
escharotic,  there  must  follow  a corresponding  amount  of  contraction, 
and  of  adhesion  of  the  eyelids  to  each  other,  or  to  the  eyeball. 

The  corneal  opacity  is  indelible.  Experiments  have  been  made  in 
vain  on  the  eyes  of  man  and  of  the  lower  animals,  to  remove  or  to 
reduce  it,  by  chromic,  hydrochloric,  and  acetic  acids. 

Dr.  II.  de  Gouvea,  of  Heidelberg,  has  been  applying  lime  to  the 
eyes  of  some  of  the  lower  animals,  for  the  purpose  of  studying 
pathological  changes  which  ensue ; especially  the  ultimate  alteration 
of  the  tissues,  as  revealed  by  the  microscope.  His  conclusions  may 
be  thus  concisely  summed  up. 

Cornea.  The  first  effect  is  the  destruction  of  the  epithelium,  the 
remains  of  which  mixed  with  lime  form  a detritus. 

If  the  lime  have  remained  for  some  time  in  contact  with  the 
cornea,  it  causes  more  or  less  deep  destruction  by  the  rapid  with- 
drawal of  its  fluid,  and  penetrates  in  variable  quantities  in  small 
dust-like  particles. 

A large  portion  of  the  cauterised  tissue  is  cast  off  during  the 
inflammatory  process,  and  replaced  by  cicatricial  tissue  containing 
lime.  This  tissue  is  very  cellular,  and  the  cells  very  freely  anasto- 
mose with  one  another.  It  contains  nerves,  the  arrangement  and 
termination  of  which  are  similar  to  the  normal  corneal  nerves. 

If  the  detritus  be  not  immediately  removed,  it  often  happens  that, 
besides  the  above  changes,  true  petrifaction  of  the  substance  of  the 
cornea  ensues. 

If  the  cauterised  portion  of  the  cornea  be  removed,  the  white, 
characteristic  opacity  does  not  ensue  as  the  wound  heals,  but  is 
replaced  by  transparent  tissue.  I may  remark,  that  in  consequence 
of  this  effect,  which  has  been  long  known,  it  has  been  proposed,  in 
accidents  which  affect  only  a paid  of  the  cornea,  at  once  to  scrape  off 
the  cauterised  piece.  The  practice  might  be  valuable  when  the  injury 
is  over  the  pupil. 
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Conjunctiva.  When  the  conjunctiva  is  cauterised,  the  lime  quickly 
enters  the  •sub-conjunctival  tissue  in  different-sized  globules,  and 
ultimately  forms  encrustations  on  the  sclerotica  and  the  adjoining 
muscles. 

In  the  severer  injuries,  when  the  destroyed  parts  have  been  cast 
off,  deep  ulcers  have  formed,  and  granulations  appear  and  contractions 
begin  to  show  themselves,  the  common  practice  is  to  endeavour  to 
destroy  this  surfaco  with  caustics  and  escharotics.  Even  the  probe  is 
brought  into  requisition,  and  any  coalescing  edges  are  rudely  torn 
asunder.  I have  seen  this  treatment  carried  out  most  diligently, 
and  I am  sure  that  it  is  highly  injurious.  It  irritates,  inflames, 
prolongs  the  healing,  augments  the  damage,  increases  suppuration, 
and  therefore  produces  greater  contractions.  I suspect  that  this 
error  is  perpetuated  because  surgeons  lose  sight  of  their  cases  at 
too  early  a date.  There  is  never  a greater  production  of  granulations 
than  is  required  for  cicatrization,  for  the  mass  disappears  in  time,  in 
the  process  of  contraction.  I am  sure  that  actual  adhesion  of  the 
granulating  surfaces  is  rare,  more  so  than  is  imagined,  and  that  the 
contractions  are  mistaken  for  it.  The  occurrence  of  adhesion  I con- 
sider far  more  favourable  for  after-treatment  by  operation,  and,  if 
this  be  true,  it  should  be  encouraged.  I say,  then,  use  all  means  to 
ensure  speedy  healing  ; support  and  approximate  the  parts  by  plaster 
or  bandage. 

The  less  the  wound  is  irritated,  the  shorter  will  be  the  suppurative 
stage,  the  quicker  will  be  the  repair,  the  less  the  contraction,  and, 
necessarily,  the  fewer  the  bands  and  the  bridles,  and  therefore  greater  j 
chance  will  be  afforded  for  rectifying  any  deformity  by  practical  j 
surgery.  The  only  exception  to  this  rule  is  that  rare  condition  in  J 
which  the  opposite  sides  of  the  palpebral  and  ocular  conjunctfv  a 
have  been  damaged,  while  an  intermediate  portion  of  the  membrane,  } 
the  sinus,  or  fornix,  as  it  is  called,  remains  intact,  and  adhesion  is  1 
likely  to  ensue  in  an  isthmus-like  form.  Then  persevering  attempts  j 
must  be  made  by  daily  dressing  and  guarding  the  surfaces  w itli  1 
goldbeaters’  skin  and  ointment,  keeping  the  eyelid  retracted,  or  by  j 
any  ingenious  plan  to  ensure  the  individual  healing  of  each.  If  the  | 
glass  guard,  in  shape  like  an  artificial  eye,  with  a hole  in  the  j 
centre,  which  lias  been  so  much  recommended  of  late  to  be  worn  to  J 
prevent  contractions,  be  at  all  admissible,  it  is  here,  although  I think 
that  the  object  may  be  obtained  in  a less  objectionable  way ; for 
several  persons  who  have  used  it  for  other  purposes,  have  complained 
of  much  pain  and  distress;  but  when  one  appliance  fails,  another 

must  be  tried. 

While  wishing  to  be  most  emphatic  on  abuse  of  treatment,  I ami 
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not  unaware  of  the  timely  advantage  of  a mild  stimulant,  or 
astringent,  carefully  and  neatly  applied  to  an  indolent  or  unhealthy 
idcer ; and  the  only  drugs  contra-indicated  are  lead  and  nitrate  of 
silver.  When  the  cornea  is  ulcerated,  or  excoriated,  lead  lotions  are 
inadmissible,  on  account  of  the  deposit  of  insoluble  sulphate  and 
chloride.  The  most  careful  preparation  with  distilled  water  does 
not  free  it  from  this  objection,  because  the  saline  matter  in  the  tears 
will  produce  a precipitate.  I have  picked  off  the  deposit  many 
times. 

Respecting  nitrate  of  silver.  I thoroughly  believe  that  more  harm 
has  been  inflicted  by  it  in  ophthalmic  injuries  than  benefit  conferred. 
Thousands  and  thousands  of  eyes  have  been  destroyed  by  its 
injudicious  use,  by  its  caustic  and  irritating  effects.  It  is  the  cause 
of  a large  number  of  men  being  invalided  from  the  public  services, 
and  it  produces  a class  of  miserables,  who  spend  their  days  in 
seeking  relief  from  place  to  place.  This  salt,  when  resorted  to  as  an 
astringent,  should  be  employed  of  a less  strength  than  produces 
pain.  If  one  grain  to  the  ounce  of  water  be  too  strong,  less  should 
be  used.  But  I must  leave  this,  and  speak  about  the  staining 
effect,  which  ought  to  be  noticed  here. 

In  proportion  to  the  strength  of  nitrate  of  silver  lotion , is  there  danger 
of  the  conjunctiva  becoming  stained , and  the  length  of  time  it  is  used 
has  its  influence  in  the  development  of  this  unpleasant  effect ; yet  a 
weak  lotion,  not  long  applied,  may  discolour.  Staining  has  happened 
in  a fortnight,  with  only  one  daily  application.  During  the  repair 
of  lesions  about  the  conjunctiva,  there  is  greater  likelihood  of  the 
nitrate  being  changed  to  the  insoluble  chloride,  and  ultimately  to 
the  oxide,  and,  probably  also,  to  the  metallic  state.  Where  the 
conjunctiva  is  unbroken  there  is  less  likelihood  of  discoloration. 
At  all  events,  let  caution  be  observed.  Enough  has  been  said  to 
induce  the  point  to  be  regarded. 

I am  not  aware  that  a very  decided  stain  can  be  removed  by 
chemical  action,  but  I know  that  it  may  be  reduced  by  the  applica- 
tion of  hyposulphite  of  soda,  as  strong  as  the  eye  can  bear  it 
beginning  with  eight  or  ten  grains  to  an  ounce  of  water.  It  should 
be  applied  with  an  eye-glass.  I have  never  attempted  to  act  on  a 
slight  stain. 

Acute  inflammation  of  the  eyeball  may  ensue  after  any  of  these 
injuries,  and  at  any  stage  of  repair. 
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AND  OF  THE  CONJUNCTIVA. 

WOUNDS  OF  THE  EYELIDS,  ETC. 

It  is  not  too  artificial  to  make  the  distinction  liere  "between  incised, 
punctured,  and  lacerated  wounds. 

Of  incised  wounds , muck,  depends  on  their  direction.  Those  which 
are  horizontal,  and  implicate  merely  the  skin,  or  a portion  of  the 
orbicularis  muscle,  and  do  not  extend  to  the  tarsal  cartilage, 
are  generally  of  little  importance,  and  scarcely  disfigure.  When 
they  are  large,  their  effects  are  likely  to  he  more  felt  in  the 
upper  eyelid,  because  if  the  levator  palpehrse  muscle  he  cut  through, 
ptosis  will  follow.  Again,  the  suspensory  ligament  of  the  eyelid 
might  he  divided.  Vertical  wounds  disfigure  more  than  the 
horizontal.  Where  the  tarsal  margin  is  cut  through,  it  is  difficult 
to  prevent  deformity. 

When  these  wounds  are  severe,  and  are  left  untreated,  or  when  badly 
managed,  they  are  frequently  detrimental  by  causing  malposition 
of  parts,  and  producing  trichiasis,  entropium,  or  ectr opium.  With 
the  last,  there  is  more  or  less  exposure  of  the  eyeball,  and  displace- 
ment of  the  punctum  lacrymale.  They  might,  besides,  he  compli- 
cated with  damage  to  the  eyeball,  or  penetration  of  the  orbit.  In 
the  one  case,  sight  might  be  implicated ; in  the  other,  orbital 
cellulitis  is  risked,  with  all  its  evil  consequences.  Where  the 
palpebral  and  ocular  conjunctiva  are  cut  through,  these  are  apt  to 
unite  and  produce  symblepharon. 

Punctured  wounds  are  not,  as  a rule,  troublesome.  They  heal 
readily,  unless  any  extraneous  substance  be  present.  There  are  two 
direct  points  of  danger  connected  with  them.  The  one  is  that  the 
orbital  plate  might  be  penetrated,  and  the  brain  wounded  ; the  other, 
that  the  substance  which  inflicts  the  injury  might  get  broken  and  im- 
pacted. These  contingencies  should  be  kept  in  mind,  and  looked  for. 
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Lacerated  wounds  are  the  worst  of  all,  as  they  are  injurious, 
whether  small  or  large.  Sloughing,  which  is  imminent  at  all  times, 
is  a very  evil  consequence. 

The  rules  for  treatment  are  few  and  simple.  Care  should  be  taken 
that  extraneous  bodies  are  removed.  Particles  of  grit  will  be  best 
extricated  by  a stream  of  water  from  a stroug  syringe. 

Whether  the  wounds  involve  the  skin  only,  or  pass  through  all 
the  palpebral  tissues,  there  should  be  the  most  careful  adaptation  of 
their  edges,  as  primary  union  is  of  the  first  importance.  Adhesion 
of  their  edges  will  often  depend  on  the  manner  in  which  the 
bleeding  is  managed.  Many  a time  it  is  prevented  by  the  attempts 
made  to  stop  the  haemorrhage  with  astringents,  and  by  stuffing  the 
wound  with  lint,  &c.  So  long  as  there  be  not  a divided  artery  that 
requires  a ligature,  the  hamiorrliage  will  always  cease  where  it  is 
only  between  the  skin  and  the  subjacent  tissue,  or  skin  and  muscle, 
by  simple  pressure,  effected  by  whatever  surgical  measure  is  required 
for  the  adaptation  of  the  parts,  and  a bandage. 

Plaster  alone  is  not  sufficient,  except  for  the  most  superficial 
wounds. 

Sutures  are  nearly  always  required,  and  always  with  deep  or 
extensive  divisions  of  parts.  They  should  be  removed  early,  and 
never  allowed  to  remain  long  enough  to  act  as  setons.  When 
many  are  applied,  one  or  more  should  be  removed  in  about  twenty- 
four  horns,  and  then  one  or  two  each  day.  After  this,  plaster  comes 
in  well.  I enter  thus  into  detail,  because  I see  so  much  inaccuracy 
and  carelessness  in  the  treatment  of  these  accidents.  The  wonder 
then  is,  that  primary  union  ever  takes  place.  A divided  tarsal 
cartilage  is  to  be  stitched  through  its  entire  thickness,  just  as  well  as 
integuments.  The  finest  thread  is  the  proper  material  for  the  pur- 
pose. Wire  of  any  kind  is  abominable.  Thread  accommodates 
itself  to  the  tender  tissues  ; whereas  the  tissues  have  to  accommodate 
themselves  to  the  wire.  The  first  is  applied  with  ease  and  aocuraoy, 
and  is  readily  removed.  The  second  is  not  easily  introduced,  and 
is  removed  with  difficulty  and  pain,  and  disturbance  of  tissue,  dis- 
advantages which  should  cause  it  to  be  banished  from  ophthalmic 
surgery.  If  it  should  happen,  when  the  cartilage  of  the  eyelid  is  cut 
through  or  torn,  that  the  natural  form  cannot  be  maintained  by  the 
suture  alone,  the  pin  and  ligature  may  be  effectually  resorted  to,  as  a 
hare-lip  suture.  Several  may  be  required.  I have  always  found  that 
the  pin  is  well  supplemented  with  suture.  When,  from  the  nature 
of  the  wound,  sutures  cannot  be  used,  and  water-dressing  or  a 
poultice  is  necessary,  the  process  of  cicatrization  is  materially 
assisted  by  drawing  together  and  supporting  the  contiguous  siulacos 
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by  plaster,  or  bandage  and  compress.  I have  often  thereby  effected 
much,  in  lessening  deformity  and  shortening  the  period  of  cure. 

Whether  it  be  advisable  to  pare  or  remove  any  torn  or  jagged 
edges,  for  the  purpose  of  adapting  the  parts,  must  depend  on  the 
circumstances  of  the  case,  and  the  period  at  which  the  patient  is 
seen.  If  more  than  a few  hours  have  elapsed,  and  the  suppuration 
stage  have  commenced,  adhesion  is  impossible,  and  any  interference 
of  this  kind  will  make  matters  worse.  All  operative  proceedings 
must  then  be  of  a secondary  nature,  and  delayed  till  every  trace  of 
inflammatory  action  has  ended. 

A young  brewer  tore  the  upper  eyelid,  close  to  the  orbit,  very 
severely,  against  a gas-burner ; the  integuments  hung  about  in  a 
manner  which  left  me  little  hope  of  preventing  deformity,  and 
ptosis  seemed  tolerably  sure.  With  the  exercise  of  some  ingenuity 
in  trimming  and  adapting  the  edges,  I got  a very  satisfactory  posi- 
tion of  parts.  The  sequel  was  gratifying  ; for  when  all  inflammatory 
action  had  passed  away,  the  eyelid  could  be  raised  a little.  A few 
months  afterwards  complete  power  of  elevation  returned,  and  there 
was  little  mark  of  what  had  happened. 

It  may  be  necessary,  when  parts  heal  irregularly,  to  remove  the 
edges  of  the  irregular  surfaces,  and  so  to  endeavour  to  restore  the 
natural  form. 

A cook  fell  on  the  brass  arm  that  suspended  a bottle-jack  over  the 
fire-place,  and  tore  the  lower  eyelid  away  from  the  corner  of  the  eye, 
without  injuring  the  canaliculus.  She  did  not  apply  at  the  hospital 
till  the  wound  was  healed,  when  the  annexed  sketch  was  taken.  I 


pared  the  edges,  brought  them  together  by  suture,  and  kept  the 
eyelid  rather  pulled  up  by  semicircular  strips  of  plaster  passed 
from  the  root  of  the  nose  to  the  temple  for  eight  days.  Perfect 
restoration  ensued. 


Fig.  142, 
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I have  treated  several  like  instances  of  injury  to  the  inner  part  of 
the  upper  eyelid,  which  it  would  be  useless  to  particularize,  each  of 
course  requiring  little  individual  matters  of  attention  that  would  be 
tedious  to  detail. 

A naval  officer,  in  a drunken  brawl,  by  which  he  lost  his 
eye  and  his  commission,  was  pelted  by  a messmate  with  a broken 
decanter.  The  eyeball  and  the  lower  eyelid  were  cut  across.  Six 
months  after  the  accident  the  outer  portion  ot  the  eyelid  was  con- 
siderably everted,  while  the  inner  was  adherent  to  the  eyeball,  The 
deformity  induced  him  to  wear  a green  patch  to  conceal  the  eye. 
By  a rather  free  dissection,  I brought  the  displaced  bit  in  contact 
with  that  which  was  adherent  to  the  eyeball.  After  the  eyelashes, 
which  I had  cut  off  previous  to  my  operation,  had  grown,  so  little 
trace  was  there  of  any  injury,  that  it  was  scarcely  noticeable  to  a 
casual  observer. 

The  division  of  a canaliculus  in  connection  with  wounds  about  the  inner 
portion  of  the palpebrce  is  an  unfortunate  complication.  When  this  delicate 
tube  is  cut  across,  adaptation  might  be  effected  as  a matter  of  chance, 
by  the  introduction  of  wire  or  a bristle.  As  a rule,  the  eyelid  should 
be  adjusted  as  accurately  as  possible,  regardless  of  the  canaliculus, 
which  must  be  attended  to  at  a future  period  if  necessary.  Nothing 
is  gained  by  slitting  up  the  proximal  end  at  once,  but  just  the  reverse. 
It  is  only  after  contraction  from  the  healing  of  the  eyelid  has  ceased, 
that  the  ultimate  and  relative  position  of  the  several  parts  concerned 
can  be  known. 

More  will  be  found  on  this  subject  in  the  chapter  on  “ The  Affec- 
tions of  the  Puncta,  the  Canaliculi,  and  the  Lacrymal  Duct.” 

Opening  of  the  lacrymal  sac , followed  by  emphysema,  is  one  of 
the  accidents  incidental  to  -wounds  in  this  region.  Charles  Porter,  a 
young  man,  received  a slight  scratch  on  the  inner  corner  of  oqe  eye 
in  a scuffle  ; he  thought  no  more  of  it  till  the  evening,  when  he  blew 
his  nose,  and  felt  a puff  of  air  in  the  corner  of  the  eyelids.  Bather 
amused  by  the  novel  sensation,  he  continued  to  inflate  his  nostrils, 
till  he  found  that  his  eyes  were  nearly  closed,  and  his  face  much 
swollen.  When  he  came  to  Mr.  Taylor,  at  the  hospital,  two  days 
after  the  accident,  his  eyelids  were  almost  closed  by  emphysema, 
and  the  swelling  had  extended  down  to  the  cheek  as  far  as  the 
under  edge  of  the  jaw.  The  air  could  easily  be  pressed  in  different 
directions,  conveying  a fine  crepitating  sensation  to  the  finger.  lie 
soon  got  well  without  any  treatment. 

Another  example  of  rupture,  of  which  I took  notes,  was  caused  by 
a slight  blow  from  the  branch  of  a tree  on  the  face.  This,  like  the 
other,  got  well. 
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►Seven  other  cases  of  emphysema  from  this  cause  have  applied  at 
the  hospital  in  the  course  of  six  years.  Although  some  of  the 
patients  were  very  much  puffed  up  about  the  face,  in  all  did  the 
effused  air  get  quite  absorbed  in  a few  hours  or  days,  without  any 
inconvenience  except  the  trifling  deformity,  and  without  treatment. 

II  the  supply  of  air  to  the  cellular  tissue  do  not  soon  cease, 
pressure,  should  be  applied  over  the  site  of  injury,  for  the  cure 
consists  in  the  healing  of  the  breach  through  which  the  air  has  passed. 

Chemosis,  or  swelling  of  the  conjunctiva, , and  of  the  sub-conjunctival 
cellular  tissue  from  serous  effusion,  is  a common  sequence  of  injury 
to  any  of  the  ocular  appendages,  and  is  very  likely  to  excite  alarm, 
but  is  innocuous  so  long  as  unattended  with  a copious  purulent 
discharge,  which  would  indicate  purulent  ophthalmia.  The  extent 
need  never  create  alarm;  the  brightness  of  the  cornea,  and  the 
integrity  of  sight,  may  be  taken  as  certain  assurances  of  the  absence 
of  any  danger.  I have  seen  the  cornea  nearly  covered  by  it,  from  a 
blow  on  the  eyebrow,  and  the  swelling  entirely  disappeared  in  a few 
days  without  treatment.  Different  forms  may  be  assumed  by  the 
chemosis,  according  to  the  extent  or  position  of  the  swelling,  but 
these  need  not  be  particularized,  for  they  are  of  no  particular 
importance.  I have  observed  very  extensive  chemosis,  with  protru- 
sion from  between  the  eyelids,  and  yet  neither  eyelid  was  everted, 
but  the  lower  was  so  tightly  pressed  against  the  eyeball  that  I could 
not  depress  it.  This  peculiarity  was  evidently  from  the  conjunctiva 
of  the  lower  palpebral  sinus  alone  being  affected.  A blow  on  the  eve 
had  produced  the  mischief. 

The  treatment  is  involved  in  that  which  is  required  for  the  primary 
injury.  All  that  I have  found  necessary  in  addition  has  been  the 
application  of  a cold  lotion. 

Farther  or  after-treatment , by  rest,  and  the  application  of  water- 
dressing, is  wanted  in  most  cases  in  which  an  injury  is  severe. 

It  may  be  mentioned  as  a concluding  remark,  that  punctured  and 
lacerated  wounds,  superficial  as  they  may  seem,  are  not  devoid  of 
risk  of  damage  to  the  brain  from  inflammation.  Symptoms  which 
arise  in  that  direction  need  early  recognition. 

In  the  performance  of  surgical  operations  about  the  eyelids  in  con- 
nection with  wounds  and  injuries , allowance  must  frequently  be  made 
for  after  improvement  by  plastic  surgery.  The  likelihood  also  of 
ptosis  from  injury  to  the  levator  palpebrco,  during  any  dissection, 
should  be  remembered. 

It  may  be  stated  here,  that  although  the  usual  causes  of  per- 
manent traumatic  ptosis  arc  either  laceration  and  damage  to  the 
levator  muscle,  or  to  the  motor  nerve  trunk  alone,  it  may  come  from 
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intense  inflammatory  action  on  the  eyelid,  consequent  on  a suppu- 
rating wound  in  it,  or  in  a neighbouring  part. 

Wounds  of  the  surrounding  integuments , that  is,  about  the  orbital 
edge,  partake  of  the  character  of  incised  wounds,  and  should  be 
treated  as  such.  I have  written  fully  on  this  subject  among  orbital 
injuries. 

Wounds  of  the  conjunctiva  arc  of  little  consequence  regarding  ulti- 
mate result,  and  need  cause  no  apprehension.  The  last  generation  of 
sm*geons  thought  differently,  and  taught  differently. 

There  is  no  organized  part  of  the  human  body  that  can  be 
cut,  wounded,  and  lacerated  with  such  impunity.  In  several 
hundred  operations  for  squint,  of  which  I preserved  notes,  there 
was  not  a single  instance  of  any  of  the  secondary  or  after-destruc- 
tive processes  of  inflammation.  There  was  always  an  uniform 
progress  of  repair  from  the  time  it  was  incised.  My  continued 
observation  up  to  this  period  confirms  the  same.  Prior  to  the 
introduction  of  the  operation,  when  this  structure  was  accidentally 
wounded,  it  was  thought  imperative  that  the  person  be  submitted 
to  the  rigour  of  strict  antiphlogistic  measures,  and  long  confinement 
to  a darkened  room. 

Sutures  are  of  much  avail  here.  The  conjunctiva  unites  more 
readily  than  skin.  "When  the  wound  gapes,  or  when  it  is  much 
or  irregularly  torn,  sutures  are  wanted.  Even  when  any  portion  is 
partially  detached,  they  are  more  especially  applicable,  for  then 
much  that  would  perish  may  be  saved  ; always,  therefore,  is  the 
healing  process  materially  facilitated,  and  deformity  often  removed. 

The  sutures  should  he  applied  at  the  very  margin  of  the  wound, 
and  allowed  to  come  away  of  themselves,  a process  generally  accom- 
plished in  three  or  four  days.  I have  used  no  smaller  needle  than 
that  which  is  figured  among  the  instruments,  but  it  might  some- 
times be  more  convenient  to  employ  one  more  bent  and  shorter. 

Local  applications  of  all  kinds  are  injurious,  because  they  irritate. 
All  in  addition  that  may  be  requisite  is  to  close  the  eye. 


CHAPTER  XXII. 


EXTIRPATION  OF  THE  EYEBALL. 

EXTIRPATION  ; INCLUDING  THE  ENTIRE  CONTENTS  OF  THE  OR1HT — 
EXTIRPATION  OF  THE  EYEBALL  ALONE. 

Where  the  eyeball  is  to  be  removed  on  account  of  being  affected  with 
malignant  disease , the  whole  of  the  contents  of  the  orbit  should  be 
taken  away.  Unless  this  be  done,  the  important  rule,  always  to 
endeavour  to  eradicate  every  part  of  the  diseased  structure  by  cutting 
beyond  it,  or  by  removing  along  with  it  some  of  the  healthy  tissues, 
could  not  be  carried  out.  As  this  topic  is  particularly  dwelt  on  in 
the  chapter  on  “ Malignant  Affections  of  the  Eye,”  more  need  not 
be  said. 

Should  the  extirpation  be  required  from  disorganization  arising  out 
of  a scrofulous  affection,  in  which  exhausting  pain  or  profuse  dis- 
charge are  the  urgent  symptoms,  the  parts  around  may  be  so  diseased, 
that  their  removal  would  be  advisable.  It  is  very  seldom,  however, 
that  such  a case  is  met  with. 


EXTIRPATION  ; INCLUDING  THE  ENTIRE  CONTENTS  OF  THE  ORBIT. 

The  patient  should  lie  on  his  side,  to  allow  of  the  escape  of  the 
blood,  whereby  the  operator  sees  what  he  is  about,  and  is  enabled  to 
proceed  with  his  operations  safely  and  quickly. 

Ordinarily,  there  need  be  no  external  incisions,  but  if  room  be 
wanted  on  account  of  an  enlarged  eyeball,  or  otherwise,  the  external 
commissure  of  the  eyelids,  including  the  conjunctiva,  should  be 
divided  to  the  extent  of  half  an  inch,  or  more  ; and  it  may  even  be 
required  to  dissect  up  the  divided  integuments  for  more  space. 

The  eyelids  should  be  retracted  in  whichever  way  may  seem  best, 
by  the  fingers  of  an  assistant,  by  the  spring- wire  retractor,  or  by  bent 
spatulas. 


EXTIRPATION  OF  THE  EYEBALL  ALONE. 


475 


When  the  eyeball  cannot  bo  laid  hold  of  with  tho  lingers,  it  should 
be  seized  with  a pair  of  tenaculum  forceps. 

With  a small  scalpel,  the  reflections  of  the  conjunctiva  should  be 
cut  through.  The  levator  palpebroo  should  be  divided  as  close  to  tho 
tarsal  cartilage  as  possible.  The  inferior  oblique  muscle  should  be 
severed  close  to  its  bony  attachment.  The  trochlea  of  the  superior 
oblique  should  be  cut  from  the  bone.  The  eyeball  should  be  turned 
from  side  to  side,  while  the  knife  is  swept  around  the  orbital  walls  to 
divide  the  cellular  connections  and  the  small  vessels  and  nerves. 
The  muscles,  the  optic,  and  other  nerves,  and  the  ophthalmic  vessels, 
should  now  be  divided  at  the  apex  of  the  orbit ; to  effect  which,  the 
eyeball  should  be  pulled  forwards  and  inwards,  and  the  scalpel  used 
on  the  outer  side.  The  slant  of  the  outer  wall  of  the  orbit  affords 
more  room  for  the  instrument.  Lastly,  the  lacrymal  gland  should 
be  dissected  away,  together  with  whatever  of  fat  and  areolar  tissue 
that  might  have  been  left.  Scissors  may  be  used  instead  of  a scalpel. 

Besides  the  necessary  sponging,  syringing  the  orbit  may  bo 
advantageous  in  cleaning  away  the  blood  to  expose  the  cavity. 

In  cases  of  melanosis,  the  orbital  tissues  are  sometimes  so  altered 
from  condensation,  that  a tedious  dissection  may  be  required  for  their 
complete  clearance. 

The  bleeding  from  the  ophthalmic  and  other  arteries,  although 
very  smart  at  first,  readily  ceases.  Should  it  continue  rather  long, 
or  after  the  application  of  cold  water,  a compress  must  be  used. 
Oozing  of  blood  from  the  orbital  cavity  may  be  checked  by  applying 
cotton  wool  or  lint,  wetted  with  a saturated  solution  of  alum.  Some 
surgeons  invariably  nil  the  orbit  with  lint.  This  is  objectionable,  on 
account  of  the  irritation  which  is  produced. 

A divided  commissure  should  be  united  by  suture. 

A patient  requires  much  attention  and  careful  watching  after  tho 
operation.  Several  deaths  have  ensued  from  it. 

EXTIRPATION  OF  THE  EYEBALL  ALONE. 

The  removal  of  the  eyeball  alone,  by  detaching  it  from  the  ocular 
' tunic,  sometimes  called  “ enucleation,”  was  proposed  almost  simulta- 
neously by  Dr.  O’Ferrall  and  M.  Bonnet,  in  1841. 

When  this  limited  operation  may  be  done,  it  is  certainly  no  small 
advantage  over  the  above,  for  haemorrhage  of  any  consequence  is 
avoided,  because  only  the  smaller  branches  of  the  arteries  are  cut  • 
all  the  orbital  muscles,  witli  the  adipose  and  areolar  tissues  are  left! 
and  the  parietes  of  the  orbit  not  being  stripped,  there  is  scarcely  any 
chance  of  dangerous  inflammation.  It  is  particularly  applicable  in 
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non-malignant  affections  ; whenever,  indeed,  it  becomes  necessary  to 
get  rid  of  the  eyeball,  and  it  alone. 

The  operation  is  so  simple,  that  convalescence  is  generally  esta- 
blished in  a few  days. 

Method  of  performing  the  operation.  The  eyelids  should  be  retracted 
by  the  spring-wire  retractor.  The  conjunctiva,  the  fascia  beneath, 
and  the  ocular  tunic,  should  be  cut  in  a circle,  with  forceps  and 
scissors,  close  to  their  attachments  round  the  cornea.  The  recti 
muscles  should  be  severally  taken  up  with  the  squint  hook,  and  cut 
across  close  to  the  sclerotica,  with  the  exception  of  the  internal  muscle, 
which  should  not  be  cut  so  close,  in  order  that  a piece  of  sufficient 
length  be  left  for  the  purpose  of  being  held  with  the  forceps.  The 
ocular  tunic  should  be  detached,  that  is,  pushed  off,  from  the  eyeball 
with  the  closed  scissors,  or  with  the  hook,  and  the  eyeball  made  to 
protrude  by  pressing  backwards  the  eyelids.  The  ocular  portion  of 
the  tendon  of  the  internal  rectus  should  now  be  laid  hold  of  with  the 
forceps,  and  the  eyeball  drawn  inwards,  while  the  optic  nerve  is 
divided  with  the  scissors.  Unless  the  scissors  be  kept  in  contact  with 
the  sclerotica  till  the  position  of  the  nerve  be’  reached,  when  they 
should  be  opened  and  used,  some  difficulty  will  ensue.  Many  operators 
endeavour  to  feel  the  nerve  before  they  open  the  scissors,  knowing 
how  likely  it  is  to  miss  the  exact  point.  But  this  is  not  easily 
effected,  and  if  the  scissors  be  only  passed  far  enough  backwards  iu 
the  orbit,  it  is  unnecessary.  When  it  is  suspected  that  the  retina  is 
involved  in  any  recurring  disease,  the  nerve  should  be  divided  as  far 
back  as  possible.  When  the  nerve  is  severed,  the  eyeball  starts 
forwards.  The  eyeball  being  then  very  much  liberated,  should  be 
held  with  the  fingers,  and  drawn  forwards  and  inwards,  to  enable 
the  oblique  muscles  to  be  divided  close  to  then  sclerotic  attachments, 
as  well  as  any  cellular  or  other  connections  which  may  require 
separation. 

If  there  be  any  active  lia3morrhage,  the  eyelids  should  be  kept 
open  till  it  has  ceased,  in  order  to  prevent  the  extravasation  of  blood 
in  the  areolar  tissue  in  the  parts  in  front  of  the  divided  conjunctiva, 
and  cold  water  should  be  applied.  Usually  there  is  so  little  bleeding 
from  the  central  artery  of  the  retina,  that  attention  to  it  is  not  needed; 
but  I have  seen  very  acute  haemorrhage,  on  a few  occasions,  requiring 
well-adjusted  and  long- continued  pressure  to  control  it.  Unless,  then, 
a compress  and  a bandage  be  at  once  applied,  a patient  ought  not 
to  be  left  alone,  but  watched.  The  compress  should  be  put  on  over 
the  closed  eyelids.  I use  cotton- wool,  and  over  that  a bandage. 

It  is  a.  material  point  that  as  much  conjunctiva  he  left  as  possible,  the 
reasons  for  which  are  given  in  the  chapter  on  “Artificial  Eye." 
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Some  surgeons  approximate  the  edges  of  this*  membrane,  or  adapt 
them  when  they  admit  of  it,  by  one  or  two  sutures.  This  is 
unattended  with  any  advantage.  The  parts  always  unite  as  well 
and  as  quickly  as  when  sutures  are  used.  Sutures  are  often,  objection- 
able, by  retaining  clotted  blood,  causing  irritation,  and  at  times  by 
preventing  the  escape  of  inflammatory  products.  Their  removal  is 
always  annoying  to  the  patient.  • 

When  there  has  been  an y pathological  change  in  the  orbital  contents, 
by  which  the  sclerotica  is  adherent  to  a contiguous  part,  it  may  be 
requisite  for  separating  such  adhesion  to  make  a careful  dissection 
with  the  scissors  or  a scalpel. 

Any  alteration  in  the  shape  of  the  eyeball,  from  a staphyloma  or 
a tumour,  may  complicate  the  operation.  Especial  care  is  then 
required  that  the  eyeball  be  not  cut  into  and  opened,  for  it  would 
at  once  collapse,  and  be  very  difficult  to  be  removed. 

With  a thin  staphyloma  of  the  cornea,  or  even  ulceration , pressure  on 
the  eyeball  must  be  avoided  during  the  excision,  lest  it  be  burst. 

A shrunken  or  collapsed  eyeball  is  troublesome  to  remove,  because 
the  conjunctiva  is  not  so  easily  dissected,  the  ocular  tunic  is 
generally  more  or  less  adherent,  and  the  ocular  muscles,  being 
atiophied,  are  not  readily  hooked  up.  A.  painstaking  dissection  may 
be  necessary.  More  than  usual  care  is  required  to  cut  the  optic 
nerve. 

Treatment.  The  patient  should  be  kept  at  rest,  and  water-dressing 
applied.  Generally,  the  recovery  is  rapid,  and  nothing  is  required  to 
be  done  of  a special  nature.  Sometimes  the  eyelids  and  cheek 
swell,  and  there  is  eccliymosis,  and  discharge  from  the  orbit.  With 
this,  some  constitutional  disturbance  is  set  up.  "Water— dressing* 

should  still  be  used,  and  renewed  as  often  as  every  two  hours,  and  the 
patient  should  lie  down.  Syringing  the  orbit  with  warm  water 
might  be  requisite.  In  such  a case,  the  position  of  the  eyelids  need 
attention,  for  inversion  is  apt  to  ensue  from  the  swelling,  and  if  so 
the  cilia  will  irritate.  If  the  inversion  be  not  overcome  by  righting 
the  eyelids  each  time  that  they  are  dressed,  court  plaster  must  bo 
used  for  the  purpose.  If  the  skin  around  should  get  excoriated  it 
: must  be  protected  with  pure  lard,  or  mutton  suet  recently  melted. 

. It  is  unnecessary  to  speak  about  the  general  treatment 

Acute  and  dangerous  symptoms  may  arise,  for  this  operation  is  not 
devoid  of  risk.  No  surgical  operation  is  devoid  of  risk  Loss  of 
life  has  ensued  from  it.  Yon  Graefe  has  recorded  two  instances  in 
winch  death  ensued  in  consequence  of  inflammation  of  the  orbital 
: and  cerebral  implication.  A parallel  case  occurred  in  one 

of  our  provincial  towns.  A man  had  incipient  cataract  in  one  eye. 
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A surgeon  persuaded  him  to  have  the  cataract  removed,  and  as  a 
preliminary  measure  punctured  the  capsule  “ to  ripen  ” it.  Suppu- 
ration of  the  eyehall  ensued.  Enucleation  was  now  done.  After 
much  constitutional  disease,  cerebral  meningitis  ensued,  and  death 
followed. 

There  is  often  some  discharge  of  a purulent  character  after  the  opera- 
tion, which  may  continue  for  weeks,  and  require  the  use  of  some 
astringent  lotion.  Granulations  may  spring  up,  and  require  removal. 
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ANTIQUITY  OF  THE  APPLIANCE MANUFACTURE CONDITIONS  BEST 

SUITED  FOR  IT ADVANTAGES PREPARATIONS MODE  OF  APPLI- 

CATION. 


In  remote  ages,  mankind  sought  to  remedy  the  horrid  deformity 
arising  out  of  a shrunken  eyeball,  and  the  rudest  substitutes  were 
worn,  sometimes  without  the  eyelids,  being  supported  by  bands, 
sometimes  within  them.  It  is  said  that  such  imitation  of  the 
feature  has  been  discovered  among  the  mummies  of  ancient  Egypt. 
It  is  represented  in  antique  statues. 

The  first  surgical  writer  who  gave  an  account  of  an  artificial  eye, 
with  a delineation,  was  Ambrose  Pare. 

The  eye  has  been  made  of  various  materials,  at  different  ages, 
such  as  gold,  copper,  glass,  porcelain.  It  was  not  until  the  begin- 
ning of  the  eighteenth  century  that  enamel  was  used,  and  the 
French  have  the  credit  of  the  introduction. 

_ Tlie  improvements  which  have  of  late  been  effected  by  the  prin- 
cipal artists  of  London  and  of  Paris  in  this  manufacture,  and 
especially  in  the  method  of  colouring,  render  the  imitation  so  perfect 
that  not  only  may  the  casual  observer  be  deceived,  but  even  the 
professional  man  who  is  conversant  with  ophthalmic  practice  may  not 
detect  the  counterfeit  readily. 

A modern  artificial  eye  is  but  a very  light  shell,  a section  of  the 


Fig.  143. 


surface  of  a sphere  of  soft  enamel  and  glass 
cornea,  made  to  represent  the  front  of  the 


with 

living 


an  iris  and  a 
feature.  The 
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adaptation  and  correspondence  demand  much  more  nicety  than  is 
necessary  merely  to  match  the  colour. 

lhe  convexity  of  the  shell  must  be  increased  with  the  age  of  the 
Patient.  It  is  required  to  be  largest  in  adults.  The  size  of  the 
whole  must  vary  according  to  that  of  the  stump  to  which  it  is  to  be 
fitted.  It  may,  therefore,  be  almost  hemispherical,  or  when  the 
eyeball  is  removed,  quite  hemispherical. 

The  back  must  be  hollow. 

To  secure  the  necessary  lightness,  the  sclerotic  part  should  scarcely 
exceed  a quarter  of  a liue,  and  the  corneal,  half  a line  in  thickness. 
While  on  the  one  hand  it  should  not  be  made  too  thick  on  account 
of  weight,  it  should  not  be  made  too  thin  on  account  of  brittleness. 

French  makers  generally  turn  the  edges  under  a little,  in  order 
that  they  may  not  irritate. 

Sometimes  a most  singular  outline  is  required  to  ensure'  adapta- 
tion to  deformities  of  the  orbit,  or  to  contractions  of  the  soft  pails, 
arising  out  of  disease  or  injury.  It  is  better  to  grind  the  eye  to  fit 
an  adhesion,  than  to  cut  the  adhesion. 

The  entire  surface,  including  the  edges,  should  be  enamelled,  but 
it  is  a common  practice  among  agents  for  sale  who  are  not  makers, 
to  grind  the  shell  to  the  required  size,  without  afterwards  restoring 
the  desired  smoothness,  for  which  the  action  of  fire  is  necessary. 

There  are  not  more  than  three  or  four  houses  in  Europe  that  have 
attained  high  proficiency  in  this  branch  of  manufacture. 

All,  however,  does  not  rest  with  the  ■ mechanic . The  best  mechanism 
will  fail  in  fullest  effect,  unless  the  shrunken  globe  of  the  eye  retain 
sufficient  form  to  be  moved  by  the  muscles,  and  so  to  act  iu  concert 
with  its  fellow.  For  such  accomplishment  the  back  of  the  false  eye 
must  be  well  supported,  that  is,  rest  on  something,  and  the  front 
must  be  fixed  by  the  eyelids.  Those,  then,  in  whom  the  eye  remains, 
and  is  below  the  natural  size,  with  the  cornea  flattened  and  the 
conjunctiva  natural,  are  best  supplied  with  an  artificial  eye.  An 
enlarged  eye  must,  therefore,  be  reduced  by  operation,  aud  staphy- 
lomatous  projections  must  be  excised ; the  operations  for  which 
are  given  elsewhere.  With  very  little  more  than  a mere  button  of 
collapsed  tissues,  I have  seen  artificial  eyes  that  few  persons  would 
have  detected,  except  from  their  imperfect  movement.  Some  degree 
of  motion  is  obtained  in  such  cases  through  the  conjunctival  reflec- 
tions, acted  on  by  the  recti  muscles. 

When  the  eyeball  has  been  dissected  from  its  cellular  sheath , the 
artificial  eye  may  get  a limited  degree  of  motion  for  a few  months 
after  the  operation,  by  the  conjunctiva  and  the  pad  that  remain, 
through  the  influence  of  the  recti  muscles  ; the  amount  of  which 
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lias  been  very  mucli  exaggerated.  The  eyelids  themselves  impart 
some  vertical  action.  But  when  ihe  swelling  and  infiltration  have 
passed  away,  and  especially  when  the  natural  wasting  of  the  fatty 
tissues  ensues,  even  this  movement  is  greatly  reduced  and  often 
lost.  A larger  eye  is  then  required,  as  it  must,  most  disadvan- 
tageouslv,  rest  on  the  orbit.  In  the  best  of  these  cases,  the  eyelids 
fall  in,  and  leave  a hollow  around.  Yet,  an  artificial  eye  that  is 
motionless,  is  certainly  very  much  less  objectionable  than  the 
distressing  vacancy  of  an  empty  orbit,  or  the  disfiguring  patch  that 
is  often  worn  as  a screen. 

When  the  entire  contents  of  the  orbit  are  taken  away,  we  have  the 
worst  condition  for  the  adaptation. 

With  collapse  of  the  eye  before  adult  aye , the  orbit  seldom  attains 
full  growth  and  the  eyelids  are  similarly  influenced . The  earlier  in 
life  that  the  accident  has  occurred,  the  less  will  be  the  development 
of  this  part  of  the  face,  and  the  case  will  be  proportionally  less 
adapted  for  the  assistance  of  art.  This  points  to  the  advantage  of 
preventing  collapse  from  the  bursting  of  staphyloma  of  the  cornea 
by  the  timely  reduction  of  the  enlargement,  so  readily  effected  by 
abscission,  and  it  is  one  of  the  many  reasons  against  indiscriminate 
extirpation  of  blind  eyes. 

In  some  cases  the  adaptation  of  the  false  eye  is  at  once,  and  .most 
easily  done,  in  the  fullest  perfection  as  to  size  and  movement.  In 
others,  to  get  a satisfactory  result,  many  eyes  must  be  tried,  many 
made  purposely,  and  many  alterations  effected  in  form,  size,  and 
outline. 

When  there  is  a sufficient  stump  that  moves  well  in  all  directions, 
and  the  ocular  appendages  are  healthy,  I am  never  satisfied  till  the 
artificial  member  matches  the  other. 

Many  are  the  advantages  of  an.  artificial  eye.  In  childhood  and  during 
growth  it  prevents  contraction  of  the  eyelids,  and  in  some  measure 
that  of  the  orbit.  At  all  times  it  may  be  of  essential  service  in 
keeping  the  eyelids  in  their  natural  position,  and  preventing  the 
cilia  from  turning  in  on  the  conjunctiva  and  producing  irritation. 

It  places  the  puncta  in  a more  natural  position  for  conveying  away 
the  tears,  and  so  prevents  an  accumulation  of  this  secretion  in  the 
01  bit.  It  acts  as  a defence  against  intruding  bodies,  which  are  apt 
to  be  retained,  and  thereby  to  produce  irritation.  It  enables  persons 
to  obtain  a livelihood,  by  removing  deformity.  To  my  own  know- 
ledge, many  a servant  wears  one  without  his  employer  beino- aware 
of  the  fact,  & 


Before  the  false  eye  can  be  inserted , some  preliminary  surgical  measures 
may  be  necessary , such  as  the  removal  of  bands  and  bridles,  produced 
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by  cicatrization,  or  of  ectropium.  I liave  prepared  a squinting  stump 
by  setting  it  straight.  But  extensive  adhesion  between  the  eyelids, 
or  between  the  eyelids  and  the  eyeball,  may  render  the  application 
inadmissible. 

By  the  bursting  of  a gun  a man  lost  the  right  eyeball,  a part  of 
the  outer  wall  of  the  orbit,  and  some  skin  of  the  cheek.  The  cica- 
trization in  the  face  produced  a well-marked  ectropium  of  the  outer 
portion  of  the  lower  eyelid,  and,  besides,  pulled  the  upper  eyelid 
considerably  downwards,  and  threw  its  cilia  on  the  conjunctiva 
lining  the  floor  of  the  orbit.  The  deformity  was  necessarily  very 
great.  I was  applied  to  for  relief  from  the  annoyance  occasioned  by 
the  constant  discharge  of  tears  over  the  cheek,  and  the  irritation 
produced  by  the  cilia.  An  artificial  eye  was  placed  as  well  as  could 
be,  so  as  to  give  an  indication  of  the  kind  of  operation  required  to 
restore  the  eyelids  to  their  proper  places,  and  to  allow  the  full 
benefits  that  such  an  eye,  well  fitted,  might  afford.  This  having  been 
ascertained,  I left  it  to  my  patient  to  decide  whether  that  description 
of  operation  should  be  done  which  would  enable  him  to  wear  the  false 
eye,  by  which  his  appearance  would  be  improved,  and  most  pro- 
bably, the  lacrymal  secretion  would  be  carried  away  through  the 
natural  channel ; this,  of  course  depending  on  the  degree  of  accuracy 
with  which  the  edges  of  the  lids  could  be  brought  to  bear  on  the 
surface  of  the  enamel,  or  whether  the  lacrymation  alone  shoidd  be 
attended  to,  by  the  removal  of  the  lacrymal  gland.  He  was  also 
given  to  understand  that  in  case  the  first  operation  failed  to  arrest 
the  discharge  over  the  cheek,  the  lacrymal  gland  might  then  be 
extirpated.  The  first  proposition  was  preferred.  I removed  a 
wedge-shaped  piece,  including  skin,  muscle,  cartilage,  and  conjunc- 
tiva, from  the  most  everted  portion  of  the  lower  eyelid,  and  dissected 
the  skin  of  the  cheek  from  its  attachment  sufficiently  to  admit  of  its 
being  drawn  up.  I applied  sutures,  raised  and  supported  the  cheek 
with  strips  of  plaster.  By  this  the  ectropium  was  entirely  removed, 
and  the  edge  of  the  tarsal  cartilage  brought  nearly  to  a straight  line. 
The  upper  eyelid  being  released,  the  levator  palpebroe  acted,  and  the 
cilia  were  righted.  In  a few  days  the  sutures  and  the  plasters  were 
taken  away.  Three  weeks  later  the  false  eye  was  applied,  and  my 
expectations  were  realized,  for  the  tears  passed  by  the  natural  con- 
duits ; and  although  the  stump  of  the  eyeball  was  small,  and  the 
movement  of  the  artificial  eye  necessarily  limited,  my  patient  and 
his  friends  were  agreed  as  to  the  improvement  effected  in  personal 
appearance. 

An  artificial  eye  is  nearly  always  used  too  soon.  It  is  inapplicable 
for  two  or  three  months,  because  the  parts  on  which  it  is  to  be  put 
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have  not  reached  their  destined  size  through  shrinking  ; and  besides, 
not  being  yet  in  a quiescent  state,  they  are  apt  to  be  very  much 
irritated,  and  become  inflamed,  and  throw  out  an  annoying  muco- 
purulent discharge.  Ulceration,  too,  is  likely  to  ensue,  with  its 
inevitable  consequence,  contraction,  the  disadvantages  of  which  have 
been  pointed  out.  It  is  inadmissible,  therefore,  so  long  as  there 
remains  any  inflammation  or  irritability  of  the  conjunctiva  or  of 
the  stump.  These  objections  apply  with  still  greater  force  when 
there  has  been  “ sympathetic  ophthalmitis.”  It  should  not  then  be 
used  for  a still  longer  period,  and  when  employed  the  effect  should 
always  be  watched,  in  order  that  any  irritation  may  be  detected 
sufficiently  early. 

The  wearing  of  the  eye  may  be  delayed  too  long ; for  the  eyelids 
may  contract,  and  the  conjunctiva  atrophy,  and  even  the  orbit  may 
shrink. 


Method  of  introducing  the  artificial  eye.  Hold  the  eye  between  the 
forefinger  and  the  thumb  ; wet  it  by  dipping  it  in  water.  Push  the 
broad  outer  end  under  the  upper  eyelid,  and  slide  it  upwards  towards 
its  destined  position  as  far  as  it  will  readily  go  ; retain  it  there  with 
file  forefinger  of  the  one  hand,  with  the  finger  of  the  other  hand 
draw  down  the  lower  eyelid  till  the  lower  edge  slips  in. 

Method  of  removing  the  artificial  eye.  Depress  the  lower  eyelid  with 
the  finger ; pass  the  finger-nail,  a tooth-pick,  the  head  of  a hair-pin, 
a little  hook,  or  any  blunt  little  instrument  (a  neat  little  spatula  is 
made  for  the  purpose)  under  the  edge  of  the  eye,  lift  it  forward,  and 
let  it  slip  out.  Deceive  it  in  the  hand,  or  on  a handkerchief,  or  on 
a bed,  as  a fall  on  the  ground  would  fracture  it. 

A person  soon  learns  to  perform  these  two  acts  for  himself,  after  a 
few  lessons  gently,  slowly,  and  encouragingly  given.  Children  acquire 
the  knack  quickly. 

In  most  instances,  but  especially  when  the  parts  in  the  orbit  are 
tender,  it  is  requisite  to  begin  to  wear  a smaller  eye  than  that  which 
is  required  to  match  the  other.  It  may  be  necessary  to  use  several 
gradations  of  size.  The  small  one  had  better  at  first  be  left  in 
position  for  two  or  three  days.  When  the  full-sized  one  is  intro- 
duced, it  ought  to  be  allowed  to  remain  in  only  for  a few  hours  at  a 
time,  till  the  second  or  third  time  of  wearing. 

Nightly  removal  is  necessary.  Cessation  of  use  prevents  ulceration 
of  those  parts  on  which  it  rests.  If  it  be  kept  in  longer  than  a day 
from  any  special  cause,  the  under  eyelid  should  be  depressed,  and  its 
lower  edge  lifted  a little  forwards,  to  allow  of  the  escape  of  any  tears 
that  might  collect  behind. 

If  discomfort  should  arise  after  wearing  the  eye  a week  or  more, 
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there  is  something  wrong-  which  needs  attention.  Very  probably 
the  eye  is  too  large,  and  the  eyelids  cannot  be  closed  over  it.  But 
irritation  may  arise  at  any  period  of  the  wearing ; rest,  and  the 
temporary  use  ot  a smaller  eye,  will  generally  remove  it. 

Where  the  eyeball  is  merely  atrophied,  in  which  case  some  of  the 
true  corneal  tissue  yet  remains,  irritation  is  apt  to  occur,  unless  there 
be  a sufficient  hollow  in  the  false  eye  to  prevent  the  cornea  from 
being  touched.  In  any  instance  where  the  proper  provision  for 
escaping  pressure  on  the  cornea  cannot  be  made,  the  cornea  should 
be  excised. 

An  artificial  eye  requires  great  cleanliness,  and  should  be  removed 
every  night.  After  removal,  it  should  be  dipped  in  tepid  water,  wiped 
with  clean  lint  or  soft  rag,  and  put  in  a box  on  cotton.  It  is  improper 
to  place  it  in  cold  water,  because  such  water  is  apt  to  produce  fine 
cracks  on  the  surface,  and  the  presence  of  any  acid  or  salts  will 
roughen  the  enamel. 

To  dissolve  the  grease  which  sometimes  forms  on  it,  the  surface 
should  be  wiped  with  lint  wetted  with  alcohol. 

If  the  eyeball  be  much  sunken,  the  interior  of  the  eyelids 
should,  if  possible,  be  syringed  with  tepid  water  every  morning 
and  night. 

Should  there  be  an  habitual  natural  conjunctival  secretion,  or 
should  such  be  excited  by  the  pressure  of  the  eye,  a weak  astringent 
lotion,  used  night  and  morning,  may  remove  or  lessen  it. 

Sometimes  fibrinous  growths  are  thrown  out  on  the  conjunctiva  as  the 
consequence  of  irritation,  unaccompanied  by  any  discharge.  They, 
are  readily  removed.  I have  seen  too,  a plastic  exudation,  like 
diphtheritic  membrane,  growing  over  the  palpebral  conjunctiva. 
Several  applications  of  the  nitrate  of  silver  wrere  required  to  destroy 
it,  and  to  prevent  reproduction. 

From  ignorance  respecting  the  manner  of  putting  in  the  eye  and 
taking  it  out,  and  sometimes  from  laziness,  persons  will  wear  it  for 
months.  Some  have  not  removed  it  for  years,  not  even  viien  all 
polish  has  been  lost.  It  is  seldom  that  such  persistence  in  use  can  be 
tolerated. 

A new  eye  is  needed  after  the  gloss  is  lost  and  the  surface 
roughened  ; for  if  the  damaged  one  be  still  used,  irritation  of  the  eye- 
lids is  set  up.  The  average  period  of  wear  is  about  twelve  months. 

Sometimes  minute  granules  of  earthy  materials  from  the  tears  and 
the  conjunctival  secretion  are  deposited  on  the  back  of  the  artificial 
eye,  and  produce  irritation.  They  cannot  be  seen  when  the  surface 
of  the  enamel  is  wet.  They  are  best  removed  by  gentle  rubbing 
■with  very  fine  pumice  stone  or  rouge. 
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INSTRUMENTS  FOR  REMOVING  FOREIGN  BODIES  FROM  THE  Fig.  144. 

SURFACE  OF  THE  CORNEA. 

The  miniature  gouge  (Pig.  144)  is  the  twentieth  part  of 
an  men  broad.  It  is  hollowed  or  scooped,  round,  bevelled 
and  sharp.  Maw  and  Son  make  a little  instrument  for 
the  pocket-case  with  a gouge  at  one  end  and  a spud  at 
the  other  ; each  covered  with  a screw-top. 

foreign  bodies  on  the  surface  of  the  eye. 

I he  intrusion  of  bodies  in  the  eye  is  of  very  common 
occurrence,  and  the  effects  vary  according  to  their  size, 
their  shape,  and  the  manner  in  which  they  impinge. 

An  almost  microscopic  particle  of  matter  may  adhere, 
s lg’htly  irritate  the  eye,  be  readily  dislodged  by  the  move- 
* ments  of  the  eyelids  and  washed  away  by  the  tears ; or 
perhaps  removed  by  the  fingers  from  the  corner  of  the 
cj  °.  Or  a body  may  be  projected  with  great  violence  on 
the  eye  become  impacted  and  destroy  it  either  at  once  or 
ultimately,  from  secondary  causes. 

It  is  wholly  unnecessary  to  describe  minutely  the 
symptoms  of  a patient  thus  injured.  The  sensnKm, 
pain,  the  irritability  of  the  eye,  ,rith  the  ilow  SET'S 
the  almost  impossibility  of  opening  the  eyelids  Ji  si 
.■edness  of  the  eyeball,  all  point  to%he  ZeptL  “ f “ 

"jury,  the  actual  nature  of  which  Cau  only  be  known 
>y  a careful  examination.  ,X  nown 

In  every  instance,  therefore,  in  which  it  i*  El  1 n 
...ything  has  fallen  on  the  eye,  the  surte  of  t^U 
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should  ho  examined.  II  nothing  he  recognised,  the  inner  surfaces 
of  the  eyelids  should  he  surveyed,  and  sometimes  also  the  entire 
conjunctival  surface.  It  is  necessary  to  mention  that  immediate 
relief  does  not  always  follow  the  removal  of  the  intruding  hody. 
For  hours  a patient  may  declare  that  he  is  unrelieved.  He  may  he 
assured  that  the  deceptive  impression  will  pass  away. 

If  a hody  he  driven  through  the  conjunctiva,  for  instance,  a 
grain  of  shot,  it  may  sometimes  he  more  readily  felt  with  the  tip 
of  the  finger  than  seen. 

The  excretory  lacrymal  channels  must  frequently  convey  away 
minute  substances  ; for  whatever  is  helow  the  diameter  of  a punctum 
may  he  so  carried  away,  if  its  length  do  not  interfere.  Hence  the 
popular  impression  that  blowing  the  nose  will  remove  such  things. 
A particle  enters,  irritates,  and  causes  a flow  of  tears.  If  it  he  loose, 
it  is  washed  to  the  inner  corner  of  the  eye,  and  is  either  carried 
through  a canaliculus,  and  so  to  the  nose,  or  rests  on  the  caruncle, 
where  it  is  usually  wiped  away  with  the  finger  or  the  handkerchief, 
or  escapes  externally.  It  may  stick  in  a punctum. 

One  of  my  late  colleagues  at  the  St.  Pancras  Royal  Greneral 
Dispensary  suffered  from  an  irritation  of  his  eye  that  was  to  him 
inexplicable.  Three  days  before  he  applied  to  me,  while  sitting 
in  his  drawing-room,  he  felt  a very  sharp  pricking  in  the  eye ; hut 
neither  could  he  discern  the  cause,  nor  could  another  surgeon  succeed 
in  discovering  it.  I found  the  semilunar  fold  of  the  conjunctiva 
swollen  and  very  red,  and  the  entire  conjunctiva  inflamed.  A 
hair,  protruding  just  sufficiently  to  allow  of  being  laid  hold  of  with 
a pair  of  forceps,  was  visible  from  the  upper  punctum.  It  was 
easily  drawn  out,  and  proved  to  he  a portion  of  hair  that  had  re- 
mained about  him  after  a recent  process  of  hair-cutting.  It  measured 
half  an  inch  in  length.  The  cilia  often  get  into  the  puncta  and 
protrude. 

A brass-finisher  complained  for  several  days  of  pain  and  great 
irritability  of  one  eye.  A small  yellow  point  projected  from  the 
upper  punctum.  It  was  withdrawn,  and  proved  to  he  a piece  of  fine 
spiral  turning  which  had  been  projected  from  his  lathe. 

The  cornea  is  that  part  of  the  eye  on  which  extraneous  bodies 
■usually  rest.  It  is  there  that  the  greatest  irritation  is  produced!: 
A substance  is  for  the  most  part  impacted,  being  rubbed  into  the 
anterior  elastic  membrane  by  the  rubbing  of  the  eyelids,  which  is 
so  forcibly  and  involuntarily  done  by  most  persons  when  anything 
enters  the  eye. 

The  position  of  the  little  body  is  generally  at  once  detected. 
the  minuteness  of  it  may  cause  it  to  be  overlooked,  especially 
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■when  over  the  pupil,  although  this  is  generally  much  contracted 
from  the  irritation.  Often  it  cannot  he  discerned,  except  in  a 
particular  light,  and  by  the  loss  of  polish  of  that  portion  of  the 
cornea  upon,  which  it  rests.  AVhen  it  consists  of  white  metal,  or  of 
glass,  detection  is  often  impossible,  unless  the  surface  of  the  eye  he 
illuminated  by  the  concentrated  light  of  a high  convex  glass,  or 
by  oblique  illumination.  When  an  ordinary  examination  of  the 
cornea  and  of  the  conjunctival  surface  has  been  fruitless,  and  the 
patient  is  yet  unrelieved,  illumination  should  be  resorted  to. 


It  is  a rule,  without  any  exception,  that  all  things  of  a dense  and 
hard  nature  that  have  been  thrown  on  or  into  the  cornea  are  to  be 
taken  away , for  although  there  may  be  no  unpleasant  symptoms  for 
days,  there  will  be  bad  consequences.  In  the  natural  process  of 
separation,  which  is  by  infiltration  of  inflammatory  products  around, 
and  by  ulceration  or  sloughing,  there  is  risk  to  the  integrity  of  the 
eye  from  opacity  of  the  cornea,  or  from  partial  staphyloma,  and  still 
greater  danger  from  suppuration  in  the  cornea,  or  perhaps  of  the 
eyeball.  Even  the  remarkably  rare  occurrence  of  a body  being 
encysted  is  not  without  its  perils,  for  I have  known  the  accompany^ 
ing  vascular  action  prove  fatal  to  the  retina,  and  destroy  sight.  I 
have  seen  ulceration  of  the  cornea  and  prolapse  of  the  iris  occasioned 
by  the  presence  of  a particle  of  iron  that  had  entered  a week  before, 
but  which  was  so  diminutive  that  a surgeon  did  not  detect  it. 

When  substances  merely  adhere,  they  are  easily  removed,  the 
chief  requirement  beingAhe  fixing  of  the  eyeball,  and  which  should 
be  done  as  it  an  operation  for  cataract  were  about  to  be  performed. 
When,  from  want  of  practice,  or  any  other  cause,  the  fingers  are  not 
efficient,  the  eyelids  should  be  opened  and  fixed  with  a retractor. 
In  most  instances  there  is  more  than  mere  adhesion.  When  there  is 
impactment  in  the  anterior  elastic  lamina,  or  in  the  true  cornea, 
some  perseverance  is  required  to  extricate.  A small  scoop,  such  as 
I have  figured,  is  superior  for  the  purpose  to  everything  else  that 
I have  tried.  The  body  is  sooner  withdrawn  with  it,  and  remaining 
on  the  end  of  the  instrument,  is  readily  removed ; and  very  much 
less  injury  is  inflicted  on  the  eye  than  in  the  usual  attempts  with 
spatulas,  needles,  cataract-knives,  or  any  angularly  pointed  blades 
It  . may  be  used  when  the  body  is  on  the  surface,  and  when  it 
is  impacted.  Manipulation  is  safer  with  it  than  anythin^  else  A 
speck  may  be  taken  off  more  lightly,  and  certainly  more  readily  than 
with  a blunt  instrument.  But  it  may  not  bo  all-sufficient  1 
have  found  it  necessary  to  employ  a minute  pair  of  forceps  to  extract 
a wood  splinter  Even  more  than  this,  I have  been  obliged  to  cut 
the  cornea  a little  before  I could  extract  with  the  forceps  a bit  of 
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biass  f 10111  11  1 j ttliG  that  J lad  entered  obliquely.  The  outer  end 
being  beyond  the  surface  of  the  cornea,  it  could  not  be  taken  hold 
ot  without  preparation  tor  so  doing.  This  is  a very  nice  proceeding. 
During  these  extractions  all  care  must  be  taken  not  to  push  the 
body  into  the  anterior  chamber.  Carelessness  might  add  such  a 
terrible  complication  to  the  accident.  For  difficult  cases  of  this 
nature,  Mr.  Lawson’s  suggestion  is  good.  It  is,  to  push  the  end 
of  a broad  needle  between  the  laminae  of  the  cornea,  just  posterior 
to  the  extraneous  material,  as  a support,  while  the  process  of 
picking,  or  extracting,  is  being  done.  Another  method  of  his  is, 
to  introduce  the  point  of  a broad  needle  into  the  anterior  chamber, 
press  it  against  the  inner  surface  of  the  . cornea  by  the  side,  of  the 
body,  carefully  hold  it  in  that  position,  and  with  another  needle  j 
to  scrape  through  the  corneal  layers  until  the  body  is  reached. 

A body  may  be  so  driven  into  the  cornea,  that  the  outer  end  is 
covered  by  corneal  tissue,  while  the  inner  projects  into  the  anterior 
chamber.  The  removal  may  be  effected  in  three  ways.  The  first  is  : 
by  incising  the  cornea,  using  forceps,  and  extracting  it.  The  second 
is  by  incising  the  cornea,  pushing  it  partly  back  with  the  forceps  in 
the  direction  contrary  to  which  it  entered,  and  extracting  it  in  front. 
The  third  is  by  inserting  the  point  of  a broad  needle  into  the  ] 
anterior  chamber,  pushing  it  partly  out,  and  extracting  it  in  front. 
By  modifying  these  methods,  or  combining  them,  resources  may  j 
be  found  for  extracting  any  impacted  bodies.  Satisfactory  healing  ' 
usually  attends  this  rude  kind  of  surgery. 

No  opacity  follows  when  the  conjunctiva  and  the  anterior  elastic! 
lamina  only  have  been  involved,  and  none  that  is  practically  .4 
recognisable  where  the  gouge  is  carried  deeper.  A small  speck  of 
opacity  is  all  that  remains  when  the  wound  has  passed  through  the 
cornea. 

The  following  case,  occurring  in  the  practice  of  Dr.  Browne,  of  I 
Belfast,  shows  how  much  may  be  required  to  be  done  in  these® 
accidents,  and  how  great  may  be  the  repair.  The  entire  surface  ofl 
the  cornea,  and  the  greater  portion  of  the  conjunctiva  sclerotic®, 
were  literally  paved  by  fine  particles  of  iron.  A man  was  drilling® 
a hole  in  the  cylinder-case  of  a steam-engine.  He  stooped  down  tor 
observe  his  progress,  and  holding  a lighted  candle,  there  was  an 
explosion  of  some  gas  that  had  collected  between  the  cylinder  and® 
the  case.  The  eye  was  scorched,  and  the  particles  from  the  chilling 
driven  on  its  surface.  The  particles  were  removed  from  the  cornea 
to  an  extent  that  saved  the  eye,  and  rendered  it  useful.  Deformity 
however,  remained,  from  tin1  stains  on  the  cornea  and  the  presence  of 
some  of  the  iron  in  the  surrounding  conjunctiva,  from  which  but 
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small  quantity  was  extracted.  Some  of  the  metal  was  even  under 
the  conjunctiva. 

IJir  only  exception , 1 imagine , likely  to  be  found  against  interfering 
with  any  extraneous  substance  in  the  cornea  is  in  that  rare  condition 
where  it  has  been  imbedded  for  many  days  or  months  without  any 
ill  effects  arising,  the  surrounding  portion  of  the  cornea  not  being 
hazy,  and  pain,  vascularity,  and  lacrymation  being*  absent ; and 
where  there  lias  been  a complete  cessation  ot  all  acute  symptoms. 
Several  times  I have  been  consulted  about  such  cases.  In  each  it 
u as  a bit  of  a percussion  cap  that  had  entered.  The  copper  did  not 
produce  any  irritation.  It  was  not  projecting  beyond  the  surface/ 
1 decided  not  to  interfere,  because,  in  each  case,  to  extricate  it  would, 
in  all  probability,  have  been  a difficult  job,  and  one  likely  to  cause 
destruction  of  the  eye.  Besides,  there  was  time  enough  to  operate  if 
irritation  ensued. 

I lie  late  Mr.  Parrott,  of  Clapham  Common,  brought  his  niece  to 
me,  a gill  ict.  h\ e.  lour  months  previously  she  struck  a copper  cap 
between  two  pieces  of  iron,  and  a portion  of  the  copper  entered  her 
right  eye.  The  cornea  was  divided  nearly  perpendicularly ; the  iris 
had  prolapsed,  and  the  pupil  was  lost.  Considerable  irritation  and 
inflammation  followed  the  injury,  but  now  the  eye  had  recovered 
from  the  acute  symptoms,  and  was,  as  is  usually  the  case  after 
these  accidents,  a little  shrunken  and  flaccid.  About  the  centre  of 
the  cicatrix  was  a minute  piece  of  the  copper,  and  a question  was 
raised  about  its  removal.  The  girl’s  mother  was  opposed  to  this, 
and  I did  not  press  interference,  as  it  was  not  producing  any 
irritation.  J 

I saw  a carpenter  who  had  carried  a bit  of  iron  in  his  cornea  for 
two  years.  It  had  never  produced  irritation. 


I hose  are  examples  of  great  rarity.  I suppose  in  all  of  them 
that  the  process  of  encysting,  of  which  I shall  now  speak,  had  taken 

plciCG. 

Mr.  Wardrop,  in  his  “ Pathology  of  the  Human  Eye,”  correctly 
observes,  that  it  sometimes  happens,  after  a body  is  imbedded  in  the 
i cornea,  a layer  of  new  substance  is  produced  over  it,  so  that  it  does 
not  excite  inflammation,  but  remains  through  life  i„  a kind  of  sac 
lie  quotes  a curious  case,  in  which  the  hard  elytra  of  a beetle 
traversed  in  two  years  from  the  upper  part  of  the  eyeball  to  tile 

there6  I,  tl  1C°ri*ea’  tJ“  P«pil,  finally  lodging 

> there.  In  the  case  of  a patient  at  the  C.  L.  Q.  Hospital  a Ifit, 

wire  was  impacted  at  the  lower  part  of  the  cornea.  There 'was^on  it 

avt  ::;n  tr1’ m the  rro 

Die  injiny  l.ad  been  received  sixteen  years  before,  but  as  it  did 
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not  occasion  the  least  inconvenience,  I did  not  interfere.  Such 
phenomena,  I repeat,  are  rare. 

as  ^Dr  M°  i°rm0f  % b<Mly  a'ld  4,16  l,eculiarity  of  its  impaction  may, 
as  Dr.  Mackenzie  observes,  prevent  its  either  escaping  or  becomii 

encysted ; and  a ease  of  Ur.  Wardrop’s,  reported  in  the  “ Lancet  ” 

is  adduced  as  an  example.  A bit  of  gold  wire  had  entered  the 

ornea,  and  a small  part  protruded,  while  the  larger  portion  was 
impacted  within,  where  it  had  remained  fourteen  weeks  before  it 
was  removed  with  a pair  of  forceps ; but  in  the  meantime  the  eye 
was  nearly  lost,  and  the  iris  was  adherent  to  the  cornea  when  the 
patient  applied  to  Mr.  Waldrop.  The  portion  of  wire  was  fully 
three  lines  in  length ; one  extremity  had  entered  the  anterior 
chamber.  The  aqueous  humour  escaped  at  the  extraction. 

After  a metallic  fragment,  especially  of  iron,  has  been  removed 
some  rust-mark,  or  stain,  may  remain.  This  is  of  no  conse- 
quence, and  should  not  be  picked  at,  nor  be  attacked  with  chemical 
re-agents  ; for  it . is  soon  cast  off.  Yery  little  practice  enables  a 
surgeon  to  ascertain  when  the  particle  has  been  removed.  Carbonized 
and  other  substances  leave  such  traces  ; without  a knowledge  of  this 

unnecessary  injury  may  be  inflicted.  I have  known  vegetable  matter 
produce  stain. 

In  the  “Medical  Times  and  Gazette  of  April  24th,  1852,  Dr. 
H.  Jeanneret  very  ingeniously  proposes  to  dissolve  particles  of  iron  in 
the  cornea  by  the  chemical  action  of  a solution  of  sulphate  of  copper, 
of  the  strength  of  from  one  to  three  grains  to  the  ounce  of  water.’ 
This,  method  should  not  give  place  to  that  of  mechanical  removal, 
but  it  might  be  of  value  when  a surgeon  is  not  at  hand,  and  relief 
cannot  otherwise  be  obtained.  An  eyeglass  filled  with  the  solution 

and  held  to  the  eye  would  be  the  proper  mode  of  using-  this 
agent.  . 6 

The  employment  of  magnets  has  repeatedly  been  suggested  as  an 
easy  and  effectual  means  of  extracting  particles  of  iron  and  steel, 
and  various  shapes  have  been  given  to  them,  some  pointed,  some 
crescentic,  and  so  on ; but  they  are  mere  playthings,  and  not  of  any 
practical  value. 

If  hen  a substance  is  lodged  about  the  conjunctiva , the  patient  may 
be  able  to  define  its  exact  seat,  a matter  of  some  moment ; but 
Avhen  he  cannot,  and  a survey  of  all  the  exposed  parts  of  the  eye  fails 
to  detect  it,  the  eyelids  should  be  retracted,  and  a greater  surface 
of  the  globe  of  the  eye  exposed,  the  entire  cornea  rendered  visible, 
and  some  of  the  sclerotica  beyond  it.  Should  that  not  suffice  to 
reveal  it,  the  interior  of  the  eyelids  must  be  searched ; the  under,  by 
depressing  it  and  pulling  it  from  the  eyeball,  which  should  be 
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directed  upwards;  tlie  upper,  by  reversing  it  that  is,  turning  it 
inside  out,  which  may  he  easily  done  by  holding  some  of 
central  cilia  and  the  edge  of  the  corresponding  portion  of  the  tarsal 
cartilage,  drawing  the  eyelid  down  and  away  from  the  eyeball,  resting 
a probe  or  any  other  small  instrument  above  the  cartilage,  and  then 
folding  the  tarsus  upwards.  The  retroversion  may  be  adroit  y 
effected  with  the  finger  and  thumb.  Nineteen  times  m twenty,  the 
object  sought  will  be  found  about  midway  on  the  tarsus,  and  rather 
near  the  edge.  The  removal  may  be  always  readily  effected  with 
the  finger.  & This  part  of  the  eye  is  next  in  sensitiveness  to  the 
cornea.  Even  when  the  eyelid  is  everted,  a small  extraneous  sub- 
stance'may  still  remain  concealed,  as  the  recess  • of  the  upper 
eyelid  has  not  yet  been  exposed;  and  to  unfold  or  open  it  to  view, 
an  eyelid  retractor,  a narrow  spatula,  or  paper-knife,  or  something  of 
this  kind,  is  required.  TVEen  the  object  is  perceived,  its  detachment 
is  generally  easy.  But  minute  particles,  impalpable  substances,  may 
still  escape  observation  in  this  situation,  especially  by  aitificial  light , 
for  the  length  of  this  recess  in  a deep-set  eye  may  prevent  perfect 
and  satisfactory  exposure.  A jet  of  tepid  water  thrown  up  from  a 
syringe  with  a bent  pipe,  projected  with  sufficient  foice,  should  bo 
employed  whenever,  in  such  a case,  there  is  reason  to  suppose  that 
anything  remains.  Some  surgeons  use,  as  an  instrument  of  search, 
a camel-haii1  brush ; or,  what  is  better,  as  it  is  stiff er,  one  of  sable, 
that  has  been  gummed  or  oiled. 

There  are  occasions  when,  from  the  multitude  of  the  particles,  the 
syringe  cannot  be  dispensed  'with.  A lad  had  both  ej  es  filled  with 
cement-powder.  It  was  necessary  to  use  the  syringe  for  a long- 
while,  the  eyelids  being  all  the  time  held  apart,  before  the  material 
could  be  removed. 

The  less  sensitiveness  of  the  sinus  or  the  oculo-palpebral  fold  of  con- 
junctiva of  the  upper  eyelid,  as  it  is  more  frequently  called,  is  the 
reason  why  the  presence  of  a body  there  may  not  be  felt,  or  suspected, 
till  suppuration  or  inflammation  ensues,  or  a fungus  sprouts  out ; 
or  why  it  may  produce  so  little  annoyance,  or  even  cause  symptoms 
that  may  be  referred  to  other  causes.  I examined  the  eye  of  a 
private  patient,  as  I thought,  carefully,  but  without  discovering 
the  cause  of  the  slight  annoyance  wdiich  she  felt.  I saw  her 
several  days  afterwards,  and  was  requested  to  take  another  survey, 
as  she  was  tolerably  certain  that  something  was  present.  A more 
thorough  search  discovered  a fragment  of  window  glass  there,  so 
large  as  to  make  it  a wonder  that  its  presence  had  not  been  most 
intolerable.  Sir  W.  Lawrence  removed  a bit  of  a twig,  from  the 
bough  of  a tree,  that  had  been  under  the  eyelid  for  several  weeks, 
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without  the  patient  being  aware  of  its  having  entered  the  eye  He 
gives  another  example  of  a gentleman  who  consulted  him  on  account 
ol  uneasiness  m his  eyes,  into  one  of  which  a small  insect  had  flown 
a few  weeks  before,  although  the  patient  was  not  disposed  to 
attribute  all  his  sufferings  to  that  circumstance.  Within  the  under 
eyelid  was  found  one  of  the  elytra,  the  wing  cover,  of  a minute 
species  ot  beetle,  and  within  the  upper  the  corresponding  one. 

A gentleman  consulted  Dr.  Jacob  on  account  of  a fungus  growth 
resembling  a polypus  projecting  from  beneath  the  upper  eyelid. 

16  Seized  lt;.  Wlt]l  a l)air  of‘  forceps,  to  extirpate  it,  and 

found  it  firm  and  resisting.  He  examined  farther,  and  discovered 
a bit  ot  a rush,  three-quarters  of  an  inch  long,  within  it.  The 
gentleman  then  recollected  that,  about  a year  before,  lie  had  a fall 
rom  Ins  horse,  while  hunting,  and  for  several  days  felt  as  if  some- 
thing had  got  into  his  eye,  but  as  the  sensation  went  off,  he  thought 
no  more  of  it. 


The  first  time.  I saw  a fungus  proceeding  from  this  cause  I was 
deceived  tor  a time,  because  I had  no  knowledge  on  the  subject, 
and  I was  unassisted  in  my  diagnosis  by  any  information  from 

my  patient,  the  morbid  growth  alone  having  attracted  his  atten- 
tion. 

In  the  Ophthalmic  Hospital  Reports,  vol.  i.,  p.  35,  is  recorded 
a case  in  which  a husk  remained  under  the  eyelid  for  two  months,  ' 
and  produced,  by  its  irritation,  a warty-looking  growth,  and  besides,  1 
a fibunous  exudation  that  had  become  moulded  by  the  movements  of  ‘ 
the  eyelid.  Ptosis  was  produced. 

A young  girl  had  a soft  red  fungus  growing  out  of  her  eye,  as  I 
large  as  a filbert.  It  was  of  some  weeks’  standing,  and  was  attri- 
buted to  a hurt  inflicted  by  a straw  striking  the  eye.  It  was  j 
ascertained  without  doubt  that  it  took  its  rise  in-  the  oculo-palpebral  ] 
iold.  It  was  cut  away,  but  in  three  weeks  it  was  as  large  as  ever.  ] 
It  was  again  removed ; a bit  of  straw,  half  an  inch  in  length,  was  I 
observed  and  extracted  ; the  cure  was  complete  in  a few  days. 

A man  consulted  Dr.  Monteath  on  account  of  an  inflamed  state  of  I 
his  eye,  induced  by  a fall,  five  months  before,  among  some  bushes,  in  j 
descending  a steep  mountain.  He  felt  at  the  moment  that  some  I 
pait  ol  the  ey  e was  wounded,  and  from  that  period  the  eye  remained  I 
in  a tender  state.  On  everting  the  upper  eyelid,  a fungous  state  1 
of  the  conjunctiva  was  discovered  very  high  up,  and  a probe  gave  I 
assurance  that  something  was  there.  It  was  seized  with  a pair  of  f 
forceps,  and,  when  extracted,  proved  to  be  a portion  of  a twig  from 
a bu«h,  three-fourths  of  an  inch  in  length,  and  nearly  as  thick  f 
as  a crow-quill.  This  .substance  had  remained  in  the  oculo-palpebral 
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fold  of  the  conjunctiva  for  five  months,  and  had  got  into  that  situa- 
tion without  wounding  the  eyeball. 

The  usual  effect  of  substances  long  lying  under  the  upper  eyelid  is 
inflammation  of  the  conjunctiva,  more  or  less  chronic.  The  conjunc- 
tival papilla)  enlarge,  there  is  muco-purulent  or  purulent  discharge, 
and  the  entire  eyelid  loses  its  natural  appearance,  becomes  swollen, 
and  sometimes  inflamed.  I have  known  cases  that  have  been  sup- 
posed to  be  ordinary  purulent  ophthalmia  due  to  the  intrusion  of 
substances.  With  the  slightest  suspicion,  therefore,  of  anything 
having  entered  the  eye,  in  conjunction  with  any  of  these  symptoms, 
a thorough  examination  ought  to  be  made.  It  may  be  necessary  to 
use  chloroform  to  do  this,  from  the  irritability  and  tenderness  that 
exist. 


The  patient’s  sensations  are  not  an  infallible  proof  of  the  presence  of 
a bod)/  within  the  eyelids.  With  a full  persuasion  that  something  yet 
lingers  in  the  eye,  he  may  be  mistaken.  Again,  he  may  be  entirely 
deceived,  not  any  substance  having  entered  the  eye,  the  whole 
source  of  discomfort  arising  from  a few  enlarged  conjunctival  vessels 
about  the  outer  ocular  angle.  One  of  the  symptoms  of  inflammation 
of  the  conjunctiva  is  the  sensation  of  sand,  or  grit,  as  it  is  usually 
expressed,  in  the  eye.  On  the  other  hand,  it  is  not  unusual  that  the 
error  is  on  the  side  of  the  surgeon,  who,  imagining  the  substance *to 
have  been  removed,  directs  his  treatment  against  the  supposed 
consecutive  inflammation,  while  the  true  cause,  the  irritating  body, 
is  still  extant.  A gentleman  perceiving  that  something  had  entered 
his  eye,  and  having  in  vain  tried  to  remove  it,  applied  to  his  usual 
medical  attendant.  Nothing  was  found.  His  suffering  continued. 
On  the  following  day  inflammation  and  pain  rendered  him  unable 
to  attend  to  his  duties.  He  was  cupped,  confined  to  a dark  room, 
and  salivated.  Six  weeks  of  misery  were  passed  in  implicit  obedience 
to  the  rules  of  his  adviser,  who  now  became  not  onty  very 
anxious,  but  actually  alarmed,  and  requested  a consultation  with 
some  one  more  conversant  with  eye  diseases.  This  was  granted.  I 
everted  the  upper  eyelid  and  removed  a portion  of  cigar  ash  from 
about  the  centre  of  the  tarsus.  Belief  was  instantaneous,  the 
symptoms  declined  rapidly,  and  the  cloudy  cornea  recovered  its 
transparency. 

No  advantage  would  accrue  from  my  enumerating  the  various 
substances  in  the  mineral,  vegetable,  and  animal  kingdom,  that  may 
enter  the  eye.  Lists  have  been  published  of  such,  and  the  altered 
forms  that  some  of  them  undergo  have  been  carefully  recorded. 

Metallic  particles  are  frequently  imbedded  in  the  conjunctiva , and  the 
usual  result  is  irritation  for  a few  daj's,  and  no  more  trouble.  I saw 
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an  old  mechanic,  who  worked  at  metal  lathe  turning,  with  both 
conjunctivco  paved  with  iron  chips.  His  cornea  had  many  opacities. 
When  a particle  entered  the  cornea,  or  got  under  the  upper  eyelid, 
he  went  to  the  eye  infirmary  of  the  town  and  had  it  removed! 
Sometimes  lie  did  the  same  when  the  conjunctiva  was  invaded,  hut 
not  always,  only  when  irritation  was  unusually  severe.  As  far  as 
sensation  went,  he  was  unaware  of  the  state  of  his  eyes. 

The  conjunctiva  may  be  penetrated,  and  a particle  of  matter  remain  j 
between  it  and  the  sclerotica.  Encysting  is  very  likely  to  follow 
several  examples  of  which  I have  seen.  The  patients  have  either 
applied  to  me  on  account  of  something  else,  or  I have  met  with  them 
accidentally.  Mr.  W ardrop  tells  us  that  he  has  found  a bit  of  whin- 
stone  inclosed  in  a sac  of  cellular  membrane,  lying  close  to  the  j 
sclerotic  coat.  It  had  remained  for  ten  years  prior  to  the  person’s 
death,  without  occasioning  the  least  uneasiness  or  even  suspicion  of 
its  presence.  Iron  has  remained  encysted  for  years. 

The  sclerotica  itself  is  often  penetrated  and  retains  bodies  without 
much  inconvenience.  I have  several  times  removed  particles  of  iron, 
when  they  seemed  to  irritate,  by  snipping  through  the  conjunctiva, 
and  then  accomplishing  the  desired  end,  with  forceps  or  gouge. 

I have  seen  many  accidents  from  the  percussion  cap,  never  among 
sportsmen,  but  from  improper  use  of  it,  from  playing  with  it,  such  as  j 
exploding  it  with  a hammer,  or  a stone.  I have  seen  five  eyes  j 
destroyed  in  one  year.  This  cap  accident  is  common  at  fairs,  where 
people  snap  them  on  popguns  for  nuts.  The  cap  of  the  nut-seller’s 
toy  is  highly  dangerous,  being  peculiarly  constructed.  The  copper 
is  not  cleft,  as  in  the  ordinary  cap,  but  entire,  to  concentrate  the 
force  of  the  ignition.  Thus  it  splits  with  violence  and  flies  about, 
not  merely  to  the  injury  of  those  who  use  them,  hut  to  others. 

Occasionally  an  exfoliative  effort  is  seen  on  the  surface  of  the  eye.  | 
Bodies  that  have  been  lying  quiet  in  the  cornea  or  the  sclerotica, 
may,  after  the  lapse  of  months  or  years,  obey  the  well-known  law 
and  begin  to  work  out.  This  is  more  common  when  the  eye  has 
been  destroyed,  and  is  more  or  less  shrunken.  A yoimg  man 
received  a portion  of  a percussion  cap  in  the  sclerotica,  just  outside 
the  cornea,  and  after  a week  of  inconvenience  he  returned  to  his 
work.  He  was  unaware  of  any  defect.  Nine  months  after,  he  came 
to  me,  complaining  of  an  occasional  pricking  in  the  eyelid,  of  a few 
days’  standing.  In  the  centre  of  a granulation  at  the  site  of  the  old 
injury,  I saw  an  angle  of  the  piece  of  copper,  and  extracted  it.  The 
broken  cap  was  being  cast  out. 

After-treatment  is  seldom  required.  The  symptoms  usually  disappear 
as  readily  as  they  were  manifested.  Where  inflammation  has  been 
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severe,  and  there  is  pain,  with  heat  and  intolerance  of  light,  a fold  of 
thin  rag,  large  enough  to  cover  the  eyelids,  dipped  out  ot  cold  water, 
applied,  and  renewed  every  few  minutes,  will  soon  give  relief.  The 
addition  of  some  narcotic  to  the  water  may  he  useful.  This,  with 
rest  to  the  eye,  quiet  of  body,  moderate  abstinence,  and  perhaps 
slight  purgation,  amply  suffice  for  every  case. 


LARVJE  OF  INSECTS  UNDER  THE  EYELIDS. 

The  larvce  of  insects  are  sometimes  deposited  beneath  the  eyelids. 
In  the  “ Annales  d’Oculistique,”  it  is  told  by  M.  Armand  Bouilhet, 
that  a young  woman,  while  cutting  rye,  felt  something  impinge  on 
the  eye,  and  immediately  suffered  pain.  M.  Bouilhet  thought  he 
had  to  deal  with  some  foreign  body.  After  opening  the  eyelids  he 
perceived  a whitish  point,  put  it  on  a pin  to  show  it  to  the  patient, 
and  to  his  astonishment  saw  that  it  moved.  He  examined  it 
attentively,  and  discovered  a little  worm.  Remembering  that  some 
flies  deposit  their  larvae  in  different  parts  of  animals,  he  thought  this 
little  insect  might  not  be  the  only  one.  He  poured  a few  drops  of 
olive  oil  upon  the  globe  of  the  eye,  and  withdrew,  successively,  ten 
worms. 

A child,  of  ten  to  eleven  years  of  age,  who  since  the  preceding 
evening  had  experienced  great  uneasiness  in  the  eye,  was  brought  to 
M.  Bouilhet.  The  symptoms  had  come  on  immediately  after  a fly 
had  flown  into  the  eye,  though  it  scarcely  remained  a moment. 
M.  Bouilhet  examined  it  attentively,  and  discovered  little  worms  in 
the  sinus  of  the  upper  eyelid.  Oil  was  used,  and  six  worms  were 
drawn  out.  As  the  case  was  spoken  of  as  something  extraordinary, 
a physician  went  to  see  the  child,  and  detected  other  worms.  He 
immediately  sent  him  back  to  M.  Bouilhet,  who  took  away  two  more. 

A unique  case  is  related  by  Cloquet,  in  his  “ Pathologie  Chirurgi- 
cale.”  A man,  fifty  years  of  age,  who  was  drunk,  fell  asleep  in  the 
fields  ; flies,  musca  carnaria , deposited  their  ova  at  the  orifice  of  the 
nostrils  and  ears,  between  the  eyelids,  and  on  the  prepuce.  The 
larvae  made  their  way  into  the  body  in  these  several  situations  ; the 
eyes  were  completely  destroyed,  for  on  removing  the  larva),  the 
lenses  escaped  through  the  perforations  they  had  effected  in  the 
cornea).  Under  the  cranial  integuments  they  formed  large  deposits, 
from  which  they  could  be  pressed  in  thousands  through  ulcerated 
openings.  The  miserable  mortal  survived  for  about  a month  in  a 
state  of  imbecility,  ihe  bones  of  the  skull  were  partly  necrosed,  and 
the  corresponding  parts  of  the  dura  mater  and  arachnoid  membrane 
were  in  a state  of  inflammation. 
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FOREIGN  BODIES  WITTITN  THE  EYEBALL. 

. Emry  a0°i(lcnt  of  this  nature  impairs  the  eye.  The  direct  danger  is 
m proportion  to  the  size  of  the  impacted  hod 7.  The  eye  may  be 
hopelessly  destroyed  at  once,  from  laceration  of  the  many  textures, 
and  the  impossibility  of  repair,  or  the  destructive  inflammation  that 
at  once  sets  in.  The  secondary  risk  of  destruction  is  according  to 
the  locality  m which  the  body  is  planted,  there  being  the  least  peril 
av  len  the  anterior  chamber  is  occupied,  the  greatest  when  the  vitreous 
legion  is  the  site.  Besides,  there  is  secondary  severity  according  to 
the  textures  involved.  The  iris  is  the  most  tolerant.  The  ciliary 
processes,  the  choroid,  and  the  retina  show  resistance  in  the  order 
mentioned.  The  deleterious  effects  arise  primarily  from  acute 
inflammation,  on  which  suppuration  may  follow,  although  it  is  rare  ; 

or,  secondary  and  chronic  inflammatory  action,  that  spoils  every 
tissue. 

There  is  generally  produced  a great  deal  of  pain,  and  there  is  a tract 
of  suffeimg  in  the  course  of  the  ramifications  of  the  fifth  nerve  over 
that  side  of  the  head.  It  has  a neuralgic  character.  I have  never 
seen  greater  suffering  than  I have  witnessed  in  some  of  these  attacks. 

Respecting  treatment.  The  interest  of  a patient  is  best  secured  by  the 
prompt  removal  of  extraneous  bodies.  It  is  our  duty,  as  a rule,  to  try 
to  remove  whatever  is  driven  into  the  eye.  Whenever  this  is 
practicable,  an  endeavour  should  be  made  to  extract  anything,  unless 
it  has  passed  out  of  sight,  and  cannot  be  felt  with  a probe,  or  when 
its  position  cannot  be  ascertained,  in  which  cases  the  eye  must,  for  a 
time,  be  left  to  take  its  chance.  So,  likewise,  when  it  is  so  small 
that  it  is  scarcely  possible  to  be  seized ; or  when  it  is  of  a nature 
that  is  likely  to  be  absorbed ; or  is  a soft  substance  which,  though 
insoluble,  cannot  be  removed,  and  unlikely  to  be  injurious,  as  gun- 
powder, or  its  residue. 

It  is  no  easy  matter  to  execute  this  operation  with  the  least 
possible  injury,  and  effectively.  Attempt  upon  attempt  is  often  made 
m vam.  A well-tutored  hand  only  can  be  expected  to  be  successful.  ; 
It  is  an  undertaking,  above  all  others,  that  needs  self-possession, 
knowledge  of  operations  on  the  eyeball,  and  cleverness  in  manipula- 
tion. Chloroform  is  often  indispensable.  The  details  must  be  regulated  $ 
by  the  individual  peculiarities  of  tire  case.  The  retracting  of  the  . 
eyelids,  the  steadying  of  the  eyeball,  and  the  opening  of  the  cornea, 
must  all  be  attended  to  as  in  extracting  a cataract.  In  addition,  the 
eyeball  may  be  kept  motionless  by  forceps  or  hooks.  The  cornea 
should  be  sufficiently  incised  with  knife  or  keratome.  The  aqueous 
humour  should  be  allowed  to  escape  before  the  cutting  instrument  Is 
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withdrawn,  in  order  to  prevent  prolapse  of  the  iris,  for  that  would 
spoil  the  intended  course. 

The  position,  or  the  mode  of  attachment  of  the  body,  is  to  be  the 
guide  in  selecting  the  spot  for  the  incision.  The  nearer  to  the  margin 
the  opening  is  made,  the  less  will  be  the  danger  of  protrusion  of  the 
iris.  Whether  forceps,  hook,  probe,  or  curette  be  used,  its  extremity 
should  be  blunted,  to  avoid  injuring  the  textures  it  may  come  in 
contact  with,  especially  the  capsule  of  the  lens  ; for,  if  that  be  torn  or 
scratched,  opacity  will  ensue.  The  spoon  of  the  curette  will  be  found 
very  serviceable.  Loose  bodies  are  more  readily  removed  than 
adherent  ones.  It  cannot  always  be  determined  beforehand  what 
shall  be  the  actual  procedure.  I have  commenced  an  operation  with 
a determination  to  adopt  a particular  course,  and  circumstances  have 
arisen  that  required  a different  method.  Emergencies  will  arise,  and 
should  be  expected  and  provided  for. 

It  is  worthy  of  note,  that  -while  the  most  trivial  injury  to  the 
cornea  is  likely  to  be  followed  by  abscess,  and  the  suppurative  action 
may  involve  all  the  ocular  tissues,  injury  to  the  interior  of  the. 
eyeball  from  the  presence  of  substances  is  rarely  the  cause  of 
suppuration.  On  the  contrary,  attacks  of  inflammation,  sometimes 
slight,  sometimes  severe,  may  supervene  and  more  or  less  damage 
several  structures  and  spoil  the  sight,  and  the  inflammatory  action 
may  recur  again  and  again  over  several  years,  the  eye  never  perhaps, 
being  free  from  morbid  action  ; and  yet  suppuration  may  not  be 
induced.  Atrophy  is  the  common  result. 

It  is  impossible  to  express  forcibly  and  definitely,  in  a general 
statement,  all  that  is  necessary  to  be  done  in  those  accidents.  The 
subject  must  be  discussed  and  practical  remarks  appended  according 
to  the  varying  conditions  that  may  exist,  especially  the  several  posi- 
tions of  the  foreign  bodies. 

Foreign  bodies  in  the  anterior  chamber  of  the  eye.  When  a body 
is  lodged  here,  and  lies  loose,  it  generally  produces  destructive 
irritation.  The  eyeball  inflames,  and  the  early  apparent  changes  are 
dullness  of  the  cornea,  inflammation  of  the  iris,  and  surface  redness 
of  the  eye,  objective  symptoms  of  general  ophthalmitis.  But  sight 
may  too  be  lost  when  there  is  scarcely  any  such  recognisable  feature 
of  disease;  the  disorganization  proceeding  without  what  we  are 
accustomed  to  call  inflammation.  Or  acute  symptoms  may  at  first 

appear  and  lapse  into  morbid  chronic  action.  Or  these  may 
alternate. 

Exceptionally,  examples  have  been  met  with  in  which  there 
has  been  tolerance  to  the  presence  of  intruded  bodies  for  days, 
weeks,  and  years.  In  one  instance,  a bit  of  stone  was  fourteen 
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years  in  the  anterior  chamber  before  it  set  up  irritation.  It  was 
oiiginally  driven  into  the  lens,  and  when  this  became  absorbed, 
it  fell  into  the  chamber,  still  * having  an  attachment  to  the  lens 
capsule.  It  was  successfully  taken  out.  In  a still  more  particular 
instance,  one  remained  for  sixteen  years.  But  as  a rule  the  end 
is  disastrous.  Except  the  very  unlikely  process  of  encysting 
should  ensue,  the  eye  will  perish  without  treatment.  Here  is  a 
ease  in  point. 

A gentleman  was  engaged,  in  February,  1 80S,  in  making  oxygen 
gas  for  a lecture,  and  employed  a wrought-iron  bottle,  with  a tube 
about  two  feet  long.  An  explosion  ensued,  and  lie  was  stunned,  but 
not  blinded,  as  he  found  his  way  to  a water-butt.  After  this  he 
could  not  open  his  eyes  for  three  weeks.  The  right  eye  got  well ; 
the  other  remained  inflamed.  In  five  months  he  had  recovered 
sufficient  strength  to  get  about,  but  the  left  eye  wras  not  available 
for  nine  or  ten  months,  when  all  seemed  well.  In  July  of  the 
year  186/ , he  wras  introduced  to  me  as  a patient  by  Mr.  Joseph 
Skelding,  in  consequence  of  irritation  of  both  eyes,  particularly  of 
the  left ; but  very  slightly  of  the  right.  He  had  been  all  along 
aware  that  a few  particles  from  the  explosion  had  been  lodged  in 
the  cornea  of  the  left,  but  only  lately  had  he  known  that  some  were 
floating  in  the  anterior  chamber.  I regarded  the  inflammation  as 
due  to  rheumatism,  especially  as  both  eyes  were  involved ; and  the 
good  effects  of  treatment  seemed  to  confirm  this.  He  returned  to 
me  in  August  with  well-marked  ophthalmitis  in  the  left  eye, 
apparently  due  to  the  irritation  of  the  particles  in  the  anterior 
chamber.  There  was  general  inflammation  of  the  eyeball,  haziness 
of  the  cornea,  ocular  tension,  pain,  and  very  imperfect  vision.  The 
other  eye  was  not  affected.  I determined  to  remove  the  particles, 
and  was  prepared  to  wash  out  the  chamber  of  the  eye  with  water,  if 
necessary.  He  was  chloroformed.  I made  a small  lower  section 
of  the  cornea  at  the  very  margin,  and  fortunately  the  particles 
escaped  with  the  aqueous  humour.  A great  deal  of  acute  inflam- 
matory action  ensued,  and  a prolapse  of  the  iris  followed.  In  a 
month  the  corneal  section  had  quite  healed,  and  the  iris  was  so  far 
retracted,  that  the  pupil,  still  round,  was  displaced  but  very  little 
downwards,  being  just  out  of  the  centre.  I attributed  the  good 
result  to  my  perseverance  in  keeping  the  eye  closed  with  plaster, 
until  all  external  evidence  of  inflammatory  action  had  ceased.! 
Vision  is  quite  restored. 

This  illustrates  four  points  : very  severe  and  long-continued 

inflammation,  kept  up  by  the  bodies  in  the  anterior  chamber; 
complete  temporary  cessation  of  all  symptoms  ; return  °f 
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symptoms,  for  tliero  can  be  little  doubt,  as  the  sequel  proved, 
that  when.  I first  saw  him,  it  was  traumatic  irritation,  and  not 
rheumatic  inflammation  which  was  present ; cessation  of  symptoms 
when  the  particles  were  removed  from  the  chamber. 

Certain  exceptions  must  be  named  against  immediate  interference , if 
no  irritation  be  set  up.  We  have  sufficient  evidence,  through 
Sir  W.  Lawrence  and  others,  and  I have  personal  knowledge 
of  an  instance,  that  a portion  of  steel,  such  as  the  point  of  a 
cataract-knife,  or  of  a cataract-needle,  provided  that  it  be  but  a 
mere  fragment,  will  become  oxidized  and  absorbed  in  the  anterior 
chamber,  leaving  the  eye  uninjured.  So  long,  then,  as  an  oxidizable 
bit  of  metal  sufficiently  small  does  not  produce  symptoms,  it  is 
prudent  to  wait  and  see  the  issue.  But  this  does  not  hold  good 
with  copper  or  brass.  These  resist  the  saline  action  of  the  aqueous 
fluid,  and  should  be  taken  away,  and  the  sooner  the  better. 

The  length  of  time  that  mag  have  elapsed  since  a foreign  body  has 
entered  should  be  no  reason  against  endeavouring  to  extract  it  when  its 
presence  becomes  injurious.  In  the  “ Dublin  Medical  Press  ” for 
December,  1846,  Dr.  Jacob  tells  of  a bit  of  stone,  the  fourth 
of  an  inch  long,  and  a sixth  in  diameter,  and  very  sharp,  that 
had  remained  loose  in  the  anterior  chamber  for  nearly  four  years, 
before  much  irritation  was  set  up.  He  operated,  with  the  hope 
of  saving  the  eye  from  complete  destruction. 

If  a first  attempt  at  removal  should  fail,  a second  may  succeed. 
Iu  Ammon’s  “ Zeitschrift,”  vol.  iii.,  p.  103,  we  are  told  that  a 
small  glass  ball,  which  had  been  filled  with  spirits  of  wine,  and  as 
a so-called  joke  put  into  the  fire,  burst  and  threw  into  the  left  eye  of 
a female  a fragment  which  became  fixed  in  the  middle  of  the 
cornea.  Next  day  a surgeon  was  called,  who,  in  attempting 
extraction,  unfortunately  drove  it  into  the  anterior  chamber.  For 
a whole  year  the  woman  suffered  the  severest  pain.  The  cornea 
continued  transparent  for  about  six  months,  and  during  that  time 
the  glass  splinter  was  visible,  freely  floating  in  the  anterior 
chamber  ; subsequently  the  cornea  became  opaque,  and  acquired  a 
pannus-like  condition.  The  patient  went  to  Vienna,  where  she 
applied  to  many  surgeons,  none  of  whom,  however,  believed  in  the 
existence  of  any  foreign  substance,  as  it  was  no  longer  visible. 
By  degrees  the  cornea  became  clear,  and  vision  returned ; but  the 
severe  pain,  extending  from  the  eye  towards  the  head,  remained 
unmitigated.  _ At  the  end  of  five  years  of  suffering,  she  again 
repaired  to  Vienna,  and  saw  Dr.  Carl  Jiiger,  who  made  an  incision 
m the  cornea  with  a common  cataract-knife,  and  with  various 
forceps,  probes,  and  other  instruments,  endeavoured,  but  in  vain, 
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to  extract  the  body,  which,  in  consequence  of  bleeding  from  the  iris, 
was  now  hidden.  The  eye  was  soon  in  the  same  condition  as  before 
| ie  operation,  although  less  painful.  In  a few  months,  however, 
her  sufferings  returned,  and  again  she  applied  to  Dr.  Carl  Jager, 
who  now  succeeded  in  detecting  the  piece  of  glass,  which  was 
ol  a triangular  shape,  measuring  in  its  greatest  diameter  about 
h\  c lines,  covered  with  a light-brown  coloured  exudation,  and 
extracted  it  with  a pair  of  forceps.  No  injurious  consequences 
followed,  and  vision  was  scarcely  impaired.  Many  other  cases  are 
on  record. 

Experience , and  much  inquiry,  have  convinced  me  that  after  symptoms 
of  irritation  have  set  in,  it  is  a fallacy  fraught  ivith  danger  to  wait  till 
they  subside,  for  an  opportunity  to  operate.  The  subsidence,  for  the 
most  part,  never  arrives,  let  the  general  treatment  be  what  it  may, 
till  the  eye  is  destroyed,  and  the  most  threatening  symptoms  will 
rapidly  end  .when  the  irritant  has  been  removed.  There  should 
be  no  delay. 

The  long  continuation  of  symptoms,  no  matter  how  severe  they 
may  have  been,  should  not  extinguish  hope  of  saving  some  sight, 
if  the  eye  be  not  disorganized.  I know  of  an  instance  in  which 
useful  vision  was  regained  after  the  removal  of  a body  that  had 
been  in  the  anterior  chamber  for  six  years,  and  had  irritated  the 
eye  all  the  while.  It  was  supposed  that  the  internal  parts  of 
the  eye  were  spoiled. 

At  no  period,  even  in  any  disorganized  stage  of  the  eye,  should 
we  abstain  from  removing  a body  to  subdue  pain. 

The  process  of  encysting  is  always  rare,  and  the  fortunate 
occurrence  bears  but  a small  proportion  to  the  usual  result.  Mr. 
Tyrrell  speaks  of  a small  particle  of  granite,  and,  in  two  instances, 
of  minute  portions  of  copper  caps,  thus  fortunately  encased. 

Except  for  very  cogent  reasons,  I should  be  disposed  to  leave 
an  encysted  body  alone.  I should  not  interfere  so  long  as  vision 
was  not  interrupted,  or  likely  to  be  damaged  by  this  conservative 
effort.  I should  interfere  if  the  least  irritation  were  set  up.  But 
a substance  so  tied  down,  is  not  altogether,  and  for  ever,  out  of  reach 
of  harm.  Effusion  of  lymph,  or  a capsule  around  it,  does  not 
absolutely  secure  immunity  from  future  disturbance.  The  cyst 
may  open  spontaneously,  or  be  broken  by  violence,  or  become 
injurious  in  itself.  We  learn,  in  Mr.  Middlemore’s  “Treatise  on 
the  Diseases  of  the  Eye,”  that  a man  came  to  him  with  a bit  of 
metal  at  the  bottom  of  the  anterior  chamber.  There  was  acute 
inflammation  of  the  eyeball ; this  was  reduced.  Encj'sting  took 
place  in  a few  weeks.  Two  years  afterwards  the  eye  was  struck,  the 
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cyst  burst,  and  the  particle  set  loose  in  the  chamber.  Suppuration 
of  the  eyeball  threatened,  but  was  checked  by  the  timely  extraction 
of  the  particle. 

A foreign  body  may  be  impacted  in  the  iris.  Anything  so  placed 
ought  to  be  extracted,  because  observation  shows  that  an  exception 
to  its  being  troublesome  can  scarcely  be  expected.  If  it  project,  and 
can  be  readily  seized,  an  attempt  at  extraction  should  be  made ; 
but  if  much  impacted,  or  very  minute,  or  covered  by  exudation, 
the  piece  of  iris  involved  should  be  withdrawn  and  encised,  as  in 
the  operation  for  the  formation  of  an  artificial  pupil  by  “ excision.” 
Besides  the  damage  that  may  accrue  to  the  iris,  and  to  the  capsule 
of  the  lens,  in  trying  to  extricate  an  encased  body,  such  bleeding 
is  likely  to  occur  as  would  prevent  the  completion  of  the  operation. 
Unless  it  project,  and  can  readily  be  seized,  the  difficulty  of 
extraction  is  very  great,  and  the  operation  is  likely  to  be  injurious, 
therefore  it  is  better  to  excise  the  bit  of  the  iris,  than  attempt  what 
has  proved  a tedious  and  fruitless  process,  that  of  picking  out  the 
fragment,  particularly  when  more  or  less  covered  by  exudation. 

The  curative  effect  of  encysting  is  most  common  on  the  iris,  yet, 
even  here,  this  effect  does  not  preclude  mischief,  as  the  encysted 
body  may  become  loosened,  detached,  and  produce  very  ill  effects. 
In  the  “Dublin  Quarterly  Journal,”  an  instance  is  recorded  of  a 
very  minute  scale  of  copper  cap  in  the  iris  becoming  encysted, 
and  remaining  so  for  eight  years,  during  which  time  it  produced 
repeated  attacks  of  inflammation  of  the  eyeball,  and,  ultimately, 
it  exfoliated  through  the  cornea. 

Irritation  may  be  set  up,  and  for  the  first  time,  while  the  body  is  in 
the  cyst.  I have  known  this  to  occur,  and  without  any  apparent 
cause.  The  eye  was  threatened  with  destruction.  I do  not  know 
the  end  of  the  case. 

The  cyst  itself  may  prove  injurious.  The  late  Mr.  Scott  deemed 
it  imperative  to  remove  an  enclosing  cyst,  because  of  its  growth.  A 
bit  of  iron  entered  the  iris  of  a blacksmith’s  apprentice,  and  after 
several  weeks  of  active  inflammation,  good  vision  was  recovered 
notwithstanding  a disfigured  pupil.  Some  months  subsequently, 
a small  cyst  formed  in  connection  with  the  injured  part,  and  grew, 
with  a white  and  tendinous-like  structure,  to  the  size  of  a pea, 
when  it  was  thought  fit  to  operate. 

An  eye  may  be  destroyed  while  the  encysting  is  going  on.  The 
case  I give  to  illustrate  this  process,  is  full  of  pathological  facts  in 
association  with  these  accidents. 

Impactment  of  a foreign  body  in  the  iris,  of  two-and-a-half 
yeais  standing.  formation  of  a cyst  around  it.  Recurrent 
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utUidvs  of  inflammation.  Loss  of  the  eye.  Sympathetic  weakness 
o±  the  other  eye  and  myopia.  Removal  of  the  front  of  the  diseased 
eye.,  and  the  foreign  body  along  with  it.  A stout,  healthy  man, 
twenty-two  years  of  age,  was  struck  on  the  left  eye  by  a percussion 
cracker,  containing  fragments-  of  flint  and  detonating  powder, 
which  was  thrown  at  him  from  a window  twenty  feet  high.  It 
exploded  as  it  struck  him.  The  eyeball  was  not  painful  until 
night.  ^ Next  day  it  was  better.  For  a fortnight  there  was  not  any 
discomfort.  The  eyeball  then  inflamed,  and  continued  in  that  state 
for  six  weeks,  when  vision  was  so  impaired  that  it  was  useless  for 
practical  purposes.  It  recovered  for  a time,  and  again  inflamed 
foi  seveial  weeks.  Vision  was  now  cjuite  lost.  The  man  then 
became  a patient  at  the  C.  L.  0.  Hospital.  The  following  was  his 
condition  when  admitted  : 

Left  eye.  Surface  vascular.  Anterior  chamber  much  contracted. 
Cornea  a little  hazy.  Iris  discoloured,  and  on  its  surface,  nasal  side, 
was  a fibrous-looking  node,  about  the  size  of  half  a hemp-seed. 
A sharp  pucker  at  this  spot  deformed  and  displaced  the  pupil, 
and  drew  it  inwards.  The  lens  was  obscured  by  lymph,  to  which 
the  pupil  was  adherent.  The  eyeball  was  tender  when  touched. 
I he  most  careful  examination  failed  to  discover  any  evidence  of 
injury  to  the  cornea,  the  sclerotica,  or  any  part  of  the  exterior  of  the 
eye,  so  that  there  was  no  direct  evidence  of  anything  having 
entered  the  eye  ; but  the  presumptive  evidence  was  in  favour  of 
the  eye  having  been  penetrated  by  a body  which  was  lodged  in 
the  iris  and  had  become  encysted. 

Eight  eye.  All  external  appearances  were  normal.  The  sight 
was  perfect^  healthy  before  the  accident.  Six  months  after,  near- 
sightedness Commenced.  A concave  lens  assisted  vision.  With  the 
near-sightedness  dates  also  irritability  of  the  eye,  and  incapacity  to 
read  for  more  than  three  hours,  on  account  of  pain  in  the  eye 
and  dimness  of  vision.  Sympathetic  ophthalmitis  became  very 
marked. 

The  front  of  the  left  eye,  including  the  iris,'  was  removed.  The 
crystalline  lens  was  absent,  having  been  absorbed.  No  vitreous 
humour  was  lost  at  the  operation.  In  the  centre  of  the  nodide  on 
the  iris  was  a minute  angular  piece  of  flint. 

Besides  the  conservative  process  of  a foreign  body  in  the  eyeball 
becoming  encysted , occasionally  an  accompanying  effort  is  made  at  e.rfo-ff 
liation.  In  the  many  instances  recorded  of  this  nature,  the  eye  had 
generally  been  lost  before  the  foreign  body  was  thrown  out.  In  one, 
however,  I find  that  the  eye  was  saved  by  such  a course. 

A man  came  under  the  care  of  Mr.  Dixon,  with  an  inflamed  eye, 
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and  a little  mass  about  the  size  of  a mustard-seed  at  the  lower 
and  inner  part  of  the  iris,  which  seemed  to  be  a foreign  body  thinly 
covered  with  fibrine.  Light  years  previously  his  eye  was  injured, 
while  he  was  standing  a few  yards  from  a man  who  was  shooting 
sparrows.  Two  attacks  of  inflammation  followed,  lor  which  he  was 
treated.  Three  or  f'om'  years  after,  during  a third,  a thin  flat  scale 
of  a percussion  cap,  half  denuded  of  its  fibrous  covering,  was 
clearly  seen. 

The  eye  never  seemed  in  a condition  to  admit  of  an  operation, 
and  continued  in  an  unsatisfactory  state.  A little  white  elevation, 
with  a dark  spot  in  the  centre,  was  observed  in  the  middle  of  a 
fibrinous  patch  in  the  cornea.  A few  days  later,  a fine  black  point, 
that  protruded,  was  extracted  by  Mr.  Dixon,  and  proved  to  be  a 
scale  of  metal.  The  lower  half  of  the  pupil  was  clouded  by  an 
opacity,  the  iris  acted  well,  good  vision  was  restored.  (“  Dublin 
(Quarterly  Review  ” for  1848.)  A rare  event  like  this  should  be 
regarded  rather  in  the  light  of  a curiosity,  and  never  reckoned  on  or 
trusted  to. 

When  a foreign  bod;/  ha*  entered  the  posterior  chamber  of  the  eye , 
it  should  be  extracted , if  possible.  Dilatation  of  the  pupil  will  often 
facilitate  the  operation.  As  a rule,  it  will  be  useless  to  attempt 
the  extraction  unless  the  body  can  be  seen.  I shall  append  two 
cases  in  illustration.  The  first  is  recorded  by  Mr.  Critchett,  in  the 
“Lancet”  of  April  1,  1854. 

An  engineer  was  struck  with  considerable  violence  on  tire  left 
eye  by  a piece  of  metal  from  a lathe,  lie  suffered  very  much  from 
pain  in  the  eyeball  and  dimness  of  vision,  and  on  the  following  day 
applied  to  Mr.  Critchett,  who  found  an  irregular  corneal  wound, 
which  was  so  far  closed  as  to  retain  the  aqueous  humour.  At  the 
pupillary  margin  above,  there  was  a dark-looking  mark,  which 
appeared  like  a foreign  body.  The  lens  was  becoming  milky. 
Judging,  both  from  the  history  and  the  appearances,  that  a foreign 
body  had  entered  the  eye,  Mr.  Critchett  proceeded  to  attempt  its 
removal,  lie  first  introduced  a small  probe  through  the  wound  in  the 
cornea,  towards  the  dark  spot  on  the  pupillary  margin,  and  ascertained 
that  this  appearance  depended  upon  a slit  in  the  pupil,  caused  by 
penetration.  As  traumatic  cataract  was  forming,  he  proceeded  to 
remove  it,  and  to  seek  for  what  had  entered.  The  opening  in  the 
cornea  was  slightly  enlarged,  and  the  scoop  of  a curette  introduced, 
with  which  the  greater  part  of  the  lens  was  gradually  spooned  away. 
When  the  lens  was  thus  nearly  removed,  a dark,  oblong’  piece  of 
metal  suddenly  came  into  view,  lying  behind  and  across  the  pupil, 
and  resting  upon  the  hyaloid  membrane,  which  was  evidently  not 
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wounded.  A pair  of  delicate  forceps  were  now  introduced,  for  the 
purpose  of  seizing  and  drawing  it  out;  hut  although  there  was  no 
ti  iculty  in  holding  it,  the  blades  slipped  off  whenever  the  least 
traction  was  made,  owing  to  the  smooth  polished  surface  of  the 
metal  and  to  its  prismatic  form.  It  was  subsequently  lifted  out 
with  the  scoop  of  a curette,  but,  in  doing  so,  the  hyaloid  membrane 
was  wounded,  and  a small  amount  of  vitreous  humour  escaped, 
llie  eyelids  were  closed,  and  the  man  was  put  to  bed.  Some  slight 
swelling  ensued,  together  with  pain,  but  these  symptoms  gradually 
passed  away.  The  state  of  the  eye,  ten  weeks  after,  was  as  follows : 
a faint  mark  of  the  wound  in  the  cornea ; pupil  small  and  filled  with 
a thin  layer  of  lymph;  above,  slight  adhesion  of  the  iris  to  the 
cornea ; a good  anterior  chamber ; some  perception  of  objects  ; the 
eyeball  firm,  and  free  from  pain  and  inflammation  ever  since  the  first 
week  after  the  accident. 

The  second  is  taken  from  the  “ Ophthalmic  Hospital  Reports”  for 
January,  1859.  A healthy  young  mill-stone  maker  applied  at  the 
Royal  London  Ophthalmic  Hospital,  February  15th,  1858,  his  left 
eye  having  been  struck  with  a splinter  while  he  was  at  work  on 
the  preceding  evening.  The  conjunctiva  was  red  and  slightly 
chemosed  ; the  iris  was  bright  and  active.  At  the  outer  border  of 
the  pupil  was  a small  but  conspicuous  greyish  object,  which  pro- 
jected very  slightly  into  its  area,  and  extended  outwards,  behind  the 
iris,  for  about  one-sixteenth  of  an  inch.  A faint  linear  scar  about 
the  centre  of  the  cornea  was  only  detected  by  close  examination. 
The  sight  was  but  slightly  affected.  He  was  quite  free  from  pain,  j 
except  when  out  of  doors.  Mr.  Bowman,  supposing  that  the  object 
was  a splinter  of  stone,  determined  to  remove  it.  An  attempt  was 
made  to  seize  it  with  the  canula-forceps,  introduced  through  a small 
incision  at  the  inner  edge  of  the  cornea.  A*  small  thread  of  lymph 
came  away  in  the  grasp  of  the  instrument,  and  exposed  to  view  a 
minute  scale  of  metal  which  it  Jiad  enveloped.  The  scale  was  easily 
withdrawn  with  the  scoop  of  a curette.  It  was  a portion  of  the 
chisel  with  which  the  man  was  working. 

He  presented  himself  again  on  the  23rd ; the  eye  was  not 
inflamed,  the  pupil  was  active  and  circular,  the  lens  was  clear,  and 
his  sight  uninjured. 

Bodies  (jet  impacted  in  the  crystalline  lens.  The  lens  should  be 
extracted  as  soon  as  the  eye  is  fit  for  the  operation.  It  must  be  done 
at  once,  or  delayed  for  a few  days  or  week,  if  the  eye  be  inflamed. 
An  inflamed  cornea  will  not  unite.  In  the  only  accident  of  this 
kind  that  I have  had,  treatment  was  not  allowed.  But  some  good 
examples  are  recorded. 
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'While  a young  farmer  was  at  work  with  tools,  a chip  ol  iion 
struck  his  right  eye,  which  became  a little  inflamed,  but  got 
well  in  a week.  The  sight  got  misty,  and  rapidly  became  worse. 
Mr.  Bowman  detected  a minute  cicatrix  near  the  outer  edge  of  the 
cornea,  and  observed  a small  black  spot  on  the  outer  part  ol  the  iris. 
The  nature  of  this  spot  was  doubtful ; it  might  be  a minute  eccliy- 
mosis,  or  a small  dot  of  uvea,  or  a hole  in  the  iris.  The  ophthalmo- 
scope proved  the  last  supposition  to  be  the  correct  one.  The  pupil 
was  dilated  with  atropine.  The  lens  was  semi-opaque  in  all  its 
superficial  parts,  and  near  its  posterior  surface,  below  the  nucleus,  a 
small  fragment  of  iron  was  very  plainly  visible.  It  could  also  now 
be  discerned  with  the  naked  eye  by  reflected  light.  Mr.  Bowman 
recommended  its  immediate  removal.  The  patient  was  chloroformed, 
and  a needle  was  passed  through  the  cornea  backwards  into  the  lens, 
the  point  being  directed  obliquely  behind  the  bit  of  iron,  which  was 
then  brought  forward  to  the  front  of  the  lens,  whence  its  removal 
was  easily  accomplished  with  a curette,  introduced  through  a small 
incision  in  the  border  of  the  cornea,  as  in  Gibson’s  operation.  The 
soft  lenticular  matter  was  removed  through  the  same  opening,  and 
a clear,  black,  circular  pupil  obtained.  No  inflammation  followed 
the  operation,  and  the  patient  went  home  in  a few  days  with 
good  sight. 

A quotation  from  Dr.  Jacob’s  paper  in  the  “ Dublin  Quarterly 
Journal”  for  December  9th,  1846,  shows  what  has  been  observed 
when  a piece  of  metal  is  allowed  to  remain  in  the  lens.  A bit  of 
a gun-cap  was  projected  into  the  lens  of  a boy.  It  did  not  lose  its 
brilliancy,  nor  did  it  cause  any  sensible  effect  for  two  or  three  years 
beyond  producing  cataract,  which  was  absorbed,  and  the  copper 
lay  entangled  in  the  opaque  crystalline  capsule.  A year  after  the 
boy  came  to  Dr.  Jacob.  The  copper  had  disappeared,  the  pupil  was 
dilated,  the  chambers  filled  with  blood,  and  the  organ  in  fact  spoiled. 
The  cap  was  nowhere  visible,  and  had  probably  fallen  to  the  bottom 
of  the  eye.  The  doctor  thought  it  advisable  to  do  nothing. 

The  cataract  which  is  caused  by  such  injury  is  sure  to  be  absorbed 
in  children  and  in  young  adults,  and  if  the  foreign  particle  gets 
loose,  the  eye  will  be  irritated.  Even  when  it  is  enclosed  in  the 
capsule  it  might  be  injurious.  Again,  with  such  an  accident  in 
elderly  and  old  people,  the  eye  may  be  destroyed  by  inflammation, 
during  the  slow  and  uncertain  process  of  the  absorption  of  the 
cataract.  It  is  therefore  easier  to  operate  in  the  first  instance,  and 
thereby  a patient  is  better  served. 

The  lodgment  of  a body  in  the  vitreous  humour  is  attended  with  the 
greatest  danyei  to  the  eye . I he  violence  that  accompanies  the 
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accident  usually  so  damages  the  choroid  and  the  retina,  and  is 
productive  of  so  much  bleeding,  particularly  when  the  penetration 
is  through  the  sclerotica,  that  the  eye  scarcely  escapes  immediate 
destruction.  There  are  several  cases  recorded  of  small  bodies 
remaining  for  weeks  embedded  in  the  vitreous  humour,  and  pro- 
ducing no  great  harm,  and  of  two  for  two  years,  the  length  of 
time  that  the  several  patients  were  under  observation,  although  there 
had  been  acute  inflammation  at  first,  in  some  of  them,  of  the  eyeball 
and  its  appendages,  and  even  some  limited  choroidal  changes.  But 
there  R ever  the  contingency  of  any  substance  gravitating  to  the 
retina,  in  consequence  of  morbid  changes  it  may  produce  in  the 
vitreous  humour,  whereby  it  becomes  fluid,  spoiling  the  eye. 

The  desideratum  is  to  extract  the  object,  just  as  when  any  other 
part  of  the  eye  is*  invaded,  but  the  means  of  execution  is  only  just 
within  the  range  of  possibility.  The  principle  of  treatment  here 
is,  therefore,  reversed ; the  rule  being  to  do  nothing  in  the  way  of 
extraction,  the  exception  being  to  extract.  To  warrant  any  inter- 
ference, the  body  must  be  visible,  and  advantageously  placed  for 
removal.  As  an  example  of  what  may  be  achieved,  I quote  a case  j 
from  the  first  volume  of  the  “ Ophthalmic  Hospital  Reports.” 

A young  cooper  came  under  the  care’  of  Mr.  Dixon,  half  an  hour 
after  having  received  an  injury  of  the  left  eye  from  a chip  of  metal.  ] 
A small  vertical  wound,  a little  above  the  margin  of  the  left  upper 
eyelid,  marked  the  spot  where  the  iron  had  entered  the  skin.  A I 
corresponding  wound  of  the  palpebral  conjunctiva  was  observed.  In  ■ 
the  sclerotica,  nearly  on  a level  with  the  upper  border  of  the  cornea, 
and  about  a line  from  its  inner  edge,  was  a small  gaping  wound,  a 
line  long,  surrounded  by  sub-conjunctival  ecchymosis,  through  which 
a vesicle  of  vitreous  humour  protruded.  The  pupil  was  active,  and 
the  patient  could  read  large  type,  but  saw  all  objects  as  through  a 
slight  mist. 

Ophthalmoscopic  examination  discovered  a clot  of  blood  at  the 
upper  and  inner  part  of  the  pupil,  behind  the  lens,  hanging  down 
from  the  wound,  and  slightly  waving  to  and  fro.  Just  below  the  ■ ' 
optic  nerve,  a small  round  body  was  noticed,  looking  almost  like  a 
minute  air-bubble,  and  it  appeared  as  if  it  were  a portion  of  clear  ‘ 
lymph  effused  round  a foreign  body,  which  was  assumed  to  have 
entered  the  eye  ; hut  as  there  was  no  vascularity  surrounding  it,  this 
hypothesis  was  doubtful.  The  little  wound  in  the  sclerotica  was 
closing.  There  was  no  pain,  and  not  much  redness  of  the  conjunctiva. 
Sight  was  less  dim  than  on  the  patient’s  first  visit,  and  good-sized 
type  was  pretty  easily  read.  Sight  continued  to  improve,  and  hy 
the  60th  all  redness  of  the  conjunctiva  had  disappeared  ; the  little 
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wound  in  the  sclerotica  presented  a hardly  traceable  grey  line ; there 
was  no  intolerance  of  light. 

Again  examining  with  the  ophthalmoscope,  the  little  globular 
body  could  not  be  detected.  At  a sudden  turn  ot  the  eyeball  there 
started  from  behind  the  inner  portion  of  the  iris  an  oblong,  black 
body,  which  was  instantly  recognised  as  a chip  of  metal.  It  was 
entangled  in  a few  thread-like  remains  of  clot,  which  kept  it 
suspended  in  the  vitreous  humour,  and  allowed  it  to  move  freely 
backwards  and  forwards.  Mr.  Dixon  decided  to  open  the  eyeball 
from  below,  and  to  endeavour  to  extract  it.  This  he  preferred  to 
following  the  route  it  had  taken  in  entering,  lest  he  should  break 
through  the  suspending  threads,  when  it  would  fall  down  out  of 
reach.  As  it  sank  backwards  and  disappeared  whenever  the 
recumbent  position  was  assumed,  chloroform  was  not  used.  Stand- 
ing behind  the  patient,  who  was  seated  in  a chair  close  by  the 
window,  the  eyelids  being  separated  with  a spring  retractor,  he  fixed 
the  globe  of  the  eye  by  nipping  up  a fold  of  conjunctiva  just 
above  the  cornea.  A Jager’s  lance-knife  was  then  thrust  in  a little 
distance  from  the  margin  of  the  cornea,  and  the  point  directed  back- 
wards, to  avoid  wounding  the  lens.  The  knife  was  now  withdrawn, 
and  Assalini’s  iris-forceps  introduced,  with  which,  after  one  or  two 
unsuccessful  attempts,  the  body  was  grasped  and  extracted.  It 
proved  to  be  a part  of  the  edge  of  a chisel,  about  1-1 0th  of  an  inch 
long,  and  weighed  a quarter  of  a grain.  The  eyelids  were 
immediately  closed  with  plaster,  and  cold  rags  applied.  The  pupil 
was  circular  and  clear.  The  patient  could  read  the  large  type  on  his 
bed-ticket.  The  edges  of  the  wound  had  drawn  together.  There 
was  a small  quantity  of  blood  extravasated  beneath  the  conjunctiva, 
and  but  very  little  increased  vascularity  of  this  membrane.  A week 
later,  and  the  pupil  was  round  and  contractile ; there  was  no 
intolerance  of  light,  and  the  patient  could  read  a pica  type.  A few 
threads  of  clot,  quite  unattached,  were  floating  in  the  vitreous 
humour.  The  lens  was  perfectly  cleai^  and  the  only  appearance 
which  could  be  called  morbid  was  a slight  reddening  of  the  retina  and 
the  optic  nerve,  the  effect  probably  of  a slight  traumatic  inflammation 
from  the  operation.  Later  still,  the  sight  was  steadily  improving. 
Unless  the  humour  be  fluid,  nothing  can  move  within  it. 

In  some  concluding  remarks  the  operator  says,  that  the  in- 
struments he  employed  were  not  the  best  he  could  imagine  for  the 
purpose,  but  that  they  were  the  best  at  hand,  and  the  delay  of  a day 
might  have  caused  the  body  to  fall  on  the  retina  ; that  he  could 
obtain  but  a dim  view  of  the  object,  as  it  was  not  brilliant,  and  only 
now  and  then  gleamed  indistinctly  as  the  light  fell  on  it ; also,  that 
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in  such  cases  there  is  a certain  lucky  chance,  without  which  the  most 
skill ul  manipulations  may  fail. 

. 8uch  a fortunate  result  can  fall  to  the  lot  of  hut  few  operators,  nor 
is  a parallel  case  likely  to  occur.  Still,  in  allied  accidents,  the 
circumstances  should  be  studied  with  a view  to  similar  treatment. 

Instances  will  occur  in  which  the  object  may  be  seen,  but  extrac- 
tion is  impossible.  The  surgeon  may  be  tantalized  and  disappointed, 
bid  he  must  do  nothing  till  disorganizing  symptoms  set  in,  not  act  in 
anticipation,  and  then  not  with  the  view  of  saving  the  eye,  but  with 
the  intention  of  saving  the  other.  He  must  either  freely  incise  the 
eyeball  and  evacuate  the  vitreous  humour,  and  so  let  out  the  foreign 
body,  or  resort  to  “extirpation.”  But  such  desperate  expedients 
should  be  left  to  the  last  extremity. 

The  encysting  of  a body  sometimes , though  rarely , tahes  place  in  the  < 
vitreous  humour.  In  some  of  the  cases  the  process  has  been  but 
partial,  the  attempt  having  failed,  and  the  body  has  fallen  on  the 
retina.  The  best  example  of  the  completion  of  it,  is  mentioned  by  I 
A.  Yon  G-raefe,  “Archiv.  fur  Ophth.,”  1865,  who  says  that  he  has  seen 
a piece  of  steel  which  had  lodged  in  the  vitreous  body  become 
surrounded  by  a kind  of  exudation,  and  remain  in  the  eye  for  five 
years  without  causing  any  disorder.  It  was  in  the  lower  part  of  the 
vitreous  humour,  but  sufficiently  far  from  the  bottom  to  enable  it  to 
be  seen  with  the  ophthalmoscope.  Vision  was  not  interfered  with,  j 

When  the  presence  of  a body  in  the  eye  cannot  be  ascertained  by  sight 
or  by  touch , although  there  may  be  strong  presumptive  evidence  of  its 
entrance  by  an  external  wound , and  there  are  not  marked  symptoms  of 
irritation , no  operation  should  be  undertaken.  The  conditions  under 
which  this  question  will  arise,  occur,  perhaps,  most  frequently  in 
accidents  from  small  shot.  When  it  is  supposed  that  a shot  has  been 
driven  into  the  eye,  and  is  hidden,  whether  it  have  entered  through 
the  cornea  or  otherwise,  it  is  impossible  to  tell  in  the  first  instance  if 
it  be  still  in  the  eyeball,  or  has  lodged  somewhere  in  the  orbit.  In 
all  such  cases,  I say,  do  .not  interfere,  except  to  relieve  some 
symptom.  The  formation  of  cataract,  the  closure  of  the  pupil,  with 
discoloration  of  the  iris,  and  a serous  state  of  the  aqueous  humour, 
with  or  without  atrophy  of  the  globe  of  the  eye,  are  no  evidences: 
that  there  is  anything  within  or  even  about  the  ocular  tissues.  Nay, 
even  severe  ocular  pain  does  not  confirm  it,  for  there  are  authenticated 
cases  in  which  the  eyeball  has  been  extirpated,  and  nothing  has  been 
discovered. 

A farmer  with  one  eye  only  available,  was  unfortunate  enough  to 
be  shot  by  a boy,  a few  yards  in  front  of  him.'  The  greater  part  of  the 
charge  went  through  his  hat,  but  several  shots  lodged  in  his  scalp,  his 
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forehead,  and  in  the  eyebrow  of  the  sound  eye,  and  he  was  blinded. 
The  anterior  chamber  of  this  e}re  was  occupied  by  blood.  The  eye- 
ball was  hard  and  tender  to  touch.  There  was  no  evidence  of  shot 
having  entered  it,  yet  its  state  could  not  otherwise  be  accounted  for. 
Vision  was  quite  destroyed.  I was  consulted,  by  the  recommendation 
of  Mr.  Marriott,  of  Kibworth,  for  the  intense  pain  in  the  brow, 
frequently  associated  with  pain  in  the  orbit,  and  in  the  e}'e.  Other 
surgeons  had  been  resorted  to,  and  the  conclusions  arrived  at  were 
different  to  my  own,  which  -was  to  leave  the  eye  alone ; not  to 
extirpate  it,  but  to  remove  the  shot.  I attributed  the  pain  to  the 
shot  in  the  scalp  and  about  the  eye.  I extracted  all  that  I could  get 
at,  that  is,  all  that  I could  feel.  Some  were  imbedded  in  the  bone. 
My  patient  being  a very  large  and  a remarkably  fat  man,  they  were 
the  more  concealed.  Every  wound  healed  by  the  first  intention. 
Considerable  relief  followed  ; but  pain,  at  longer  intervals,  still 
tormented  him,  and  some  months  later,  when  the  position  of  a few 
more  shots  could  be  traced,  I removed  them  with  advantage.  Once 
I again  he  came  to  me,  as  two  that  yet  annoyed  him  could  be  felt,  and 
I they  were  the  last,  for  twelve  years  have  passed  away  without  pain 
in  the  scalp,  or  in  the  eye. 

It  is  a great  satisfaction  to  me  that  I avoided  extirpation,  which 
would  have  been  ineffectual,  and  must  have  further  spoiled  a fine  and 
benevolent  countenance;  for  notwithstanding  the  front  of  the  eye 
[ is  not  quite  natural,  the  pupil  being  closed  and  the  iris  discoloured, 
| there  is  no  marked  disfigurement. 

Another  case  will  illustrate  farther  what  is  meant.  A gentleman, 

> while  partridge-shooting,  was  shot  by  a friend  who  was  about 
! seventy  yards  away.  A single  shot  reached  him,  and  that  entered 
the  upper  eyelid  and  blinded  him.  I was  consulted  a few  days 
after.  There  was  so  much  swelling  and  pain  that  I used  chloro- 
r form  in  my  examination.  I obtained  leave  to  do  whatever  I might 
deem  necessary.  The  upper  eyelid  was  perforated.  The  cornea  was 
semi-opaque  and  wounded  close  up  to  the  margin,  at  a point  cor- 
[ responding  to  the  hole  in  the  eyelid,  and  there  was  slight  prolapse  of 
the  iris.  There  was  blood  in  the  anterior  chamber.  I decided  to 
abstain  from  any  operation,  but  to  wait  for  the  symptoms.  A cold 
lotion  was  applied,  and  rest  enjoined.  In  three  days  all  pain  had 
left.  Twelve  days  later  the  ophthalmoscope  could  be  applied.  The 
crystalline  lens  was  clear,  but  there  was  an  effusion  of  blood  in  the 
vitreous  humour  that  prevented  illumination  of  the  interior  of  the 
eye.  There  was  no  vision.  Two  months  later,  the  eye  had  so  far 
recovered  that  the  only  external  evidence  of  the  injury  were  a scar 
on  the  eyelid,  a prolapse  of  the  iris,  and  an  irregular  pupil.  The 
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remains  of  blood  clots  were  in  the  vitreous  humour.  There  was  ah, so- . 
lute  blindness.  Now,  at  the  end  of  six  years,  the.  eye  is  yet  quiet. 
Although  the  probability  is  against  the  shot  being  in  the  eye,  it 
cannot  be  positively  asserted  that  it  is  not.  That  the  patient  is  a 
gainer  by  retaining  his  eye,  sightless  as  it  is,  there  can  be  no  doubt. 

Jf  hen  disoi  ganising  notion  is  set  up  in  an  eye , in  consequence  of  a 
foreign  substance  having  been  driven  into  it,  that  cannot  be  extracted  ; 
0)  when  there  is  suspicion  of  such  action  being  due  to  such  a cause,  in 
association  with  an  accident , the  eyeball  should  be  extirpated.  The 
organ  is  already  damaged  beyond  recovery,  and  the  saving  of  the 
other,  by  warding  off  sympathetic  inflammation,  is  the  duty  to  be 
fulfilled.  Substances  have  often  been  detected  in  eyeballs  removed 
in  doubt  respecting  their  presence.  The  following  case  is  a happy 
instance  in  point,  and  it  shows  the  symptoms  to  be  expected  when  an 
eye  resents  the  presence  of  a foreign  body.  A gentleman  received  a 
few  shots  about  his  temple  and  brow  from  a fowling-piece,  and  it  was  j 
supposed  that  all  of  them  had  been  removed.  Four  years  afterwards,  I 
the  eye  on  the  same  side  began  to  fail.  Impairment  of  sight  was  I 
followed  by  periodic  pain.  The  eyeball  was  tender,  but  not  inflamed. 
The  iris  lost  colour,  the  pupil  acted  feebly,  and  the  -vitreous  humour  j 
became  hazy.  Atrophy  set  in,  and  vision  became  extinct.  The  pain  ] 
continued  much  the,  same.  The  other  eye  began  to  fail  from  f 
sympathetic  disturbance.  Under  the  impression  that  a shot  had  1 
entered  the  eye  wdien  the  temple  was  injured,  I recommended'  1 
extirpation  of  the  eye,  but  this  was  refused.  After  several  months,  I 
when  the  sympathetic  inflammation  had  become  much  worse,  the  1 
operation  was  readily  allowed.  A shot,  partly  encysted,  was  dis-'j 
covered  in  the  lower  part  of  the  vitreous  humour,  just  posterior  to 
the  lens.  The  other  eye  recovered  completely.  It  is  well  to  note 
the  fact  that  the  irritation  from  the  shot  continued  while  the  eyeball 
was  shrinking.  It  would  have  lasted,  if  there  had  been  collapse  of 
the  tunics  to  a mere  button.  This  has  been  witnessed  several  times.,  j 
A most  remarkable  case  of  the  impaction  of  a duck-shot  in  the 
optic  nerve,  where  it  lodged  for  six  years  and  six  months,  is  recorded  in 
detail  in  the  “ London  Medical  Gfazette  ” for  1834,  vol.  xiii.  The 
shot  entered  the  eye  at  the  inner  side  of  its  surface,  near  the  cornea. 
Occasional  and  intense  pain  for  four  years  and  a half,  and  the  serious 
disturbance  of  the  functions  of  the  other  eye,  induced  the  patient, 
contrary  to  medical  advice,  to  have  the  body  sought  for.  The  lens, 
which  is  described  as  partly  bony,  partly  calcareous,  was  removed 
with  the  hope  of  affording  relief,  but  without  benefit;  pain  con- 
tinued, and  as  that  most  distressing  complication,  sympathetic 
ophthalmitis,  which  is  ever  to  be  dreaded  in  such  cases,  hadl 
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evidently  set  in,  an  attempt  to  find  the  shot  was  made,  hut  unsuc- 
cessfully. The  sufferer  now  determined  to  have  the  eye  extirpated, 
and  the  shot  was  found  impacted,  as  the  report  says,  in  that  part  of 
the  optic  nerve  which  expands  and  forms  the  retina.  The  right  eye 
was  daily  regaining  health  when  the  last  communication  was  sent  to 
l)r.  Butter,  the  operator. 

All  the  preceding  remarks  have  been  made  with  reference  to  foreign 
bodies  actually  about  or  in  the  eyeball.  It  remains  for  me  to  speak  of 
those  occasions  in  which , with  injury  in  the  absence  of  a wound,  there  is 
doubt  as  to  whether  anything  is  present  when  it  cannot  be  seen. 

Before  any  decision  is  come  to,  the  eye  should  he  most  carefully 
surveyed.  Dilatation  of  the  pupil  will  assist  in  examining  the 
posterior  chamber,  and  the  lens,  as  well  as  the  posterior  part  of  the 
eyeball.  The  ophthalmoscope  will  also  help  in  looking  into  the 
lens,  and  by  it  alone  can  the  vitreous  region  be  searched.  Oblique 
illumination  will  assist  in  the  survey. 

When  symptoms  arise  which  would  seem  to  be  caused  by  the 
presence  of  a body  in  the  eyeball,  such  as  general  inflammation,  or 
the  iris  changing  its  colour,  the  pupil  getting  motionless  or  con- 
tracted ; or  the  sclerotica  becoming  dingy ; or  much  pain,  the 
treatment  should  at  first  be  directed  to  subdue  the  pain,  the  irri- 
tation, or  the  inflammation,  because  any  or  all  of  these  may  be 
produced  by  external  injury  alone.  It  is  only  after  local  and  general 
treatment  is  unavailing  that  diagnosis  is  more  sm-e.  But  all 
► attempts  should  be  made  to  save  the  eye  till  disorganisation  has 
; set  in,  because  of  the  absence  still  of  unequivocal  evidence  of  any 
foreign  body  within,  and  the  possibility  of  anything  there  becoming 
encysted.  Wlien  disorganisation  is  established,  no  time  should  be 
lost.  Extirpation  should  be  the  rule  to  arrest  suffering,  and  to  save 
[the  other  eye  from  sympathetic  ophthalmitis.  There  is  no  form  of 
destructive  inflammation  so  much  within  our  control  as  that  arising 
from  sympathetic  implication.  There  is  no  serious  disease  of  the 
* eye  so  much  disregarded.  It  is  a result  to  be  feared  in  all  traumatic 
injuries  to  the  eyeball,  attended  with  decided  diseased  action. 


CHAPTER  XXV. 

ANCHYLOBLEPHARON— SYMBLEPHARON. 
ANCHYLOBLEPHARON,  OR  ADHESION  OF  THE  EDGES  OF  THE  EYELID. 

Causes. — This  rare  affection  is  seen  as  a congenital  defect,  and 
as  the  result  of  injury  and  disease  of  the  eyelids. 

Of  the  congenital  state  an  interesting  example  is  given  by 
M.  Rognetta,  in  his  “ Coins  d’Ophthalmologie,”  in  which  the  eye- 
lids were  united  by  means  of  the  palpebral  conjunctiva,  so  as  to 
form  a sort  of  moveable  veil  over  the  cornea  of  about  three  lines 
in  breadth,  the  tears  flowing  through  a little  aperture  at  the 
external  ang’le.  IVlr.  Travers  alludes  briefly  to  a remarkable  example 
in  a well-grown  boy,  whose  eye  was  found  perfect  after  the  division, 
though  he  had  been  thus  blind  from  infancy.  Prom  his  remarks  it 
seems  to  have  been  similar  to  the  co-adhesion  of  the  nymphse  or  of 
the  labia  pudenche  in  infants.  Mr.  Middlemore,  who  refers  to  the 
experience  of  many  authors  in  the  congenital  deformity,  has  him- 
self seen  three  cases.  In  one  the  defect  occurred  in  both  eyes.  The 
eyelashes  were  not  formed,  and  in  the  situation  of  the  edges  of  the 
eyelid  there  was  a narrow  sulcus,  lined  by  a delicate  vascular  poi- 
tion  of  skin,  which  admitted  of  extension,  but  not  absolute  separa- 
tion. In  another  the  eyeball  appeared  imperfectly  developed,  and 
seemed  adherent  to  the  eyelids. 

The  late  Dr.  Ilocken,  in  his  Ophthalmic  papers  in  the  ‘ Lancet, 
alludes  to  a child  who  was  brought  to  the  Exeter  Eye  Infirmary, 
with  a small  filamentary  portion  of  the  integuments  causing  adhesion 
of  the  left  eyelid.  The  band  occupied  the  site  of  the  junction  of  the 
outer  with  the  middle  third  of  the  eyelid,  was  of  the  size  of  a common 
sewing  thread,  round,  and  consisted  of -integument.  In  all  other 

respects  the  eye  was  healthy.  . 

It  would  be  out  of  place  here  to  consider  the  physiological  bear- 
ings of  this  arrest  of  development.  To  those  interested  in  the  matter, 
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I would  recommend  Sir  AV.  AVilde’s  writings  in  vol.  xxvii.  of  the 
“ Dublin  Journal  of  Medical  Science.” 

A nek  yloblepharon , as  an  acquired  state , may  be  produced  by  mecha- 
nical and  chemical  accidents , by  any  of  the  causes  which  occasion  adhesion 
of  the  eyelids  to  the  eyeball,  and  by  ulceration  of  the  tarsal  margins 
and  angles. 

It  may  be  partial  or  complete. 

In  the  complete,  there  is  nearly  always  an  aperture,  however  small, 
through  which  the  lacrymal  secretions  pass.  I have  seen  an  excep- 
tion. A man  was  sent  to  me  with  entire  adhesion  of  the  left  eyelids, 
and  in  which  not  the  least  aperture  existed.  The  accidental  explosion 
of  gunpowder  had  destroyed  the  globe  of  the  eye,  and  in  a few  weeks 
the  eyelids  had  united.  There  was  not  any  accumulation  of  tears. 
Probably,  the  conjunctiva  was  destroyed,  and  the  lacrymal  gland 
more  or  less  damaged.  Anchyloblepharon  may  exist  with  symble- 
pharon,  the  same  accident  producing  the  two. 

Of  the  partial  form,  a youth  exhibiting  a tolerably  well-marked 
instance,  applied  to  Mr.  Taylor,  who  took  the  following  sketch. 
He  had  long  suffered  from  strumous  ophthalmia,  combined  with 
severe  ophthalmia  tarsi. 


Fig.  145. 


Those  parts  of  the  eyelids  not  in  contact  were  quite  raw.  The 
union  was  recent. 

Treatment.  In  the  partial  form , separation  is  to  be  done  with  a 
director  and  a scalpel.  There  is  great  difficulty  in  the  prevention 
of  fresh  adhesion ; and  it  is  towards  the  corners  of  the  eyelids  that 
re-connection  usually  occurs.  The  protective  means  ordinarily  pre- 
scribed are  stimulating  ointments,  escharotics,  and  desiccative  pow- 
ders. Some  surgeons  have  thought  it  advisable  that  sleep  should  be 
prohibited  for  twenty  or  more  hours  ; or  if  the  patient  be  allowed  to 
go  to  bed,  that  he  be  awoke  at  intervals,  and  the  dressing,  whatever 
it  may  be,  re-applied. 

The  application  of  goldbeaters’  skin,  or  touching  the  surfaces  with 
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collodion,  after  they  liave  been  well  dried,  is,  I think,  superior  to 
any  other  method.  The  depression  of  the  lower  eyelid  by  strips  of 
plaster,  and  the  elevation  of  the  upper,  is  a valuable  adjunct ; care 
being  taken  to  protect  the  eye  from  dust.  It  may  be  requisite  to 
moisten  the  cornea  with  oil. 

I have  very  much  mitigated  several  cases  of  most  intimate  union 
of  the  outer  portions  of  the  tarsi,  produced  by  adhesion  and  con- 
traction of  the  ulcerated  surfaces  from  disease.  In  one  instance,  a 
very  decided  deformity  was  so  reduced  as  no  longer  to  be  remark- 
able. I shall  allude  again  to  the  subject  in  connection  with  “ entro- 
pium.” 

If  a suitable  opportunity  were  to  offer,  I should  try  a plan  which 
has  been,  as  I understand,  successfully  adopted  in  webbed  fingers  ; 
that  of  establishing  an  aperture  at  the  most  remote  part  of  the 
adhesion,  and  then  dividing  the  remainder.  The  rationale  is  obvious. 

Stoeber  has  very  ingeniously  proposed,  that  after  the  disunion  of 
the  eyelids,  a portion  of  conjunctiva  should  be  raised,  drawn  forward 
to  the  lip  of  the  wound,  and  fastened  by  sutures. 

The  idea  has  been  further  developed  by  M.  Hamer,  “Annales 
d’Oculistique,”  vol.  liii.  p.  177,  who  has  applied  it  to  instances  of 
marked  adhesion  at  the  outer  canthus.  His  method,  as  I understand 
it,  is  this  : One  limb  of  a sharp-pointed  pair  of  scissors  is  entered 
where  the  eyelids  are  united,  and  carried  between  the  skin  and  con- 
junctiva, towards  the  temple,  for  the  distance  of  a quarter  or  two- 
fifths  of  an  inch,  and  the  skin  divided.  The  conjunctiva  is  then 
dissected  off  from  the  outer  third  of  both  eyelids,  commencing  at  the 
ciliary  border,  and  also  that  portion  of  it  which  passes  inwards  towards 
the  eyeball.  The  original  incision  is  then  deepened  with  a scalpel, 
and  the  flap  of  conjunctiva  is  adjusted  in  it  by  sutures.  It  is  said 
that  the  movements  of  the  eyeball  are  somewhat  restored,  the  form 
of  the  eyelids  improved,  and  the  chances  of  relapse  are  less  than 
when  there  is  simple  division  of  the  eyelids. 

Dr.  Mackenzie  makes  a distinction  between  close  and  intimate 
adhesion  by  the  inosculation  of  ulcerated  surfaces,  and  a bond  of 
connection  by  the  intervention  of  coagulable  lymph  ; and  he  directs, 
in  operating  on  the  latter,  that  the  first  incision  should  be  made  close 
to  the  edge  of  the  under  eyelid,  leaving  the  whole  of  the  pseudo- 
membrane attached  to  the  upper,  from  which  it  is  to  be  dissected 
with  a pair  of  scissors. 

In  the  complete  form , the  rules  for  operating  are  just  the  same  as 
those  which  have  been  described  for  the  partial.  When,  however, 
there  is  not  any  aperture,  however  small,  one  must  be  cautiously 
made  at  the  inner  angle,  and  the  probe  alone  used  for  breaking 
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through  the  connection,  or  the  scalpel  and  director,  according  to 
circumstances,  and  the  secondary  treatment  carefully  carried  out. 

The  contra-indications  to  operating  are,  opacity  of  the  cornea,  and 
the  co-existence  of  adhesion  of  the  eyelids  to  the  eyeball.  This 
question  of  complication  by  adhesion  is  ascertained  by  pinching  up 
the  united  eyelids  while  the  patient  endeavours  to  move  the  eyeball 
from  side  to  side,  and  upwards  and  downwards.  Any  marked  re- 
striction in  the  ocular  action  is  proof  of  the  presence  of  symblepharon. 
To  make  matters  still  more  sure,  a probe  may  be  passed  through  an 
exploring  puncture,  and  a search  made.  Besides  these,  it  would  be 
useless  to  operate  if  the  eyeball  were  destroyed ; a point  easily 
determined  by  the  want  of  natural  prominence,  and  the  absence 
of  all  power  of  sight ; or  even  if  sight  were  gone,  without  collapse 
of  the  eyeball. 

The  capability  of  discerning  light  must  be  made  the  test,  imperfect 
as  it  may  be,  for  the  integrity  of  the  eyeball.  Where  the  one  eye  is 
sound  it  should  be  closed,  and  a comparison  of  the  light-detecting 
power  of  the  two  may  decide  the  question. 

Some  writers  have  described,  in  connection  with  this  disease,  a state 
which  they  call  blepharophymosis,  and  intend  to  express  by  the  term 
a lessening  of  the  palpebral  fissure  by  contractions  of  the  outer  can- 
thus,  with  shrinking  of  the  conjunctiva  and  the  tarsal  cartilages,  the 
result  of  inflammatory  action,  apart  from  any  actual  adhesion  of  the 
edges  of  the  eyelids.  I have  not  seen  any  such  result  in  which  there 
has  not  been  ulceration  of  the  free  edge  of  the  tarsal  margin.  In  a 
careful  scrutiny  of  such  cases,  I have  always  detected  such  lesion, 
associated,  it  is  true,  with  chronic  tarsal  inflammation.  It  is  common 
m the  severer  cases  of  entropium,  and  of  trichiasis,  and  should  be 
considered  as  a part  of  those  diseases,  particularly  of  the  former, 
in  connection  with  which  it  is  considered  farther  on. 


SYMBLEPHARON,  OR  COMPLETE  OR  PARTIAL  ADHESION  OF  THE 

EYELIDS  TO  THE  EYEBALL. 

When  the  conjunctiva  is  burned  or  scalded,  or  severely  acted  upon 
by  escharotics,  or  receives  a lesion  that  is  followed  directly  by  loss  of 
substance,  or  subsequently  by  sloughing,  or  ulceration,  contraction 
ensues  from  the  resulting  cicatrices.  According  to  the  extent  of  the 
implication,  the  eyelid  is  more  or  less  united  to  the  globe  of  the  eye, 
which  is  restricted  in  its  movements,  or  rendered  motionless. 

The  one  eyeball,  or  both,  may  be  affected  from  the  same  cause. 

tames.  Any  operations  that  involve  the  removal  of  much  of  the 

L L 2 


51G 


SYMBLEPHARON. 


conjunctiva,  particularly  above  or  below  the  horizontal  axis  of  the 
eyeball,  may  produce  it ; although  it  must  be  remarked  that  the 
contraction  which  follows  from  this  cause  is  very  different  in  cha- 
racter and  in  extent  from  that  which  follows  chemical  injury. 

/ Severe  purulent  ophthalmia  may  be  a cause  of  one  form  of  the 
affection.  A patient  of  mine,  at  St.  Mary’s  Hospital,  a man  set. 
thirty,  afflicted  with  such  ophthalmia,  had  the  entire  surfaces  of  both 
eyelids  intimately  adherent  to  the  eyeball,  the  conjunctiva  oculi 
being  dry  or  cuticular. 

The  treatment  of  inflammation  of  the  conjunctiva  by  escharotics 
plays  no  unimportant  part  in  producing  these  adhesions  in  a 
limited  degree.  The  nitrate  of  silver  is  often  used  in  substance,  and 
in  very  strong  ointments,  in  a most  lavish  manner,  a practice  which 
sometimes  produces  sloughing.  M.  Desmarres,  who  is  fully  alive  to 
this  abuse  of  the  caustic,  says  he  has  been  informed  by  Dr.  Fumari 
that,  “ during  his  stay  in  Africa,  he  had  seen  and  operated  on  so 
large  a number  of  symblepharons  from  that  cause,  that  he  was  quite 
tired  of  them.” 

Congenital  symblepharon  has  been  met  with.  Mr.  Wardrop  has 
recorded  a case  in  which  it  seemed  owing  to  a outicular  condition  of 
the  conjunctiva.  (“  Dublin  Journal  of  Medical  Science,”  vol.  xxviii.) 

By  the  kindness  of  Sir  W.  Fergusson,  I saw  a child  four  months 
old,  in  whom  there  was  almost  entire  deficiency  of  the  lower  eyelid, 
and  the  defective  portion  was  tied  to  the  eyeball  by  cuticular- like 
conjunctiva,  that  reached  just  half-way  up  the  cornea.  There  existed 
also  a double  harelip. 

Two  forms  of  adhesion  only  need  be  recognised : the  common  one,  in 
which  there  is  continuous  union  between  the  eyelid  and  the  eyeball, 
uninterrupted  symblepharon  ; and  the  rare  one,  in  which  there  is  a 
bridle  or  isthmus-like  tie  between  these  parts,  interrupted  sjmble- 
pliaron. 

The  connection  may  be  membranous,  that  is,  of  conjunctival  tissue, 
or  fi.br o- cellular,  when  the  conjunctiva  is  destroyed,  being  then  made 
up  of  thickened  sub-conjunctival  tissue.  The  latter  is  the  moie 
serious  condition.  It  may  be  both  membranous  and  fibro-cellular. 

The  adhesion  may  be  partial  or  complete , slight  or  severe.  In  the 
latter,  the  ocular  tunic  is  generally  involved. 

With  few  exceptions,  all  the  examples  of  symblepharon  which  ha\  e 
come  under  my  notice  have  been  occasioned  by  the  action  of  quick- 
lime, or  mortar.  From  such  a cause,  the  accretion  always  takes  place 
slowly,  is  extensive  in  proportion  to  the  original  injury,  may  occur 
even  when  not  expected,  and  is  not  necessarily  attended  with  the 
process  of  sloughing  of  the  entire  texture  of  the  conjunctiva,  and  is 
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most  detrimental  at  the  lower  part  of  the  eye.  Several  times  I have 
watched  the  eifects  of  quicklime  from  the  commencement,  and  I 
have  totally  failed  in  stopping  this  accustomed  after-effect.  In  each 
case  tlie  injury  was  partial,  and  confined  to  the  lower  pail  of  the 
eyeball.  The  entire  conjunctiva  became  intensely  red,  except  where 
the  lime  had  rested ; that  was  white  or  whitish,  from  the  chemical 
action  that  had  taken  place ; this  spot  soon  swelled,  its  ejiitkelium 
separated  in  shreds,  and  contraction  commenced. 

In  the  following  very  aggravated  example,  resulting  from  a burn, 
the  lower  eyelid  was  not  only  universally  and  closely  adherent  to  the 
motionless  eyeball,  but  was  also  drawn  much  over  the  cornea,  which 
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had  been  injured  in  the  greater  part.  The  tarsal  edge  above, 
although  scarred,  was  free. 

The  upper  eyelid  might  be  adherent  to  a considerable  extent 
without  any  inconvenience  to  the  eye.  The  under  is  restricted  in  its 
movements  by  a slight  connection,  especially  if  its  margin  be  involved. 

Treatment.  It  is  necessary  to  understand  when  treatment  should 
be  undertaken,  for  some  cases  do  not  require  it,  and  others  are 
beyond  it. 

Where  the  sinus  of  the  eyelid  has  been  damaged,  and  the  adhesion 
is  partial  and  slight,  passing  but  a short  way  on  the  eyeball,  the 
motions  of  which  are  not  interfered  with,  treatment  is  not  wanted. 
Such  a symblepharon  is  probably  hidden. 

Where  the  cornea  has  become  opaque,  the  question  of  operating- 
should  not  be  entertained,  except  to  relieve  pain  and  a feeling  of 
dragging  consequent  on  the  use  of  the  eyes,  which  restrains  in  some 
measure  the  motions  even  of  the  sound  ejre. 

It  is  unavailing  to  attempt  to  do  anything  where  there  is  complete 
or  universal  adhesion. 

In  the  uninterrupted  form  of  the  affection  it  is  useless  to  interfere, 
unless  an  operation  of  a plastic  nature  can  bo  done.  Merely  to 
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sever  the  adhering  parts  is  worse  than  useless.  The  failure  or  the 
return  of  tlie  agglutination  is  not,  according  to  my  observation,  due 
to  the  adhesion  of  tlie  opposed  surfaces,  which  I believe  to  he  a very 
exceptional  occurrence.  The  divided  parts  come  together  by  means 
of  the  contraction  of  the  granulations  through  which  they  are 
healed,  just  as  happens  generally  in  other  parts  of  the  body  in 
cicatrization  from  burns.  Several  times,  and  in  spite  of  very  great 
care,  and  under  what  appeared  to  be  most  favourable  circumstances, 
I have  removed  the  cicatrices,  and  carefully  dissected  off  the  bands ; 
but  the  contractions  have  returned  to  the  same,  or  even  greater 
extent.  The  mechanical  contrivances  used  to  prevent  the  relapse, 
such  as  plates  of  metal,  glass  shields,  &c.,  are  unavailing.  The 
same  may  be  said  of  everting  the  eyelid  by  ligature. 

Respecting  the  uninterrupted  form.  Those  cases  are  the  most 
favourable  in  which  the  lesion  is  chiefly  or  entirely  of  the  conjunc- 
tiva, and  necessarily  small ; for  such  only  can  there  be  complete 
success.  The  issue,  therefore,  depends  on  the  nature  of  the  adhesion 
as  well  as  the  extent  of  it. 

I adopted  a plan  of  operating  many  years  ago  which  gives  a 
lasting  result.  In  the  first  case  which  I treated,  the  band  which 
tied  the  centre  of  the  eyelid  to  the  globe  of  the  eye,  encroached 
a little  on  the  cornea,  was  narrow,  soft,  and  loose ; I divided 
it  twice,  and  each  time  it  returned  to  its  former  state.  I then 
removed  a small  central  portion  of  what  appeared  to  be  cicatrix, 
and  brought  the  edges  of  the  divided  conjunctiva,  those  on  the 
eyelid,  and  those  on  the  eyeball,  severally  together  by  sutures,  and 
tiie  result  was  very  gratifying.  The  last  time  I saw  the  patient, 
several  months  after  the  operation,  there  was  but  a slight  contraction 
at  the  lower  part  of  the  interior  of  the  eyelid,  a spot  where  there 
would,  I suppose,  be  a certain  amount  of  puckering,  in  all  cases  of 
equal  amount  of  injury,  under  any  plan  of  treatment.  The  globe 
of  the  eye  was  no  longer  unnaturally  covered  by  the  eyelid,  and 
the  feelings  of  restraint  to  its  movements  were  lost. 

In  the  second,  I was  more  fortunate,  on  account  of  a still  more 
favourable  condition  ; for  perfect  success  ensued.  The  patient,  who 
was  twenty-six  years  old,  had,  when  a lad,  accidentally  received  some 
quicklime  in  his  eye  ; and  the  usual  process  of  adhesion  followed 
cicatrization  of  the  conjunctival  slough.  The  annexed  sketch  (big. 
147)  accurately  expresses  the  state  of  the  eye  before  the  operation. 
The  connecting  medium,  which  seemed  to  consist  entirely  of  con- 
junctiva, was  long  and  nearly  isolated.  Putting  the  eyelid  on  the 
stretch,  I divided  the  band  vertically  through  its  entire  thickness, 
earned  the  incision  into  the  tissue  below,  and  brought  the  edges  of 
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each  side  severally  together  by  three  sutures.  In  four  days  the 
stitches  were  removed. 

Fio.  147. 


In  others,  I have  had  more  or  less  success,  according  to  the  state 
of  the  case.  My  practice  has  been  successfully  followed  by  some  of 
my  colleagues. 

Mr.  T.  B.  Teale  has  ingeniously  operated  by  transplanting  con- 
junctiva in  the  more  severe  cases.  He  writes  about  it  in  the 
“ Ophthalmic  Hospital  Reports.”  A case  is  delineated  in  which  the 
symblepharon  encroached  on  the  cornea  to  the  margin  of  the  pupil. 
I will  give  a condensed  description  of  his  operation.  Having  first 
made  an  incision  through  the  adherent  eyelid,  in  a line  corre- 
sponding to  the  margin  of  the  concealed  cornea,  he  dissected  the 
eyelid  from  the  eyeball,  until  the  latter  moved  as  freely  as  if  there 
had  been  no  unnatural  adhesions.  By  this,  the  apex  of  the  symble- 
pharon, a part  of  the  skin  of  the  eyelid,  was  left  adherent  to  the 
cornea. 

In  the  next  place,  two  nearly  vertical  flaps  of  conjunctiva  alone 
were  formed,  on  either  side  of  the  cornea,  one  from  that  portion 
of  the  eyeball  near  the  inner  extremity  of  the  raw  surface,  the  other 
from  that  near  its  outer  extremity,  each  nearly  a quarter  of  an 
inch  in  breadth,  and  two-thirds  of  an  inch  in  length.  They  were 
then  carefully  dissected  from  the  eyeball,  until  they  were  so  far  at 
liberty  as  to  stretch  across  the  chasm  without  great  tension,  care 
being  taken  to  leave  a sufficient  thickness  of  tissue  near  the  base  of 
each.  They  were  then  adjusted  to  then*  new  situation.  The  inner 
flap  was  made  to  stretch  across  the  raw  surface  of  the  eyelid,  being- 
fixed  at  its  apex  to  the  healthy  conjunctiva  at  the  outer  edge  of 
the  wound  by  sutures.  The  outer  flap  was  fixed  across  the  raw 
surface  of  the  eyeball,  its  apex  being  stitched  to  the  conjunctiva, 
near  the  base  of  the  inner  flap,  and  the  edges  connected  by  sutures. 
Thus  they  were  dovetailed  into  the  wound.  Their  vitality  was 
further  provided  for  by  incising  the  conjunctiva  near  their  base,  in 
those  directions  in  which  there  seemed  to  be  undue  tonsion,  and  by 
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stitching  together  tlie  margins  of  tlio  gap  whence  the  transplanted 
conjunctiva  had  been  taken. 

After  many  operations,  he  draws  these  conclusions  : That  con- 
junctiva may  ho  transplanted  without  losing  its  vitality  or  pro- 
perties ; that  a symblepharon  may  he  replaced  hy  loose  moveable 
conjunctiva,  at  least  equal  in  breadth  to  the  flaps  originally  trans- 
planted ; that  a comparatively  small  breadth  of  conjunctiva 
introduced  into  the  situation  of  a symblepharon,  is  sufficient  to 
afford  greatly  increased  motion,  if  not  perfect  freedom,  to  the 
eyeball ; that  flaps  of  conjunctiva,  a quarter  of  an  inch  in  breadth, 
may  be  taken  away  without  giving  rise  to  any  deterioration  of  the 
parts  whence  they  have  been  taken ; that  in  separating  the  adherent 
eyelid  from  the  globe,  it  is  not  necessary  to  dissect  off  from  the 
cornea  any  portion  of  skin  that  may  be  adherent  to  it,  but  that  it 
is  better  to  commence  the  separation  of  the  eyelid  at  the  margin  of 
the  cornea,  leaving  the  opaque  apex  of  the  symblepharon  adherent 
to  it. 

In  the  yet  more  extended  adhesions,  where  the  ocular  conjunctiva 
is  much  damaged,  M.  Blandin’s  operation  will  afford  relief.  I will 
quote  a case  illustrating  it. 

A man  was  burned  by  a drop  of  melted  metal.  The  cartilage 
of  the  lower  eyelid  was  destroyed,  and  adhesions  united  the  con- 
tiguous parts.  The  lower  half  of  the  cornea  was  covered  by  a 
semi-elliptical,  bluish-white  cicatrix,  while  the  upper  remained  clear. 
The  eyeball  had  lost  its  mobility,  in  a great  measure,  and  a feeling 
of  constraint  was  very  fatiguing.  M.  Blandin  dissected  the  cicatrix 
from  above  downwards,  turned  the,  dense  bluish- white  structure 
inwards,  in  the  form  of  a hem,  so  as  to  form  a substitute  for  the 
palpebral  mucous  membrane,  and  retained  it  in  position  by  the 
glover’s  suture.  The  two  extremities  of  the  thread  were  carried 
horizontally  to  the  right  and  left,  and  fixed  with  a certain  amount 
of  tension  to  the  corresponding  temples,  so  as  to  keep  the  border  of 
the  eyelid  free  of  the  cornea.  The  sutures  were  removed  on  the 
fourth  day.  The  patient  was  dismissed  from  the  hospital  about 
three  weeks  after  the  operation.  The  eyeball  had  quite  reco%  ered 
its  mobility,  and  could  be  directed  at  will  towards  any  object.  The 
part  of  the  cornea  which  was  formerly  overspread  by  the  cicatrix, 
was  noAV  covered  only  by  a delicate  film  of  cellular  tissue,  which 
did  not  granulate,  but  daily  decreased  in  thickness  and  opacity. 
The  new  eyelid  had  a rounded  border  ; it  was  rather  short,  but  could 
be  approached  without  difficulty  to  its  fellow,  and  effectually 

defended  the  eye  from  the  light. 

On  the  same  principle,  Mr.  Taylor  applied  this  operation  in  all  its 
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detail,  successfully,  at  the  C.  L.  0.  Hospital.  I assisted  at  it.  rlhe 
band  of  adhesion  was  evidently  chiefly  of  conjunctiva.  The  patient, 
a lad  of  fifteen,  had  both  eyes  severely  injured  by  lime.  The  right 
eyeball  -was  united  to  nearly  the  entire  length  of  the  lower  eyelid 
by  a broad  band,  which  overspread  the  cornea,  so  as  almost  to 
conceal  the  pupil ; the  little  chink  which  was  left  being  obscured  by 
a faint  bluish  opacity.  Its  movements  were  limited,  and  accom- 
panied by  a disagreeable  sensation  of  dragging  and  stiffness.  The 
result  of  the  operation  was  very  satisfactory,  and  as  the  patient  was 
seen  by  Mr.  Taylor  four  years  afterwards,  the  fact  of  its  permanence 
is  established.  The  palpebral  sinus  was  restored,  and  the  ocular 
movement,  in  every  direction,  decidedly  free.  The  pupil  was  clear 
except  at  the  lower  part,  where  there  existed  the  opacity  alluded  to, 
and  vision  was  excellent. 

Respecting  the  interrupted  form  or  bridle  variety.  I have  had  but 
a single  example.  It  is  only  requisite  to  divide  the  band,  and  to 
keep  the  cut  surfaces  apart  by  interposing  some  substance,  and 
success  must  ensue. 

During  an  attack  of  erysipelas  in  a patient  who  was  attended  by 
Dr.  Mackenzie,  the  upper  and  the  lower  eyelid  suppurated;  union 
took  place  between  the  upper  lid  and  the  lower  edge  of  the  cornea. 
The  probe  could  be  passed  readily  around  the  point  of  union.  The 
adhesion  was  divided,  and  the  eyelid  restored  to  its  natural  motion. 
The  centre  of  the  c&nea  was  clear. 


CHAPTER  XXVI. 


DISEASES  OF  THE  EXCRETING  LACRYMAL  APPARATUS. 

AFFECTIONS  OF  THE  PUNCTA  LACRYMALIA  AND  OF  THE  CANALICULI 

DISPLACEMENT  OF  THE  LOWER  PUNCTUM DISPLACEMENT  OF  THE 

UPPER  PUNCTUM AFFECTIONS  OF  THE  LACRYMAL  SAC  AND  DUCT. 

PROBE. 

A silver,  or  a gilt  steel  instrument,  of  tlie  shape  Pig.  148,  is  more 
manageable,  and  can  be  used  with  greater  precision  and  effect  than 
a thin,  flexible  piece  of  wire. 

Fig.  148. 


The  one  extremity  is  larger  than  the  other,  an d* more  conical. 

It  is  necessary  to  have  a second  probe  of  larger  dimensions. 

DISSECTION  SHOWING  THE  PUNCTA,  THE  CANALICULI,  AND  THE 

LACRYMAL  SAC. 

I dissected  away  all  the  parts  covering  the  corner  of  the  eye,  so  as 
to  expose  the  course  of  the  canaliculi,  the  lacrymal  sac  and  duct. 

A part  of  tlie  tendo  oculi  is  left  attached  to  the  bone. 


Fig.  149. 


The  canaliculi  opened  in  this  instance,  as  is  usual,  into  the  sac 
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separately,  about  the  level  of  tho  palpebral  ligament.  Sometimes 
they  are  close.  Sometimes  far  apart.  Sometimes  they  communicate 
by  a common  aperture.  Their  irregular  course  is  altered  by  the 
bristles  that  were  inserted,  and  they  are  made  to  assume  a straight 
line  ; whereas,  to  reach  the  surface  of  the  eyelid,  each  bends  almost 
at  a right  angle,  forming  an  elbow,  and  then  turns  a little  inwards, 
a beautiful  provision,  whereby  the  puncta  are  the  more  certainly 
adapted  for  their  office.  This  bend  should  be  remembered  while 
using  the  probe,  and  the  little  impediment  thereby  overcome,  by 
drawing  the  eyelid  out,  and  straightening  the  canal;  or,  Fi , 150 
merely  everting  the  tarsal  edge  a little,  and  passing  the  probe 
vertically  for  about  half  a line,  and  then  inwards. 

The  length  of  each  is  about  the  third  of  an  inch,  the 
diameter  the  twentieth  of  the  same.  They  are  formed  of 
fine,  pale,  smooth  mucous  membrane,  with  a few  mucous 
glands,  and  pavement  epithelium.  They  are  surrounded  by  a 
highly  vascular  connective  tissue.  They  have  not  valves  at 
their  opening  in  the  lacrymal  sac. 

CANALICULUS  DIRECTOR. 

This  instrument  is  more  readily  used  when  attached  to  a 
handle.  The  stem  is  fine-pointed,  not  actually  sharp,  but 
nearly  so,  for  ready  entrance,  and  grooved  in  its  entire  length, 
so  that  the  knife  may  run  out  without  impediment.  On  the 
handle,  corresponding  to  the  groove,  is  a dot  which  may  be 
useful  to  indicate  the  side  that  is  channelled.  I have  many 
times  seen  the  want  of  this  little  index  when  blood  was  about 
the  instrument.  The  artist  has  not  depicted  it. 

OBSTRUCTION  OF  THE  PUNCTA. 

These  parts  are  very  seldom  the  primary  seats  of  disease. 

A patulous  state  is  said  to  interrupt  the  passage  of  the 
secretions.  I am  not  familiar  with  such  a pathological 
change.  Now  and  then  large  puncta  are  met  with,  but  I 
have  not  seen  any  defective  action  associated  therewith. 

The  watery  eye  of  the  aged  is  commonly  assigned  to  such 
enlargement.  It  would  be  more  correct  to  attribute  it  to 
failure  in  those  mechanical  movements  of  the  eyelids  that 
are  so  necessary  to  bring  the  puncta  into  proper  play ; and  1 j| 
also  to  the  more  or  less  displacement  of  other  parts,  from  ® 
those  alterations  incidental  to  age.  Senile  lacrymation  is  often  due 
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severally  to  an  unhealthy  condition  of  tlie  laorymal  gland,  and  of 
the  conjunctiva. 

Contraction  simply  of  the.  panda , and  thereby  obstruction  to  the 
passage  of  the  excretions  without  injury,  or  any  disease  around,  is 
unknown  to  me,  and  must  therefore  be  very  uncommon,  if  it  exist 
at  all. 

Contraction  of  them , as  the  result  of  ulceration  of  the  eyelids , of 
chronic  inflammation  of  the  conjunctiva,  of  ophthalmia  tarsi,  of 
wounds,  burns,  and  chemical  injury,  is  common.  Complete  closure 
may  ensue  from  any  one  of  these  causes.  They  may  be  covered  over 
with  dry  epithelium. 

The  punda  may  be  destroyed  by  accident.  I know  an  instance  of 
this,  in  which,  in  consequence  of  the  annoyance  that  the  overflowing 
of  the  tears  produced,  the  lacrymal  gland  was  removed. 

The  punda  may  be  congenitally  absent , as  many  writers  testify.  In 
vol.  xxvii.  of  the  “ Dublin  Journal  of  Medical  Science,”  Sir  W. 
Wilde  alludes  to  a case  mentioned  by  Morgagni,  in  his  “ Epistolse,” 
in  which  all  four  were  closed  ; and  gives  an  example  lately  seen 
by  himself,  of  a young  girl  without  a punctum  on  the  left  upper 
eyelid,  or  the  papilla,  on  which  this  little  aperture  is  usually  situated. 

Two  puncta  have  been  seen  on  the  same  eyelid.  Other  deviations 
are  recorded. 

Treatment  is  far  more  satisfactory  than  might  be  supposed.  When  a 
punctum  is  merely  narrowed,  the  patency  is  readily  restored  by 
careful  use  of  the  probe.  When  it  is  closed,  provided  there  be  no 
distortion  of  the  parts  around,  the  canaliculus  may  possibly  be  reached 
by  a cross  or  oblique  cut,  or  by  a dissection,  then  opened,  and  the 
channel  re-established  to  the  nose.  If  no  orifice  can  be  found  after 
the  transverse  section,  the  lacrymal  sac  should  be  opened  below  the 
tendo  oculi,  and  the  canal  slit  up  near  the  obstruction,  or  a probe 
run  into  it  from  the  opening  in  the  sac.  The  internal  orifices  of  the 
canaliculi  are  so  large  that  a skilful  surgeon  can  readily  accom- 
plish this. 

If  the  upper  canaliculus  be  slit  up,  a probe  may  be  passed  through 
it  into  the  lower  canaliculus  on  to  the  position  of  the  punctum,  where 
an  aperture  may  be  made  by  cutting  on  the  probe.  It  is  possible 
to  pass  a curved  probe  without  slitting  the  upper  canaliculus. 

OBSTRUCTION  OF  THE  CANALICULI. 

Obstruction  of  a canaliculus  is  more  common  than  contraction  of  a i 
punctum,  and  is  due  to  malformation,  to  the  intrusion  of  extraneous 
substances,  to  accident,  and  to  structural  disease. 
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I hare  met  with  congenital  deficiency.  In  one  instance  the  lower 
canal  was  not  developed  in  the  inner  half,  while  the  remainder  was 
remarkably  fine,  and  the  punctum  so  minute  as  scarcely  to  be  recog- 
nised. This  was  discovered  while  making  a dissection  on  a young 
man  who  had  died  of  consumption.  I ascertained  that  the  defect  pro- 
duced no  inconvenience,  and  was  unknown  to  him.  The  upper  canal, 
with  the  punctum,  were  unusually  developed. 

In  another  case  there  was  congenital  deficiency  of  the  inner  part 
of  both  canaliculi  in  one  eye.  The  patient,  a girl,  was  fourteen  years 
old.  In  early  childhood  an  unnatural  flow  of  the  tears  was  noticed. 
The  persistence  of  this  annoyance  prevented  her  from  entering  on  any 
employment. 

In  another  instance,  in  an  infant,  the  entire  canaliculus  was  dilated, 
and  looked  like  a cyst,  without  any  external  opening. 

The  intrusion  of  an  extraneous  substance  is  not  very  rare.  Sometimes 
a canaliculus  gets  blocked  by  it.  A neighbouring  ciliurn  may  enter, 
or  a detached  ciliurn.  I have  removed  varieties  of  particles  from 
them,  such  as  small  bits  of  hair,  of  thread,  of  feather,  and  even 
metallic  chips.  Epithelium  may  choke  it  up.  This  is  more  common 
in  old  persons. 

Calculi  are  met  with.  Sometimes  the  calcareous  matter  is  wedged 
in,  like  the  calculi  of  the  salivary  ducts.  Sometimes  it  is  more  in 
the  form  of  a distinct  round  calculus,  a little  distance  within. 
The  punctum  is  red,  and  patulous,  and  tumefied,  and  exudes  a 
little  pus. 

The  treatment , in  the  case  of  an  inverted  ciliurn,  is  to  withdraw 
it,  and  pluck  it  from  its  root.  Loose  bodies  should  be  removed 
with  a pair  of  forceps.  Epithelium  is  readily  picked  out  with  the 
probe. 

A calculus  must  be  extracted.  This  is  readily  done  after  the 
canaliculus  is  slit  up. 

Mr.  Can-  Jackson  brought  me  a private  patient  who  had  been 
troubled  with  a watery  eye,  and  afterwards  a purulent  discharge 
from  the  lower  punctum.  I found  swelling  of  the  integuments 
over  the  lacrymal  sac,  and  a tumour  in  the  course  of  the  everted 
canaliculus.  My  suspicion  of  a calculus  was  at  once  expressed. 
I made  an  incision  over  the  swelling ; first  a chalky-like  material 
which  proved  to  be  epithelium,  was  removed,  and  then  a phosphate 
of  lime  calculus,  just  the  size  of  a No.  4 shot.  Perfect  recovery 
ensued. 

The  lower  canaliculus  is  more  prone  to  concretions  than  the 
higher. 

The  canaliculus  may  be  divided  or  torn  by  an  accident,  or  quite 
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destroyed.  This  is  treated  of  in  the  chapter  on  “Wounds  of  the 
Eyelids,  &c.”  It  remains  only  to  he  said,  that  when  both  canaliculi 
are  destroyed,  there  being  no  trace  of  them  left,  it  is  better  to 
extirpate  the  lacrymal  gland  than  to  attempt  to  establish  an  open- 
ing into  the  lacrymal  sac,  because  success  is  seldom  attained. 
The  effect  of  removing  this  gland  is  given  in  a section  of  this 
chapter. 

Chemical  injury  could  scarcely  be  inflicted  on  a canaliculus,  without 
some  portion  of  the  eyelid  participating  in  the  accident.  The 
treatment  would  be  the  same  as  for  a closed  canaliculus  from  any 
other  cause. 

Contraction  and  disease  arising  out  of  structural  changes,  is  the 
commonest  defect  of  these  minute  parts,  and  such  constitutes  what 
may  be  termed  ordinary  stricture  of  the  canaliculus.  The  origin  is 
an  inflammatory  state,  which  is  for  the  most  part  an  extension  of  the 
same  disease  which  exists  in  the  eyelid,  and  perhaps  along  the 
mucous  tract  through  the  lacrymal  sac  and  duct  to  the  nose.  Or  it 
may  be  from  the  conjunctiva  alone,  as  in  the  case  of  granular 
ophthalmia.  It  is  supposed  that,  in  the  latter  case,  the  stricture 
arises  from  contraction,  consequent  on  the  cicatrization  of  the 
granular  disease  within  the  tube.  Such  stricture  is  spoken  of  as 
made  up  of  callosities. 

The  ordinary  effect  of  the  stricture  is  a watery  eye,  called  stilli- 
cidium  lacrymarum.  The  stricture  may  be  incomplete  or  permanent. 
In  the  first,  the  probe  may  be  passed  through  the  canaliculus,  and 
the  inner  wall  of  the  sac  touched,  but  with  some  amount  of  diffi- 
culty. In  the  second,  -there  is  no  entrance,  and  the  stoppage  is 
easily  detected,  because  when  the  probe  is  pushed  on,  the  canali- 
culus, with  the  skin  over  it,  moves  towards  the  nose,  and  an  elastic 
resistance  is  felt. 

Another  mode  of  discovering  permanent  stricture  in  association 
with  disease  of  the  sac,  is  to  press  the  lacrymal  sac.  If  there  be  no 
regurgitation  of  tears,  nor  any  other  fluid,  the  canaliculus,  which  does 
not  admit  of  such  discharge,  is  obstructed.  In  perfect  health  of  the 
eye  nothing  will  escape  by  the  canaliculi,  no  matter  how  firm  the 
pressure  may  be.  It  is  only  when  there  is  disease  of  the  sac  that 
the  test  will  apply. 

Occasionally,  minute  abscesses  form  in  the  eyelid,  in  the  immediate 
vicinity  of  the  obstructed  canaliculus,  or  around  it. 

These  descriptions  apply  to  obstruction,  or  stricture,  solely,  that 
is  unaccompanied  with  any  change  of  position  of  the  angle  of  the 
eyelid.  It  will  be  shown  that  mere  displacement  of  the  eyelid 
will  produce  overflow  of  the  tears. 
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Whatever  may  have  been  the  degree  of  inflammation  of  the 
conjunctiva  preceding  the  stricture,  it  is  invariably  made  worse  by 
obstruction  to  the  escape  of  the  excretions. 

It  is  the  lower  canaliculus  that  is  generally  strictured.  Any 
obstruction  here,  except  as  a congenital  effect,  is  always  attended 
with  symptoms.  I have  met  with  but  a single  exception.  The 
canaliculus  was  cut  across  and  destroyed,  and  yet  no  inconvenience 
resulted.  Sir  William  Lawrence  saw  a like  case,  in  which  the 
.canaliculus  had  been  removed  in  a surgical  operation.  In  these 
instances,  the  higher  conduit  did  the  required  work.  Very  probably 
the  higher  might  be  strictured,  or  thrown  out  of  action,  without 
detriment. 

Treatment.  Mechanical  measures  alone  will  do  but  for  a small 
number  of  cases ; only  those  in  which  the  affection  is  not  of  con- 
stitutional origin.  In  proportion  as  the  mucous  membrane  around 
the  stricture  is  diseased,  and  the  constitution  efifeebled,  so  must 
there  be  added  general  treatment,  attention  to  health.  All  that 
is  said  in  the  section  on  “ Disease  of  the  Lacrymal  Sac  and  Duct  ” 
on  this  head,  applies  here.  A strictured  canaliculus  differs  from  a 
strictured  lacrymal  duct  only  in  the  effect  of  disease  being  mani- 
fested in  a different  portion  of  the  excretory  mucous  tract. 

Dor  the  incomplete  stricture,  the  passage  of  the  probe  is  the 
remedy.  At  first  the  smaller  one  should  be  used,  and  then  in  a 
few  days  the  larger  one,  and  the  operation  repeated.  As  the 
punctum  is  of  less  size  than  any  part  of  the  canal,  it  may  be 
necessary  to  slit  it  to  carry  that  out.  Most  careful  manipulation 
is  required  not  to  make  false  passages,  or  to  tear  the  canal. 

For  permanent  stricture,  that  is,  when  there  is  such  obstruction 
as  to  cause  resistance  to  the  probe,  and  all  attempts  at  dilatation 
have  failed,  a passage  must  be  made  and  established,  and  this  can  only 
be  done  by  perforation  and  after-treatment.  My  own.  plan  of  pro- 
ceeding, and  that  which  seems  best,  is  to  push  the  lacrymal  director 
into  the  sac  in  the  line  of  the  canaliculus,  and  to  divide  the  parts 
along  the  whole  length,  from  the  punctum  to  the  sac,  with  the 
ophthalmic  scalpel,  including  the  division  of  a portion  of  the  sac  as 
well.  This  is  facilitated  by  drawing  the  eyelid  outwards,  and 
making  it  tense  after  the  director  is  passed.  It  is  unnecessary 
to  give  a long  description  of  the  details,  such  as  the  manner  of 
holding  of  the  eyelids,  &c.  An  expert  surgeon  can  do  all  him- 
self. An  inexperienced  one  wants  an  assistant.  Some  operators 
use  a pair  of  scissors  for  doing  this,  others  employ  a peculiar 
kind  of  knife. 

An  elegant  little  instrument,  which  is  used  by  some  of  the  French 
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surgeons,  is  here  shown.  It  is  said  to  he  more  applicable  for  the 
upper  canaliculus. 

The  point  is  to  bo  carried  to  the  desired  spot,  and  the  blade, 
which  is  kept  in  position  by  a spring,  pushed  down 
by  pressure  on  the  handle. 

Of  course  there  is  adhesion  of  the  cut  surfaces  in  a few 
hours,  therefore  it  is  necessary  to  re-open  the  entire  channel 
the  next  day,  with  a director  or  probe,  and  to  repeat  the 
process  each  day,  until  there  is  no  longer  any  adhesion. 
Even  after  this  the  larger  probe  should  be  occasionally 
passed  for  some  weeks,  to  prevent  the  adhesion  of  granu- 
lations at  the  acquired  aperture. 

To  save  the  necessity  for  this  troublesome  after-mani- 
pulation, I tried  the  application  of  mild  escharotics, 
under  the  hope  that  they  would  irritate  the  raw  edges  and 
prevent  adhesion,  but  too  much  severity  ensued.  Even  the 
hydrargyri  oxidum  rubrum  set  up  far  more  action  than 
was  desirable.  For  this  reason  I have  given  up  any  such 
measure.  The  simple  process  only,  therefore,  that  of 
using  the  probe,  is  admissible. 

The  ultimate  success  of  these  operations  on  the  puncta 
and  on  the  canaliculi,  will  very  much  depend  on  the  state 
of  the  surrounding  parts.  Where  the  disease  is  confined 
to  this  portion  of  the  excretory  channel,  or  there  is  asso- 
ciated but  slight  surrounding  chronic  inflammatory  action, 
a good  result  may  be  expected.  Where,  on  the  contrary, 
the  conduits  are  involved  in  general  disease  of  the  palpebral 
conjunctiva,  and  of  the  lacrymal  sac  and  duct,  the  result 
is  uncertain,  as  the  acquired  aperture  is  very  apt  to  close  by 
contraction,  from  a kind  of  cicatricial  shrinking.  Earnest 
attention  should  be  therefore  given  to  the  treatment  of  any 
complication,  by  local  and  by  general  measures.  A.s  a final 
resource  in  relapse,  the  operation  must  be  repeated,  the 
sac  laid  open,  and  the  aperture  maintained,  as  well  as  can  be,  by 
dilatation  with  probes  from  time  to  time. 

Growths  within  the  canaliculus , may  be  considered  as  a continuation 
of  contraction  and  disease,  arising  out  of  structural  changes. 

Little  polypi,  just  like  conjunctival  polypi,  which  are  described 
in  the  chapter  on  “ Tumours,”  may  grow  within  the  canaliculus. 
Several  authors  make  mention  of  their  existence: 

Fibroid  growths,  so  loosely  attached  as  readily  to  escape  under 
pressure  from  the  dilated  canaliculus,  and  numbering  several  in 
the  same  case,  are  authentically  recorded. 
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Treatment.  The  scissors  or  the  knife  should  invariably  be  used 
for  all  abnormal  growths.  Escharotics  are  inadmissible  from  the 
damage  that  might  accrue  to  the  neighbouring  parts. 

DISPLACEMENT  OF  THE  LOWER  PUNCTUM. 

Considerable  disturbance  of  the  functions  of  the  lacrymal  apparatus, 
comes  from  a displaced  and  everted  lower  punctum.  Dislocation  occurs 
under  a variety  of  causes.  These  may  be  classed  as  follows : 

External  or  extra-ocular,  for  the  most  part  of  a simple  nature,  and 
very  limited,  although  palpable,  such  as  superficial  ulceration  of  the 
integument  to  a very  slight  extent,  or  in  a more  marked  degree, 
arising  from  a severer  cause.  Both  of  these  may  be  produced  by 
idiopathic  disease,  or  by  accident.  The  punctum  is  quite  healthy  in 
all  such  recent  displacements. 

Internal,  or  intra-ocular,  produced  by  some  disease  of  the  ocular 
appendages,  such  as  swelling  of  the  conjunctiva,  and  of  the  caruncle, 
and  granular  disease  of  the  palpebral  conjunctiva.  With  this  is 
associated  alteration  of  form  in  the  punctum  itself,  arising  out  of 
chronic  inflammation.  The  prominence  on  which  the  punctum  is 
placed  may  disappear.  The  orifice  is  then  on  a flattened,  rounded, 
cutaneous  surface,  at  a little  distance  from  the  mucous  lining  of  the 
eyelid ; much  reduced  in  size,  and  not  wetted  by  the  tears,  but  dry, 
the  mucous  papilla,  on  which  it  opens  naturally,  being  destroyed. 

It  is  necessary,  for  a punctum  to  act,  that  it  be  submerged  in  the 
lacrymal  secretion. 

In  every  instance  of  watery  eye,  therefore , the  lower  punctum  should  be 
carefully  surveyed , and  its  integrity  scrutinized.  But  any  deviation  from 
its  position,  or  any  slight  morbid  change,  cannot  be  appreciated  except 
by  one  who  has  studied  the  part  in  health.  The  beautiful  manner  in 
which  it  is  brought  into  play  by  muscular  action  in  winking,  and 
applied  against  the  eyeball,  should  be  inspected  in  several  individuals. 

Even  in  health,  variety  exists  in  the  movements  of  the  punctum. 
In  some  persons,  during  winking,  it  is  shot  inwards  like  the  sting  of 
a wasp.  In  others,  it  moves  slowly  and  lazily,  seeming  scarcely  to 
touch  the  eyeball. 

Excessive  inversion  of  the  punctum  is  spoken  of  as  a defect 
arising  from  retraction  of  the  eyeball,  or  from  age,  and  as  a cause  of 
overflow  of  tears.  I have  never  seen  it.  In  the  entropium  of  the 
aged,  such  a condition  is  absent. 

Treatment.  For  the  simple  turning  out  of  the  punctum,  the 
removal  of  the  limited  ectropion  will  generally  suffice,  and  bring  the 
canaliculus  into  play.  It  has  been  all-sufficient  in  the  many  cases  I 
have  treated.  8 o far  as  I know,  the  practice  originated  with  myself. 
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My  plan  is  to  dissect  off  tlio  palpebral  conjunctiva  from  a spot  just 
posterior  to  tire  canaliculus,  and  to  regulate  the  amount  to  be 
removed  by  the  degree  of  the  eversion  ; for  as  it  is  by  the  ensuing 
contraction  that  the  eyelid  is  braced  to  its  place,  a certain  proportion 
is  required.  For  the  most  part,  I have  not  applied  sutures,  but  my 
present  impression  is  in  their  favour. 

This  operation  is  far  more  generally  applicable  than  I suspected 

when  I first  applied  it. 

Where,  liowover,  tlio  corner  of  the  eyelid  is  so  much  everted,  f 1 om  the 
loss  of  external  tissue,  that  replacement  is  impossible,  I advise  that  the 
upper  canaliculus  be  opened  according  to  the  foregoing  directions,  and  a 
portion  of  the  sac  also  divided,  and  an  endeavour  made  to  keep  the  sac  as 
well  as  the  canaliculus  open,  by  passing  a probe  daily  for  some  weeks. 

Where,  with  displacement  of  the  punctum,  the  tarsal  edge  has 

Fig.  152.  been  damaged  in  the  manner  which  I have  shown,  or  so 
i changed  by  chronic  inflammation  that  perfect  readaptation 
\ of  the  parts,  so  far  as  to  restore  function,  is  impossible,  the 
\ tears  may  be  directed  in  their  proper  course  by  operating 
for  the  ectropium  and  slitting  up  the  canaliculus  as  well. 

I suspect  that  in  the  intra-ocular  causes  of  displaced 
punctum,  it  is  always  necessary  to  combine  the  two  opera- 
tions, that  for  the  ectropium  and  that  for  making  an  open 


canal  for  the  canaliculus. 

The  higher  punctum  does  not  get  displaced  except  in 
ectropium  of  the  upper  eyelid  from  extra-ocular  causes.  This 
is  treated  of  in  the  chapter  on  “ Diseases  of  the  Eyelids.” 
The  remarks  which  are  made  at  the  end  of  the  descrip- 
tion of  the  treatment  for  strictured  canaliculus,  with 
reference  to  success  and  the  necessity  for  combating  with 
coexisting  inflammatory  affections,  apply  here  also. 
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Knife  for  the  Lacrymal  Duct.  The  requisites  here,  Fig. 
152,  are  sufficient  narrowness,  length,  and  strength  of 
blade.  It  is  better  for  the  trustworthiness  of  so  slight 
an  instrument  that  it  be  without  a shoulder,  a spot  at 
which  delicate  knives  frequently  break.  The  upper  part 
of  the  blade  is  quite  round,  the  next  oval,  and  the  point 
nearly  flat. 

It  certainly  would  seem  that  the  ordinary  affections  of 
this  part  of  the  lacrymal  apparatus,  obstruction  of  which 
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rarely  exists  before  the  seventh  year  of  age , can  be  traced  to  a common 
local  primary  cause,  namely,  asthenic  inflammation ; and  that  the 
several  effects  are  due  to  the  degrees  of  stricture  of  the  duct  that  may 
arise  from  such,  modified  hy  many  circumstances ; as,  for  instance, 
the  health  of  the  patient,  constitutional  diseases,  surrounding  circum- 
stances of  life,  age,  sex.  Also,  that  the  proximal  origin  is  an  enfeebled 
constitution  of  body,  hereditary  or  acquired.  The  local  manifesta- 
tions of  struma  are  very  often  co-existent.  The  common  occurrence 
of  symmetrical  development  of  the  disease  likewise  points  to  this 
truth. 

In  young  people,  the  seveiei  exanthemata  and  typhoid  fevers  are 
occasionally  precursors. 

According  to  this  doctrine,  the  pathology  is  clear,  and  the  indi- 
cations for  treatment  are  palpable. 

I believe  that  the  lacrymal  tube  in  its  entire  length  is  always 
affected,  although  it  may  be  more  so  in  some  parts  than  others. 
This  difference  is  due  to  the  natural  constrictions  in  the  passage. 
The  encasement  of  the  greater  portion  by  bone  precludes  the 
exhibition  of  those  results  that  are  manifested  in  its  upper  and 
free  end,  the  lacrymal  sac  ; hence  the  idea  that  the  sac  alone  is 
generally  diseased. 

Very  slight  narrowing  of  the  duct  would,  I imagine,  be  attended 
with  interruption  to  the  functions,  as  the  means  of  escape  is  not  much 
greater  than  is  required.  In  the  healthy  condition,  any  augmenta- 
tion of  the  secretions  produces  an  overflow,  and  with  the  slightest 
stricture,  the  ordinary  amount  must  be  too  much  for  the  transit. 

Stricture  of  the  canaliculi,  especially  of  the  lower,  is  frequently 
associated  with  that  of  the  duct. 

The  palpebral  conjunctiva  is  often  at  the  same  time  involved  in 
inflammation.  The  Schneiderian  membrane  does  not  always  escape  ; 
so  that  the  entire  surrounding  continuous  mucous  surfaces  may  be 
unhealthy.  This  is  regarded  by  me  merely  as  a greater  condition  or 
extension  of  the  same  disease : more  superficies  affected.  It  matters 
nothing  in  any  way,  except  that  of  intensity,  at  which  point  the 
inflammation  commences.  It  is  possible  that  it  may  begin  at  any 
part  oflhe  oculo-nasal  tract,  and  ultimately  invade  the  whole. 

That  there  is  a specific  form  of  inflammation  seems  sure.  The 
affection  never  follows  catarrhal  inflammation  of  the  conjunctiva  nor 
that  produced  by  extraneous  bodies,  nor  purulent  ophthalmia  from 
infection  ; nor  is  it  ever  the  result  of  traumatic  inflammation  which 
may  follow  wounds  of  the  pails.  It  is  evident,  therefore,  that  I do 
not  accept  the  supposition  that  the  disease  is  often  a mere  continua- 
tion of  inflammatory  affections  of  the  nose  of  various  kinds.  They 
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sometimes  co-exist.  So,  too,  is  there-  sometimes  found  at  the  same 
time,  in  scrofulous  subjects,  clironic  inflammation  of  the  tonsils,  and 
of  the  external  auditory  passages.  There  is  merely  the  common 
connection  of  a blood  disease. 

It  is  a drawback  in  the  description  of  diseases  that  artificial 
distinctions  are  requisite,  and  that  lines  of  demarcation  must  be 
made  ; but  for  brevity  and  for  teaching,  this  is  unavoidable. 

I erhaps  the  least  objectionable  and  easiest  way  of  dividing  this 
subject  is  to  speak  of  chronic  inflammation  of  the  sac  and  duct,  the 
usual  form  of  disease  that  is  met  with ; afterwards  of  acute,  and 
ultimately  to  consider  the  condition  of  fistula  lacrymalis. 

There  are  natural  or  physiological  variations  in  the  size  of  the 
lacrymal  sac,  and  the  lacrymal  duct,  as  well  as  in  the  bony  parietes 
which  surround  this  excretory  tract,  all  of  which  depend  on  the 
natural  conformation  of  the  face,  and  more  particularly  of  the 
skeleton.  In  all  probability,  they  depend  entirely  on  osseous 
development.  But  this  has  nothing  to  do  with  the  performance 
of  the  function  of  the  part,  as  has  been  supposed.  It  does  not  pro- 
duce disease,  nor  does  it  involve  any  different  principles  of  treatment. 
It  matters  not,  therefore,  wdiether  a man’s  nose  be  flat  and  broad,  or 
prominent  and  narrow. 

The  external  wall  of  the  sac  may  have  a superficial  recess,  which 
will  mark  the  division  between  the  sac  and  the  duct.  When  this 
is  absent  there  is  no  boundary.  There  may,  therefore,  be  a decided 
contraction,  or  merely  a plain  surface.  The  contraction,  when  it 
exists,  seems  to  be  caused  by  thickening  of  the  periosteum  at  the 
point  of  entrance  to  the  bony  canal,  or  of  the  aponeurosis  of  the 
lacrymal  sac.  The  course  of  the  bony  lacrymal  canal,  which  encloses 
the  lacrymal  duct,  is  curved  downwurds,  outwards,  and  backwards, 
but  the  convexity  differs  in  different  persons.  This  would,  perhaps, 
be  due  to  the  height  of  the  upper  jaw,  to  the  width  of  the  nasal 
cavity,  and  to  the  variable  position  of  the  internal  turbinated  bone. 
Another  influence  is  that  of  the  duct  varying  in  the  spot  at  which . 
it  opens  in  the  nose,  being  higher  or  lower,  sometimes  very 
posterior. 


CHRONIC  INFLAMMATION  OF  THE  LACRYMAL  SAC  AND  DUCT. 

The  obstruction  from  this  cause  usually  begins  imperceptibly, 
and  increases  insensibly,  till  a watery  eye,  with  temporary  cloudiness 
of  vision,  and  distention  of  the  sac  by  tears  and  by  mucous  secretion, 
disclose  its  existence.  The  common  history,  then,  of  these  cases  is, 
that  for  an  indefinite  period  there  has  been  an  overflow  of  tears, 
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sometimes  particularly  troublesome.  The  handkerchief  is  frequently 
used,  and  the  sufferers  may  sometimes  empty  the  sac  by  pressing,  on 
it  the  contents,  tears  and  mucus  loaded  with  epithelium,  escaping 
through  the  duct  into  the  nose,  or  partially  through  the  puncta 
between  the  eyelids.  This  stage  may  last  lor  months  01  )oaifu  an 
with  very  little  inconvenience  if  the  conjunctiva  be  not  markedly 
diseased,  because  in  the  absence  of  such  complication  there  is  not 
any  surplus  excretion  to  be  carried  olf.  But  the  retained  excretions 

act  as  an  irritant. 

It  is  usually  painless. 

The  experienced  practitioner  can  at  a glance  tell  what  is  at  lault 
with  such  an  eye  by  the  fulness  of  the  inner  corner,  the  swelling  and 
redness  of  the  integuments,  and  the  wetted  caruncle. 

Increase  of  the  disease  is  shown  by  exaggeration  of  the  symptoms. 
Slight  attacks  of  inflammation,  with  pain,  occur  in  the  sac,  which  is 
now  distended  with  a higher  inflammatory  product,  more  epithe- 
lium, and  perhaps  fibrinous  exudation,  and  even  pus  cells,  and  this 
will  escape  by  pressure  through  the  puncta,  and  not  into  the  nose ; 
or  sometimes  regurgitate  without  pressure,  because  the  duct  is 
stopped. 

The  eyelashes  get  sopped. 

The  amount  of  the  morbid  secretion  varies.  It  may  be  incredibly 
large.  The  quality,  too,  is  uncertain;  sometimes  there  being  a 
predominance  of  mucus,  sometimes  of  pus.  Occasionally  there  aie 
white  streaks  in  it,  the  effect  of  the  fibrinous  exudation. 

There  is  fluctuation  in  these  conditions,  according  to  the  season 
of  the  year  and  the  state  of  the  weather.  In  winter  the  disease 
is  at  its  worst.  In  summer  it  may  almost  cease,  when  there  is  but 
little  inconvenience,  except  in  damp  or  cold  days. 

Although  these  stages  are  usually  spread  over  months,  sometimes 
even  years,  there  may  be  such  rapid  succession  of  them  as  to  induce 
the  belief  that  the  attack  is  due  to  acute  primary  inflammation  in 
the  duct,  an  occurrence  of  great  rarity. 

In  different  individuals  there  is  much  variety  in  symptoms,  and 
it  is  in  the  vascular  implication.  It  is  in  the  absence  or  presence  of 
inflammation,  that  the  greatest  difference  appears.  In  some  cases 
there  will  be  scarcely  redness.  It  is  in  these,  the  more  chronic,  that 
the  sac  gets  loaded  with  mucus  and  tears  only.  These  variations  have 
been  described  by  authors  as  a separate  disease,  under  the  name  of 
mucocele  of  the  sac,  catarrh,  and  relaxation  ; but  this  is  incorrect, 
tends  to  no  practical  end,  and  only  misleads,  mystifies,  and  puzzles. 
There  is  too  much  subdivision.  Sometimes  the  inflammatory  attack 
will  seem  to  be  the  chief  evil. 


534 


DISEASES  OF  THE  EXCRETING  LACRYMAL  APPARATUS. 


L ho  more  pus  tliere  is  in  the  secretion,  the  more  is  the  interior  of 
the  sac  affected.  I1  us  may  be  produced  from  ulceration.  I suspect 
that  with  ulceration  there  is  occasional  bleeding.  The  dark-coloured 
discharge  sometimes  seen  is  produced  from  an  admixture  of  blood. 

It  would  be  tiresome  to  describe  all  the  changes  that  may  take 
place  as  the  result  of  inflammation.  Enough  has  been  said  for  the 
purposes  of  diagnosis  and  of  treatment. 

When  the  vascular  action  is  mild,  or  when  it  is  absent,  the  disease 
lingers  on  for  years.  When  active  and  paroxysmal,  an  abscess  is 
the  ordinary  occurrence,  and  when  this  bursts  considerable  relief 
follows.  A fistula,  that  is,  a fistulous  ulcer,  at  the  inner  angle  of 
the  eye,  communicating  with  the  lacrymal  sac  or  duct,  is  now  formed, 
and  in  the  course  of  time  its  edges  cicatrize.  There  will  be  dis- 
charged tears,  or  pus  and  tears,  or  mucus  and  tears,  according  to 
the  more  or  less  diseased  state  of  the  mucous  membrane.  The 
position  of  the  opening  is  determined  by  accidental  circumstances. 
The  common  situation  is  over  the  sac,  just  below  the  tendo  oculi, 
as  portrayed  in  the  following  sketch ; but  it  may  be  at  some  distance 


Pig.  153. 


even  on  the  cheek,  or  on  the  nose,  or  within  the  nose,  or  within 
the  palpebrse.  There  may  be  several  external  openings,  with  as 
many  sinuses,  while  there  is  but  one  sinus  communicating  with  the 
sac,  from  which  all  branch  off. 

The  abscess  is  always  attended  with  much  local  suffering,  and 
constitutional  excitement,  and  after- depression. 

It  has  been  observed  by  Hosner,  that  partial  ulceration,  and 
subsequent  cicatricial  contraction  of  the  lacrymal  duct,  may  occur 
with  the  formation  of  an  abscess.  Also  that  after  phlegmonous 
inflammation  of  the  sac,  the  nasal  duct  may  be  changed,  through 
the  greater  part  of  its  extent,  to  solid  tendinous  cord. 
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A fistula,  therefore,  is  hut  a natural  process  of  cure;  it  is  an  outlet 

by  which  the  excretions  shall  escape. 

' The  fistula  may  heal,  and  the  disease  may  be  cured,  or  it  may 
seem  for  a time  to  have  ceased,  but  il  the  patient  remain  untreated, 
the  same  stages  may  recur  again  and  again  ; or  it  may  remain  and 
become  less  troublesome  as  it  is  chronic,  especially  if  a sinus  does 

not  form. 

Except  for  the  severer  paroxysms  which  disclose  the  sc\  onty  o 
the  affection,  a person  does  not  generally  seek  advice,  unless,  perhaps, 
the  conjunctiva  be  inflamed  and  the  Meibomian  secretion  vitiated, 
and  these  derangements,  so  frequently  associated,  are  often  consideied 

to  be  the  cause  of  the  obstruction. 

Treatment.  It  is  easy  to  relieve  these  cases;  it  is  difficult  to  cure 
them.  Yet  a great  many  do  admit  of  cure,  however  obstinate  for 
a time  they  may  be.  Of  course  there  are  degrees  of  the  disease 
in  which  -restoration  cannot  be  expected ; where,  for  instance, 
natural  structure  is  in  part  destroyed.  But  such  are  not  beyond 
relief.  It  is  well,  therefore,  to  understand  what  can  be  accomplished, 
and  what  cannot.  A quick  result  can  never  be  obtained  in  any 
instance.  At  best,  success  will  follow  only  a well-directed  and 
long-continued  course  of  surgery  and  medicine.  It  must  be  remem- 
bered that  not  only  is  the  mucous  part  of  the  canal  diseased,  but 
the  surrounding  tissues  are  involved,  and  sometimes  to  a great  extent. 
Ulceration  and  contraction  are  the  usual  defects. 

The  measures  needed  are,  therefore,  from  what  has  been  shown, 
twofold  : constitutional,  to  conquer  the  cause  of  the  disease  ; local,  to 
overcome  the  inflammatory  state,  including  mechanical  aid,  to  dilate 
the  narrowed  channel,  or  to  open  it  when  entirely  closed.  Of 
these,  the  first  is  the  most  important,  as  it  goes  to  the  origin  of 
the  evil,  and  in  the  earlier  states  it  alone  may  suffice.  If  either 
were  to  be  used  to  the  exclusion  of  the  other,  in  the  majority 
of  cases,  the  patients  would  have  the  best  chance  under  the 
constitutional.  It  is  needed  at  all  periods,  and  everything  else 
may  be  said  to  be  but  auxiliary  to  it.  It  can  never  be  dis- 
pensed with.  At  once,  therefore,  general  derangements  should  be 
sought  out,  and  every  endeavour  made  to  improve  them  medically 
and  (lietetically. 

Among  the  poor,  undoubtedly,  sufficient  clothing,  especially  flannel 
to  the  skin  of  the  delicate,  proper  and  sufficient  food,  and  ventilation 
to  dwellings,  are  the  things  that  are  mostly  needed.  Without 
improving  mal-nutrition,  we  shall  attend  to  the  ophthalmic 
symptoms  in  vain. 

In  cases  where  the  indication  is  apparent,  especially  in  the 
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scrofulous,  tlio  change  of  residence  from  tliis  country  to  a warmer, 
or  to  a tropical  climate,  produces  wonderful  benefit.  By  this 
alone,  I have  seen  complete  recovery  from  advanced  stages  of  the 
disease.  By  my  recommendation,  patients  have  found  voyages  to 
Australia  and  to  India  very  curative. 

To  impress  the  importance  of  the  influence  of  constitution  over  the 
local  disorder , I may  mention  a very  marked  case  of  recovery 
effected  by  a change  of  climate  alone.  A scrofulous  youth  was 
brought  to  me,  with  symptoms  that  left  no  doubt  • of  the  complete 
obstruction  of  the  duct,  but  abscess  had  not  supervened.  The  lower 
eyelid  was  partially  everted,  and  a constant  discharge  of  secretions 
from  the  conjunctiva  and  the  sac  had  excoriated  the  cheek.  A 
great  many  applications  in  the  form  of  blisters,  ointments,  and 
stimulating  lotions  had  been  used.  A refusal  was  given  to  the 
treatment  I proposed.  I then  suggested  that  the  young  man  should 
be  allowed  to  join  his  mother,  who  was  in  the  West  Indies. 
Eighteen  months  in  the  warm  climate  re-established  his  health,  and 
with  the  disappearance  of  glandular  swellings  about  the  neck,  the 
eye  was  restored. 

It  would  be  unwise  to  particularize  any  forms  of  medicine,  as 
there  is  no  specific,  and  each  case  will  have  its  own  indications  for 
this  or  that  drug.  In  the  scrofulous  stricture,  there  is  wanted  just 
the  same  general  or  constitutional  remedies  as  if  there  existed 
enlarged  lymphatic  glands,  or  chronic  synovial  disease  of  a joint, 
or  caries  of  a bone,  without  the  association  of  any  eye  disease. 
In  the  debilitated,  the  functions  most  at  fault,  whether  of  digestion, 
assimilation,  or  sanguinification,  must  be  carefully  attended  to. 
Here  is  it,  as  on  many  other  occasions  in  practice,  a surgeon  must 
be  a physician,  and  something  more. 

That  the  local  disease  is  originally  and  essentially  inflammatory, 
and  that  the  obstruction  is  kept  up  by  inflammation,  should  never 
be  lost  sight  of. 

The  degree  of  inflammation  should  be  regarded.  The  morbid 
secretion  proceeds  from  an  inflamed  mucous  membrane,  the  tume- 
faction of  which  is  the  first  agency  by  which  the  duct  is  closed. 
No  advance  can  be  made  till  such  is  subdued.  Leeching  over  the 
sac,  one  leech  or  two,  is  valuable.  The  quantity  of  the  blood 
to  be  taken  should  be  regulated  by  the  redness  or  tenderness  under 
touch,  and  the  repetition  or  not  by  the  result. 

The  fullest  effect  of  the  leeching  can  be  got  only  in  the  earlier 
stages  of  the  disease,  where  there  is  yet  some  perviousness  of  the 
duct.  Where  there  are  accessions  of  inflammation  from  reacting 
irritation,  arising  out  of  the  duct  being  closed,  blood-letting  is 
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oontra-indicated.  Closure  exists  when  the  contents  of  the  sac 
canuot  be  passed  into  the  nose. 

Alter  the  leeching,  a cold  application  is  called  for,  such  as  cold 
water  with  a rag,  or  iced  water,  or  a spirit  lotion,  or  ice  poultice, 
that  is,  ice  pounded  and  applied  in  an  india-rubber  bag. 

The  sac  should  he  pressed,  and  emptied  of  its  contents,  three  times  a 
day,  an  act  that  the  patient  can  be  taught  to  effect.  By  this  the 
injurious  effect  of  the  distention,  which  helps  to  keep  up  the  inflam- 
mation, is  removed.  The  evacuation  will  be  greatly  facilitated  by 
slitting  up  the  upper  canaliculus,  and  converting  it  into  a canal, 
after  the  manner  above  described.  Indeed,  this  should  be  done  early. 

An  application  of  an  astringent  to  the  interior  of  the  sac  and 
duct  is  beneficial  at  some  stages  of  treatment,  and  particularly  after 
the  more  active  symptoms  have  been  reduced.  An  injection  is 
the  more  easily  done  through  a divided  canaliculus.  As  some  of 
the  injected  fluid  enters  the  throat,  only  harmless  drugs  should 
be  used.  I employ  tannic  acid.  It  is  wrell  to  wash  out  the  passages 
first  with  warm  water.  Very  few  patients  have  ever  allowed  me 
to  do  this  sufficiently  often,  that  is,  daily. 

An  india-rubber  bottle,  with  a fine  tube,  is  better  for  this  purpose 
than  any  syringe.  A.  part  of  the  injection  will  escape  by  the  nose, 
and  a basin  should  be  held  to  receive  it. 

Most  persons  will  submit  to  any  annoyance  from  disease,  rather 
than  syringing.  A great  deal  that  is  written  and  recommended 
about  probing  and  syringing  is  never  really  carried  out.  It  is  mere 
description  to  make  the  plan  of  treatment  appear  perfect.  Some 
authors  speak  of  injecting  the  sac  and  duct  through  a hollow  probe. 
My  usual  practice  is  to  apply,  to  the  corner  of  the  eye,  a 
drop  of  the  lotion  after  each  emptying  of  the  sac,  and  to  repeat 
the  application.  Some  of  the  lotion  must  enter  the  sac,  and  all 
that  goes  there  must  pass  through  the  duct,  so  long  as  it  is 
pervious. 

If  a patient  will  carry  out  this  general  and  topical  treatment,  he 
will  obtain  a good  result.  The  cure  will  be  the  ride,  the  failure 
the  exception. 

But  the  disease  may  not  cease  under  any  measures  without  dilatation > 
because  the  duct  is  too  much  narrowed.  There  has  not  been  mere 
swelling  of  the  soft  tissues,  but  structural  change  of  them,  and 
permanent  thickening.  The  stricture  keeps  up  the  irritation. 

When  the  dilatation  should  be  undertaken  is  a nice  matter  to 
decide,  both  while  a patient  is  being  treated,  and  the  first  time  he 
is  seen. 

As  the  narrowing  of  the  duct  proceeds  very  gradually,  the  exact 
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time  when  the  channel  is  closed  cannot  he  told,  and  therefore  the 
proper  time  for  the  dilatation  can  he  judged  of  only  long  after  the 
necessity  lor  it  has  arrived.  I will  mention  the  conditions  hy  which 
I am  guided. 

Alter  a sufficiently  long  course  of  general  and  topical  treatment, 
however  much  improvement  there  may  he,  if  the  sac  still  continues 
to  fill,  dilatation  is  wanted. 

When  I first  see  a patient,  I ascertain  the  state  of  the  canaliculi, 
and  the  condition  of  the  parts  about  the  lacrymal  sac,  as  conveyed 
to  the  touch.  When  one  of  the  canaliculi  is  choked  at  the  inner  end, 
especially  the  lower  one,  there  is,  as  far  as  I have  observed,  almost 
invariably  stricture  of  some  part  of  the  lacrymal  duct  as  well.  Where 
there  is  decided  thickening  of  the  parts  over  and  about  the  lacrymal 
sac,  so  that  the  edges  of  the  bones  cannot  be  felt  as  in  health,  there 
is  that  condition  far  advanced  which  needs  dilatation.  The  thick- 
ening is  chiefly  periosteal.  Perhaps  the  bones  lose  their  sharpness 
of  outline.  These  rules  have  fewer  exceptions  than  any  that  I know 
of.  A profuse  discharge,  even  of  purulent  matter,  through  the 
puncta,  although  frequently  associated  with  stricture,  is  not  in 
itself,  as  I have  frequently  ascertained  by  actual  exploration,  an 
unerring  sign  of  permanent  duct  obstruction.  Again,  all  degrees 
of  narrowing  of  the  duct,  and  even  complete  occlusion,  may  exist, 
without  the  escape,  under  pressure,  of  pus,  and  but  little  of  any 
secretion,  by  the  puncta. 

The  age  of  a patient  gives  no  guidance,  and  I fear  that  surgeons 
often  postpone  mechanical  treatment  on  account  of  tender  years.  I 
have  often  been  obliged  to  resort  to  it  in  children,  and  once  in  an 
infant  three  months  old,  who  was  brought  to  me  with  a lacrymal 
fistula.  Nine  days  after  the  birth,  an  abscess  over  the  duct  was 
opened,  and  a fistula  ensued.  It  cannot  be  doubted  that  the  disease 
commenced  in  utero. 

Being  satisfied  that  dilatation  is  necessary,  we  must  proceed  to 
effect  it  by  the  natural  channel ; this  is  done  by  getting  at  the  duct 
through  a canaliculus  ; I prefer  the  lower.  The  first  thing,  therefore, 
is  to  slit  it  up,  and  to  maintain  it  open.  How  to  do  this  has  already 
been  pointed  out.  In  France  and  Germany,  the  higher  canaliculus 
is  usually  selected. 

After  the  channel  through  the  canaliculus  has  been  established, 
the  next  stage  of  treatment  should  commence.  Mr.  Bowman,  to 
whom  we  are  indebted  for  this,  is,  so  far  as  I can  gather,  an  advocate 
for  gradual  dilatation  of  the  duct,  with  probes  of  different  sizes, 
passed  at  intervals  of  a few  days.  The  process  I consider  tedious ; 
and  is  so  disagreeable  that  but  few  persons,  in  public  or  in  private, 
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will  submit  to  it  sufficiently  long.  Many  patients  have  left  other 
surgeons  and  come  to  me,  solely  because  they  would  not  submit  to 
it  ; and  I know  that  some  have  left  me  on  the  same  account.  It  is 
inapplicable  to  children. 

Several  sorts  of  probes  are  sold  for  the  purpose.  That  which  is 
shown  (Fig.  154)  seems  to  be  most  used ; not,  however,  by  myself. 


Fio.  154. 


My  practice  used  to  be  to  dilate  for  a short  time  only,  using  in 
the  first  instance  a small,  straight  probe,  and  afterwards  a larger 
one  ; and  then  to  introduce  a style.  Now,  I generally  explore  the 
duct  in  the  first  instance,  with  my  second-sized  probe.  If  the  channel 
be  not  very  much  narrowed,  I insert  a style.  If  it  be  so  affected, 
but  is  evidently  yet  penetrable,  I introduce  a small  silver  wire,  about 
the  thickness  of  a hair-pin,  and  long  enough  to  be  readily  used, 
and  allow  it  to  remain,  but  cut  off  the  upper  part,  and  turn  the 
end  down  over  the  eyelid,  which  is  effected  with  two  pairs  of  pliers, 
one  to  hold  the  wire,  the  other  with  round  points,  to  bend  it  in  the 
form  of  a little  hook.  This  is  a sketch  of  such  an  appliance  that 
has  been  used.  In  a few  days  I remove  this,  and  nse  a style. 

Fig.  155. 


;■ 

It  would  be  mere  waste  of  time  to  give  anatomical  directions  for 
the  passing  of  the  probe,  or  the  wire.  A man  must  learn  to  do  it 
as  he  would  learn  to  pass  a catheter.  One  trial  will  serve  him  more 
than  the  most  elaborate  description.  It  is  only  the  metallic  instru- 
ment that  can  be  depended  on  to  press  the  duct  at  the  seat  of 
stricture,  and  cause  the  thickened  part  to  atrophy. 

The  stricture  may  prove  to  be  very  tight,  so  dense  indeed  that  it 
cannot  be  readily  penetrated  by  the  probe  or  the  wire.  It  damages 
the  duct  too  much  to  drive  the  probe  through  the  stricture  with 
violence.  It  must  then  be  divided  by  the  style  knife,  till  the  resist- 
ance is  overcome,  and,  if  needs  be,  to  the  end  of  the  duct.  Many 
times  I have  met  with  a degree  of  obstruction,  and  sometimes,  too, 
when  not  expected,  that  required  an  incredible  amount  of  pressure 
to  be  overcome ; an  amount  indeed  that  a beginner  would  not  have 
courage  to  exert.  After  a few  days,  the  channel  is  enlarged,  and 


540  DISEASES  OF  THE  EXCRETING  LACRYMAL  APPARATUS. 

a style  can  be  introduced.  The  secretions  readily  pass  by  this  little 
cylinder. 

Styles  of  different  calibre  and  of  standard  silver  should  be  kept. 
It  may  be  advisable  at  first  to  use  but  a small  one.  That  shown 
(Fig.  156)  is  of  full  thickness.  As  a pointed  end  facilitates  the 
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introduction,  I seldom  now  use  any  other  (Fig.  157).  The  form 
was  given  by  Mr.  Taylor,  when,  many  years  ago,  he  effected  dilata- 
tion through  the  sac  inside  the  eyelids,  and  with  marked  success. 
It  was  a more  perfect  plan  than  had  yet  been  adopted.  The  little 
tail  prevents  the  instrument  from  getting  out  of  sight,  and  should 
be  worn  just  outside  the  lower  eyelid.  A stjde  may  be  too  large. 
Sufficient  space  should  be  left,  that  the  duct  walls  be  not  destroyed 
by  pressure.  Some  styles  that  are  sold  would  almost  fill  up  the 
bony  canal  in  the  skeleton. 

Different  lengths  in  styles  are  needed,  for  in  every  application  of 
this  instrument,  the  foot  should  reach  the  palatine  process  of  the 
superior  maxillary  bone,  the  floor  of  the  nose.  There  is  then  no 
risk  of  the  style  slipping  down,  nor  of  the  upper  end  producing 
irritation  or  ulceration  by  pressure.  It  is  well  in  each  case  to 
ascertain  the  required  length  with  a probe,  and  to  select  a style 
accordingly. 

yin  operator  should  be  certain  that  he  has  really  made  a proper  channel 
into  the  duct , and  is  working  within  it,  and  not  outside,  on  the  face, 
or  through  the  lacrymal  bone  ; and  the  only  sure  test  is  to  feel  the 
floor  of  the  nose  with  the  probe. 

The  success  of  the  entire  proceedings  of  the  treatment  rests  on  the 
accurate  passage  of  the  style.  Liability  to  failure  consists  in  the 
tendency  there  is  to  penetrate  the  lacrymal  bone,  rather  than  in  tlie 
line  of  the  strictured  duct.  I know  of  no  more  common  mistake  in 
ophthalmic  surgery  than  for  a false  passage  to  be  made. 

I can  give  no  rules  for  guidance  beyond  those  of  acquiring 
anatomical  knowledge  of  the  part,  which  a single  dissection  will 
afford,  and  practising  many  times  on  the  dead  body ; of  exercising 
great  care ; and  of  never  being  satisfied  that  the  operation  is  com- 
pleted till  the  probe  touches  the  floor  of  the  nose. 

For  descriptive  anatomy  of  the  part,  a work  on  anatomy  should  be 

consulted. 
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Few  men  do  this  operation  well,  still  fewer  readily  and  correctly 
at  the  first  attempt. 

From  time  to  time  the  style  should  he  removed  and  cleaned , and  if  it 
should  ever  become  uncomfortable  or  irritating,  the  cessation  of  wear 
for  a day  or  two  generally  enables  it  to  be  tolerated.  Some  patients 
wear  it  at  night  only. 

As  to  the  duration  of  its  application,  I continue  it  until  inflam- 
matory action  has  been  subdued,  which  is  indicated  by  an  absence  of 
all  purulent  or  other  secretion  of  an  unhealthy  nature  from  the  style 
aperture  when  the  sac  is  pressed  on.  This  is  the  best  indication  that 
can  be  got. 

Among  the  several  advantages  of  dilating  an  obstructed  duct 
through  the  natural  passages  is  this,  that  there  is  no  after  trace  of 
treatment,  no  marks  on  the  face,  no  metallic  stains,  no  fistula  to  heal 
up,  no  sinuses  to  destroy.  Besides,  this  method  has  a more  extended 
application  than  any  yet  devised.  There  is  hardly  a complication 
beyond  its  reach.  Although  I have  refrained  from  giving  many 
cases,  I shall  briefly  allude  to  an  instance  in  which  a great  deal  was 
effected  in  association  with  other  operations. 

A boy  was  kicked  on  the  face  by  a horse,  and  the  inner  corner  of 
the  eye,  together  with  the  nasal  bones,  much  injured.  When  I saw 
him,  four  years  after  the  accident,  the  internal  commissure  was  drawn 
inwards  by  a cicatrix  on  the  nose,  the  inner  portion  of  the  lower 
eyelid  inverted,  and  the  lacrymal  sac  distended  with  thick  mucus, 
which  was  always  overflowing  through  the  upper  punctum,  and 
producing  much  distress.  It  was  a long  time  before  I could  discover 
the  lower  punctum ; it  was  out  of  the  usual  position,  no  doubt,  from 
having  been  injured,  and  hidden  by  the  folded  lid.  When  found 
and  penetrated  with  the  probe,  I learned  that  the  inner  portion 
of  the  canaliculus  was  imperfect,  and  the  sac  could  not  be  reached. 
I first  established  an  opening  to  the  sac  by  pushing  the  director 
through  the  occluded  canaliculus,  dividing  the  canal  in  the  entire 
length,  and  using  the  probe  each  day  till  the  edges  no  longer  united. 
Then  I operated  for  the  entropium  with  success.  After  that  I 
proceeded  to  dilate  the  duct ; and,  as  it  was  almost  impervious,  I 
introduced  the  style  at  once,  preparing  the  way  with  the  style-knife, 
and  allowed  it  to  remain  till  no  longer  needed.  There  yet  lacked  a 
little  practical  surgery.  The  caruncle  was  enlarged  to  a degree  that 
interfered  with  the  working  of  the  lacrymal  apparatus,  and  I 
removed  it.  With  these  four  operations,  the  channel  from  the  eye 
to  the  nose  was  efficiently  established,  the  misery  of  an  obstructed 
duct  abolished,  and  the  boy’s  personal  appearance  materially 
improved. 
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But  a few  years  ago  such  an  example  of  disease  could  only  liave 
been  half  treated.  Although,  the  duct  might  have  been  made 
pervious,  inflammation  would  have  yet  lingered  in  the  sac,  because  of 
stricture  in  the  lower  punctum. 

Practically  speaking,  I recognise  stricture  as  existing  alone  in  the 
lacrymal  duct,  that  portion  of  the  tube  inclosed  in  the  bony  canal, 
the  nasal  duct.  Personally,  I do  not  know  of  strictures  of  the  sac 
arising  out  of  idiopathic  disease,  but  it  is  said  to  exist,  and  I must 
not  doubt  that  it  has  been  met  with.  I have  not  myself  felt  any 
obstacle,  arising  out  of  such  stricture,  to  the  passage  of  a probe  or 
of  a style,  after  I have  divided  a canaliculus  and  a part  of  the 
sac  ; but  some  surgeons  say  they  have,  and  recommend  as  a means  of 
overcoming  such,  the  cutting  subcutaneously  of  the  internal  palpebral 
ligament,  by  a cutting  instrument  introduced  by  the  route  of  the 
divided  canaliculus  into  the  sac.  It  may  be  done  as  a canaliculus 
would  be  divided,  and  with  the  same  implements.  This  seems  to  me 
as  if  the  stricture  were  caused  by  constriction  of  the  ligament,  which 
is  only  fascia  covering  the  sac. 

The  latest  new  suggestion  for  mechanical  treatment  is  by  Stilling, 
who  advises  that  the  canaliculus  be  slit  up,  a grooved  director  passed 
into  the  duct,  carried  through,  or  down  to  the  stricture,  and  the 
mucous  membrane  divided  in  three  or  four  different  directions.  This 
is  all.  No  dilatation  is  to  follow.  Such  a measure  must  be  inefficient 
for  cases  of  actual  stricture  of  the  duct.  Where  there  is  not  actual 
stricture,  mechanical  treatment  is  not  necessary. 

The  use  of  the  style  does  not  supersede  general  treatment , or  such 
other  general  measures  as  I have  described  as  usually  necessary  in 
the  earlier  form  of  the  disease.  A great  deal  may  yet  be  required  of 
the  constitution,  as  this  case  shows.  A young  member  of  our  pro- 
fession in  delicate  health,  in  whom  I introduced  a style,  made  little 
real  progress.  The  lacrymal  sac  still  remained  unhealthy.  I advised 
him  to  take  a trip  as  a ship  surgeon  to  Australia.  lie  did  so,  and 
improved  in  health,  and  the  lacrymal  disease  benefited.  He  went 
again,  and  returned  a healthy,  stout,  and  powerful  man,  and  the  eye 
was  well. 

After  the  style  has  been  withdrawn,  and  when  the  opportunity 
offers,  I use  the  probe  once  a week,  or  at  longer  intervals,  for  a few 
times,  and  allow  it  to  remain  in  for  some  hours. 

The  result  of  the  style  treatment  has  been  in  many  cases  a thorough 
restoration  of  the  excreting  channel ; in  others,  the  removal  of  severe 
symptoms,  and  of  continued  discomfort ; and  only  exceptionally,  in 
severe  weather,  or  during  ill-health,  is  there  any  remains  of  the  past 
trouble.  In.  some  cases  the  natural  structures  have  been  so  much 
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damaged  that  a relapse  ensued,  and  re-application  of  tho  style  was 
necessary.  I occasionally  see  a few  old  patients  who  have  worn  the 
silver  for  ten  or  fifteen  years,  and  who,  as  a rule,  rather  continue 
with  it  than  risk  a relapse  by  taking  it  out. 

What  may  he  the  true  nature  of  the  pathological  change  that 
takes  place  in  an  impermeable  duct  I am  unable  to  say,  never  having 
examined  a specimen. 

Many  complications  may  exist  with  this  form  of  the  disease,  arising 
out  of  unhealthy  states  of  the  conjunctiva,  and  of  the  eyelids,  inclu- 
ding entropium  and  ectropium.  As  these  need  distinct  treatment, 
just  as  if  the  excreting  apparatus  were  healthy,  and  as  all  are  fully 
considered  in  their  respective  places,  it  is  enough  merely  to  allude  to 
them  here. 


ACUTE  INFLAMMATION  OF  THE  LACRYMAL  SAC  AND  DUCT. 

Acute  sudden  idiopathic  disease  of  these  parts  without  any  pre- 
viously existing  irritation  is  unknown  to  me. 

The  acute  attacks  are  undoubtedly  the  consequences  of  pre-existing 
disease  of  a chronic  nature , excited  by  circumstances  which  are  some- 
times recognisable,  sometimes  not. 

In  a slight  case  the  sac  chiefly  is  affected. 

In  a se\eie  case  the  entne  excretory  duct  participates.  The  sac  is 
hard,  and  swollen,  and  prominent,  and  filled  with  an  excess  of  morbid 
secretion  of  mucus.  There  is  considerable  pain,  which  extends  to  the 
nose,  and  the  slightest  touch  is  intolerable.  The  tears  overflow,  because 
the  channels  are  all  closed  by  swelling.  The  inflammation  extends 
to  the  integuments  around,  and  even  the  cheek  participates.  Phleg- 
monous inflammation  is  established.  The  sac,  now  greatly  distended 
with  mucus  and  pus,  stands  out  more  than  ever,  even  in  relief,  if 
there  be  not  much  surrounding  inflammation.  Headache  and  fever 
come  on,  and  there  may  be  delirium. 

Writers  who  make  unwarrantable  distinctions  between  the  several 
phases  of  disease  of  the  sac  and  the  duct,  would  speak  of  this  as 
phlegmon,  in  distinction  to  the  mucocele  of  the  chronic  inflam- 
mation. 

The  over-full  sac  bulges  in  front,  just  where  it  is  uninclosed  by 
bone,  and  where  only  such  distention  can  occur.  The  contents 
cannot  pass  downwards,  because  the  lacrymal  duct  is  closed  by  the 
swelling  of  its  own  lining  membrane,  nor  outwards  through  the 
canaliculi,  because  they  are  closed  by  swelling. 

The  last  stage  of  acute  inf  animation  appears  over  the  sac.  The  skin 
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becomes  darker  and  shining.  Progressive  absorption  of  the  soft  parts 
is  going  on  within,  by  which  the  pus  travels  to  the  surface.  These 
conditions  having  reached  their  limit,  a slough  forms  at  a minute 
spot,  separates,  and  gives  exit  to  the  pent-up  secretion  ; or  a yellowish 
vesicle  crops  up  and  bursts  ; and  as  in  abscesses  in  general  that  open 
naturally  by  either  of  these  processes,  the  thinner  parts  of  the  secre- 
tions at  first  escape.  Relief  is  at  once  afforded. 

As  the  intensity  of  the  inflammation  subsides , the  pus  lessens , and  clear 
mucus  oozes , and  the  presence  of  tears  may  be  detected,  if  the  upper 
part  of  the  sac  be  pressed  on,  a proof  that  the  canaliculi  are  again 
patent. 

What  has  been  said  respecting  the  physical  conditions  of  the 
bursting  of  the  abscess  in  chronic  inflammation  of  the  sac  applies 
here,  and  need  not  be  repeated. 

An  abscess  may  form  external  to  the  sac , and  not  communicate  with  it, 
as  sometimes  happens  in  stricture  of  the  urethra,  when  pus  is  deposited 
in  the  perineum,  external  to  the  urinary  canal,  although  this  is  not 
so  common. 

Distention  of  the  sac  from  accumulation  of  mucus  alone  may  produce 
that  degree  of  inflammatory  action  that  would  end  in  sloughing  of 
the  integuments.  I have  used  the  bistoury  in  such  a case  under  the 
suspicion  of  an  abscess  being  present,  and  given  vent  to  glairy  fluid 
merely. 

A great  deal  of  relief  ensues  when  the  fistula  forms,  and  pus, 
mucus,  and  tears  are  discharged,  afterwards  mucus  and  tears  only. 
The  canaliculi  are  again  free,  so  that,  if  the  sac  be  pressed  on,  the 
secretions  flow  through  them.  The  fistula  may  heal  of  itself,  and  if 
the  duct  remain  impervious,  the  patient  generally  resorts  to  the 
expedient  of  pressing  the  secretions  through  the  canaliculi  two  or 
three  times  a day. 

A more  favourable  termination  of  acute  inflammation  is  a hind  of 
resolution,  by  which  the  symptoms  decline  before  they  reach  the  last 
stages,  and  the  secretions  in  the  sac,  whatever  be  their  nature,  flow 
first  through  the  pun  eta,  and  afterwards  through  the  duct. 

A severe  acute-attack  may  damaye  the  lacrymal  channel  in  some  parts 
of  its  course,  by  ulceration  or  sloughing,  from  the  pimeta  to  the 
termination  of  the  duct,  or  may  obliterate  the  whole  of  it  ; but  the 
chief  damage  is  generally  inflicted  on  the  duct,  by  which  it  is  rendered 
impervious. 

Treatment.  With  any  evidence  of  acute  inflammation  of  the  sac, 
I order  a few  leeches  to  be  applied,  prescribe  a cold  lotion,  keep  my 
patient  quiet,  and  attend  carefully  to  any  apparent  disorder  of  the 

digestive  functions. 
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Slight  inflammatory  attacks  of  the  sac  readily  yield  to  such  a course. 

The  severer  examples,  in  which  the  sac  and  the  duct  are  involved, 
are  not  so  readily  terminated,  and  especially  because  there  has  pre- 
existed, as  I have  shown,  chronic  disease  of  the  parts.  But  I think 
that  an  abscess  may  nearly  alwa}Ts  be  prevented.  Patients,  however, 
very  rarely  apply  in  the  early  stage  of  the  disease. 

When  suppuration  has  set  in,  it  is  unwise  to  icait  until  the  abscess  bursts, 

I as  that  would  prolong  the  patient’s  suffering,  and  risk  a fistulous  aper- 
ture. The  matter  should  be  evacuated  when  it  points,  the  sac  opened  at 
the  same  time,  and  the  duct  also.  Even  when  the  knife  is  used,  the  pus 
may  not  escape  till  the  duct  is  penetrated.  The  following  directions  may 
be  useful  in  this  procedure,  for  the  usual  rule  that  is  given  to  find  the 

I position  of  the  sac  by  pulling  the  eyelids  outwards,  and  making  tense 
the  tendo  oculi,  is  not  applicable  when  disease  exists.  Indeed,  with 

ivery  much  swelling  and  induration,  there  is  not  any  landmark  abso- 
lutely trustworthy  ; but  so  long  as  the  lower  and  internal  angle  of 
the  orbit  can  be  felt,  it  may  form  an  unerring  guide.  The  correct 
place  for  the  puncture  corresponds  externally  to  a spot  a little  below, 
and  internal  to  the  inferior  pun'etum.  With  the  forefinger  of  the  left 
hand  placed  on  that  part  of  the  edge  of  the  orbit  that  stands  in  front 
of  the  bony  canal,  to  get  the  level,  and  to  give  an  idea  of  the  distance 
of  the  sac  from  the  surface,  the  knife,  with  the  edge  outwards,  should 

Fig.  158. 


be  entered  below  and  internal  to  the  punctum,  carried  a little  inwards 
behind  the  ridge  of  bone,  and  then  downwards,  inclining  slightly 
outwards  and  backwards,  to  the  required  extent.  A reference  to  the 
sketch  of  the  orbit,  Fig.  158,  which  is  for  the  purpose  of  showing 

N N 
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the  relations  of  tlio  bony  canal,  the  ductus  ad  nasum,  may  be 
useful. 

It  is  needless  to  attempt  to  pass  the  knife  while  the  point  is  in 
contact  with  bone,  for  the  right  course  has  been  missed.  When  the 
instrument  is  adroitly  used,  a bony  surface  is  not  touched. 

The  inclination  of  the  facial  angle  influencing  the  direction  of  the 
nasal  duct  should  be  remembered.  In  the  Ethiopian  variety  of  our 
race  it  inclines  very  much  backwards  ; in  our  own,  or  the  Caucasian,  it 
inclines  forwards. 

Even  note , after  thp  abscess  stage , judicious  treatment  may  effect  a 
cure , although  such  a happy  event  is  by  no  means  certain,  the  result 
of  course  mainly  depending  on  the  condition  of  the  duct  prior  to  the 
acute  symptoms.  Warm  applications  are  indispensable.  Whenever 
there  is  suppuration,  cold  is  intolerable.  A small,  warm  linseed 
poultice,  often  repeated,  gives  the  greatest  comfort.  The  sac  and  the 
duct  should  be  washed  out  with  the  lacrymal  syringe  daily,  through 
the  aperture  which  has  been  made,  and  the  duct  dilated  from  tune  to 
time  with  as  large  a probe  as  can  be  introduced.  As  soon  as  the 
health  of  the  duct  seems  sufficiently  restored,  the  external  aperture 
should  be  encouraged  to  close,  by  being  covered  up  with  strips  of 
plaster  and  a compress.  If  the  duct  should  be  found  to  be  imper- 
vious, or  tightly  strictured,  it  would  be  useless  to  attempt  dilatation 
in  this  way. 

The  most  practical  proceeding  then  is  to  endeavour  to  heal  the 
fistula,  and  to  proceed  to  treat  the  obstruction  through  the  natural 
channel,  after  the  manner  above  described. 

In  every  case  in  which  there  has  been  an  abscess  of  the  lacrymal 
sac,  whether  from  chronic  or  acute  inflammation,  the  lacrymal  duct 
should  be  examined  through  the  previously  prepared  canaliculus,  and 
any  existing  stricture  attended  to. 

What  has  been  given  above  is  my  own  practice  ; that  which  I 
believe  in,  that  which  I recommend. 

Many  devices  for  dilating  the  strictured  duct  are  advised ; such . 
as  the  use  of  a bougie,  catgut,  &c.  They  are  inefficient.  I he 
most  modern  is  to  pass  into  the  duct  certain  substances,  such  as  ■ 
the  dried  stems  of  the  laminaria  digitata,  which  swell  very  much  1 
when  wetted,  tightly  compressed  into  a convenient  form.  It  is 
objectionable.  The  pressure  is  least  where  it  is  most  wanted, 
because,  as  it  is  tightly  forced  into  the  stricture,  there  is  little 
moisture  to  be  had  there  for  the  expansion,  till  it  be  got  by  diffusion 
from  above  and  below  the  stricture.  If  the  substance  be  left  till  1 
this  occur,  the  lower  end  will  swell  so  much  that  it  cannot  be  taken 
out  without  tearing  the  duct,  and  some  of  it  may  be  left  behind. 
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The  suggestion  of  overcoming  this  drawback  by  coating  the  encl 
with  copal  varnish  is  not  practical,  as  exact  measurements  must  be 
had  for  the  extent  of  the  varnish. 

Elastic  catheters  are  likewise  to  be  condemned,  and  all  appliances 
which  need  that  the  sac  and  the  tissue  around  be  more  or  less  cut 
or  tom  for  their  introduction.  I believe  that  many  of  the  devices 
recommended  are  never  really  practised  as  they  are  described.  It 
would  be  impossible  to  carry  out  all  the  surgical  details. 


FISTULA  OF  THE  LAC11YMAL  SAC. 

An  established  opening  into  the  lacrymal  sac  is  the  excessive 
effect  of  an  abscess.  It  is  associated  nearly  always  with  stricture 
of  the  duct,  and  often  with  stricture  of  one  canaliculus,  or  of  both. 
It  is  the  termination  of  the  worst  form  of  extensive  inflammatory 
disease  of  these  parts,  and  must  be  set  down  to  total  neglect  of 
treatment,  or  to  the  insufficient  administration  of  it. 

The  preceding  inflammatory  action  often  damages  the  texture  of 
the  surrounding  portion  of  the  sac,  and  even  the  contiguous  struc- 
tures at  the  corner  of  the  eye,  especially  the  edge  of  the  eyelid  and 
the  conjunctiva.  I he  canaliculi  may  suffer.  Sometimes  contraction 
follows,  and  there  may  be  ectropium.  It  is  the  nature  of  severe 
erysipelatous  inflammation  to  do  this.  The  entire  excreting  region 
without  may  be  involved ; the  integuments  around,  and  even  the  nose, 
may  suffer.  Copious  discharges  may  issue  from  the  nostrils. 

The  fistula  may , for  practical  dealing , be  classed  under  tiro  heads : 
the  state  in  which  there  is  merely  a small  opening  in  the  sac  the 
canaliculi  being  pervious,  and  the  eyelid  tolerably  healthy,  and  that 
in  which  the  aperture  is  large,  with  much  destruction  of  parts. 

With  the  first,  or  limited  fistula,  the  outer  opening  may  be  directly 
over  the  sac ; or  at  a distance,  when  there  is  a corresponding  length 
of  sinus  under  the  skin,  or  through  the  texture  of  it.  There  may  be 
several  external  apertures. 

With  the  second,  or  large  fistula,  there  is  too  much  loss  of  integu- 
ment to  admit  of  a sinus,  for  the  sac  is  laid  widely  open  by  slough  or 

Treatment.  The  indication  is  to  remove  the  stricture  of  the  duct 
to  slit  up  a canaliculus,  or  even  both  of  them,  and  to  attend  to  any 
external  complication.  A style  is  imperative;  there  is  nothin. - 
equal  to  it  ; hut  tho  manner  of  using  it  should  depend  on  the 
condition  of  the  disease  to  be  encountered,  according  as  it  may  belong 
to  the  one  or  the  other  of  the  following  classifications. 
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If  as  in  the  first  state , the  soft  parts  will  admit  of  it , the  dilatation 
should  be  conducted  through  the  natural  channels , as  if  there  were  no 
fistula. 

Any  sinus,  or  sinuses,  should  he  divided,  and  water- dressing 
applied.  Nothing  is  gained  by  using  escharotios,  or  any  violent 
applications,  or  even  so-called  astringents.  If  the  stricture  he 
removed,  so  that  the  conducting  power  of  the  duct  he  maintained, 
and  regurgitation  ■ from  the  sac  he  made  easy  through  a divided 
canaliculus,  and  the  fistula  he  kept  clean,  nothing  more  is  wanted  ; 
Nature  does  the  rest.  The  exceptions  are  very  rare.  In  an  obstinate 
case,  unattended  with  any  decided  loss  of  integument,  the  edge  of 
the  aperture  may  he  made  sore  hy  nitrate  of  silver  or  an  acid,  as 
a means  of  inducing  healing  hy  granulation.  Caustic  potash  is 
inadmissible. 

If  as  too  frequently  happens  in  the  second  state , the  natural  passages 
are  not  available , the  style  must  be  passed  in  another  direction.  A 
selection  must  he  made  between  passing  it  into  the  sac  from 
within  the  eyelids,  or  from  without,  according  to  the  practice  of 
former  years,  through  the  skm  of  the  face.  I prefer  the  former 
whenever  it  is  practicable.  When  the  latter  is  inevitable,  it  is  of  the 
utmost  practical  importance  that  the  entrance  for  it  be  made  in 
unbroken  integuments,  and  not  through  the  fistula,  and  as  high  as 
possible,  because  the  entire  extent  of  the  stricture  may  be  traversed, 
and  the  fistula  may  be  allowed  to  heal.  The  rules  for  doing  this  are 
the  same  as  those  I have  given  for  opening  the  sac  to  evacuate  an 
abscess.  The  less  the  fistulous  aperture  is  used  as  the  channel  for 
dilating  the  duct,  by  style  or  probe,  the  better. 

The  following  figure  shows  the  form  of  the  style  that  is 
usually  employed  by  me.  The  bend  causes  it  to  sit  better,  and 

Fig.  159. 


prevents  the  head,  which  should  be  thick,  with  obtuse  edges,  from 
resting  on  the  skin  and  irritating  it.  Styles  are  sometimes  fluted 
or  perforated  in  a part  of  their  extent,  under  the  supposition  that  the 
tears  will  pass  more  readily ; but  that  form  of  construction,  a modi- 
fication of  the  metallic  tube  of  Wathen,  which  used  to  be  placed 
within  the  palpebral  aperture,  is  decided^  objectionable. 

The  length  of  this  style,  too,  must  be  regulated,  like  that  of  the 
other  above  spoken  of,  by  the  length  of  the  patient’s  duct.  The 
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thickness  required  for  an  adult  is  about  the  thirteenth  of  an  inch. 
Sometimes  I use  slightly  larger  ones.  In  severe  cases  of  fistula, 
especially  where  the  bone  also  is  diseased,  a globular  headed  one  is 
preferable,  as  not  being  likely  to  irritate  the  healing  surfaces.  Even 
with  the  round  head,  the  stem  should  rest  on  the  floor  of  the  nose,  so 
that  the  weight  of  the  instrument  be  taken  off  the  soft  parts.  On 
three  or  four  occasions,  patients  have  had  toothache  in  some  of  the 
incisor  teeth,  from  the  style  irritating  the  branches  of  the  fifth  nerve. 
This  has  been  removed  by  shortening  the  style. 

The  silver  style  may  become  tarnished,  and  corrode  during  the 
ulcerative  stage  of  the  soft  pails  or  the  bones.  It  may  be  affected 
by  deposits  from  the  decomposition  of  the  tears,  of  which  I met 
with  an  unusually  marked  example  in  a youth  from  whom  it  had  not 
been  withdrawn  and  cleaned.  After  the  lapse  of  two  years,  it  could 
hardly  be  pulled  out,  from  the  mass  of  accumulation,  especially 
on  the  end,  consisting  of  incrustation,  to  a considerable  depth,  of 
sulphuret  of  silver,  which  rendered  it  exceedingly  brittle.  The 
sulphuret  was  doubtless  formed  from  the  sulphur  compounds  con- 
tained in  the  lacrymal  secretions  acting  gradually  on  the  metal. 
This  is  a sketch  of  it,  after  the  deposit  had  been  burned  off. 

Fig.  160. 


It  will  be  seen  that  the  neck  was  nearly  corroded  through. 

Where  expense  is  not  a consideration,  a silver-gilt  style,  or  one  of 
solid  gold,  or  of  platinum,  should  be  preferred. 

Fungous  granulations  are  not  uncommon  with  fistuke,  and  may  be 
readily  removed  by  a mild  escharotic,  or  a stimulant,  such  as  the 
powder  of  the  red  oxide  of  mercury  (hydrargyri  oxidum  rubrum) . 

Syringing  the  lacrymal  sac  and  duct  with  warm  water  through  the 
style-hole  may  be  useful,  indeed  requisite,  if  there  have  been  copious 
suppuration.  Some  astringent,  or  other  medicinal  preparation,  may 
be  added.  I subjoin  a sketch  of  the  syringe  that  I use,  reduced  a 

Fig.  161. 


third  less  than  the  original.  The  lesser  figure,  marked  with  a star, 
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gives  the  real  size  of  the  nozzle,  and  it  is  well  to  have  several  of 
these  of  various  sizes  and  lengths,  for  different  cases. 

The  treatment  of  a closed  canaliculus  should  he  consentaneous  with 
that  of  the  fistula. 

Where  there  is  ectrophm,  whether  it  should  be  attended  to  at  once  or 
subsequently,  must  be  decided  according  to  the  circumstances  of  the  case. 

The  principles  of  constitutional  or  general  treatment  which  have 
been  sketched  will  apply  to  all  the  varieties  of  these  diseases.  It  is 
only  necessary  to  add  that  the  strumous  diathesis  is  generally  seen 
here  in  its  greatest  development. 

Yarieties  in  fistula)  will  occur,  which  may  require  particular 
modifications  of  the  one  or  other  plan,  and  these  must  be  met  by 
the  experience  and  the  skill  of  the  surgeon ; and  nowhere  else  in 
practical  ophthalmic  surgery  is  there  a greater  demand  for  such 
qualities.  The  permanent  wearing  of  the  style  is  more  likely  to  be 
required  here  than  where  there  has  not  been  a fistula. 

Patients,  being  naturally  desirous  of  disguising  all  blemishes,  ask 
how  the  head  of  the  style  may  be  best  concealed.  White  metal  is 
certainly  conspicuous,  and  a bit  of  black  or  coloured  wax,  melted 
smoothly  on  the  surface,  previously  roughened,  tends  to  render  it  less 
apparent.  Instrument  makers  usually  put  on  paint  or  enamel,  but 
neither  wears  well ; and,  as  any  one  can  apply  the  wax,  a clean 
unbroken  surface  can  always  be  commanded.  Gold  is  less  con- 
spicuous ; and  if  the  head  of  a gold  style  be  reduced,  as  it  may  with 
safety  after  a few  weeks’  wearing,  nearly  to  the  diameter  of  the  body, 
very  little  unsightliness  remains. 

The  success,  even  when  all  has  been  done  that  can  be  accomplished 
in  the  best  manner,  must  mainly  depend  on  the  degree  of  integrity 
of  the  parts  that  existed  when  the  treatment  was  undertaken,  and 
the  non-success  on  the  amount  of  damage  that  had  been  inflicted. 
Many  a case  that,  in  the  strictest  sense  of  the  word,  could  not  be 
called  successful,  is  so  far  improved,  that  all  trouble  is  removed, 
except  when  an  inordinate  flow  of  tears  is  called  forth.  In  some 
cases,  the  persistence  of  comfort  can  be  maintained ' only  by  intro- 
ducing the  probe  at  the  interval  of  a few  weeks,  and  keeping  it  in 
for  an  hour,  or  wearing  the  style  for  a day  or  two  occasionally. 

FISTULA  OF  THE  LACRYMAL  SAC  ASSOCIATED  WITH  EXPOSURE  OF 
RONE,  OR  CARIES  OF  THE  LACRYMAL,  AND  OF  THE  SUPERIOR 
MAXILLARY  BONES. 

There  is  here  stricture  of  the  duct,  loss  of  a portion  of  the  sac,  and 
of  integument,  and  exposure  of  bone,  or  disease  of  bone ; combi- 
nations of  the  destructive  processes  of  diseased  action. 


FISTULA  WITH  CARIES. 
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The  hone  may  he  exposed  simply  from  the  loss  of  the  soft  parts 
over  it,  and  not  diseased.  But  it  may  be  affected  with  caries  and 
necrosis. 

While  there  can  he  no  doubt  about  the  osseous  disease  being  at 
times  a mere  extension  of  contiguous  morbid  action,  it  must  be 
admitted,  from  analogy  of  disease  in  other  parts  of  the  body,  that 
in  all  probability  the  bone  may  be  primarily  involved,  and  the  duct 
and  the  sac  secondarily,  and  the  inflammation  and  the  erysipelas  of 
the  face,  caused  by  the  dead  bone,  mistaken  for  original  disease  of 
the  soft  parts.  I say  admitted,  because  the  true  condition  of  things 
can  be  hardly  observed  in  this  region.  It  is  well  known  that  there 
may  be  caries  and  necrosis  of  the  neighbouring  bones,  especially  of 
the  interior  of  the  nose,  without  the  sac  being  damaged  by  the 
extension  of  the  inflammation.  But  it  is  likely  to  be  involved,  if  not 
in  ulceration,  in  contraction,  consequent  on  the  cicatrization  after  the 
removal  of  the  osseous  disease. 

A recognition  of  these  two  pathological  states  should  impress  the 
importance  of  evacuating  pus  immediately  that  its  presence  is 
detected,  as  a means  of  checking  the  extension  of  disease ; for  when 
the  bone  is  exposed  or  diseased,  there  exists  the  worst  of  all  the 
conditions  of  damage  to  these  parts,  and  the  most  difficult  for 
amelioration. 

Treatment.  When  there  is  fistula  with  bone  merely  bared,  there  is 
nothing  required,  so  far  as  concerns  the  stoppage  of  the  duct,  beyond 
what  has  been  described  in  the  last  section,  for  stricture  with  fistula. 

The  style  is  the  remedy,  and  its  application  is  the  more  or  less 
advantageous  as  the  fistula  is  low  or  high ; according,  in  fact,  as 
there  is  integument  above  through  which  it  can  be  passed,  or  none, 
when  it  must  be  inserted  through  the  fistula. 

The  question  might  arise  out  of  the  local  condition , as  to  whether  the 
style  should  he  used  at  once , or  after  some  previous  treatment.  The 
following  case  illustrates  this  : 

A female,  forty  years  old,  an  Ophthalmic  Hospital  patient,  applied 
with  the  palpebroo  of  the  right  eye  closed  from  swelling,  and  a copious 
sanious  discharge  issuing  from  a fistula  lacrymalis.  She  was  greatly 
depressed.  The  circulation  was  feeble,  and  the  tongue  thickly  furred, 
hive  years  previously,  the  eye  began  to  water,  and  gave  more  or  less 
annoyance,  especially  when  she  took  cold.  Pus  occasionally  flowed 
from  the  puncta,  and  during  the  last  twelve  months  it  constantly 
escaped.  Six  weeks  before  she  applied,  abscesses  formed  and  the 
fistula  ensued.  The  bone  around  the  sac  was  denuded.  While 
exploring  with  the  probe,  a copious  foetid  discharge  ran  into  the  nose 
and  issued  also  from  the  fistula.  A tonic  course  of  treatment  was 
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adopted.  In  a week,  sloughs  separated  from  the  fistula,  and  more 
bone  was  exposed  lower  down.  A healthy  action  ensued,  granulation 
set  in,  and  in  a month  no  bony  surface  could  bo  felt.  I introduced  a 
style  externally,  passing  it  through  a bit  of  integument  high  up  that 
was  healthy.  The  fistula  healed,  and  in  three  months  she  persisted 
in  her  determination  of  suspending  all  treatment,  local  and  general, 
as  she  thought  herself  well.  This  case  establishes  the  difference 
between  caries  and  the  mere  exposure  of  bone  by  the  loss  of  soft 
parts,  while  there  is  not  disease  of  it,  from  which  state  it  quickly 
recovers.  The  information  -that  the  probe  affords  is  not  sufficient  for 
a diagnosis ; the  symptoms  and  the  history  must  also  be  guides. 

Where , with  denuded  bone , the  greater  portion  of  the  sac  has  been  lost , 
together  with  the  subjacent  integuments , the  style  must  be  passed 
through  the  fistula.  Bad  as  such  a case  may  be,  there  is  yet  an 
opportunity  for  relief,  if  the  canaliculi  are  intact.  The  formative 
action,  in  imitation  of  the  healthy  organization,  is  so  carried  out 
during  the  repair  by  cicatrization,  that  an  acquired  canal  may  be 
established,  a duct  of  cicatricial  tissue,  one,  perhaps,  not  equal  to 
convey  away  an  excess  of  tears,  but  sufficient  for  ordinary  use.  The 
style  should  be  kept  in  no  longer  than  it  is  absolutely  required,  not 
after  cicatrization  has  been  fully  accomplished,  and  pus  is  no  longer 
secreted. 

When  caries  is  present,  associated  as  it  may  be  with  necrosis,  special 
attention  is  required  for  it.  The  maxillary  bone  is  generally  affected. 
The  gouge  should  be  used  at  the  proper  time,  and  the  unhealthy 
surface  cut  away.  Necrosed  bone  should  not  be  allowed  to  remain. 
For  further  information  on  this  subject,  I beg  to  refer  to  the  chapter 
on  “ Caries  of  the  Orbit.” 

The  lacrymal  fistula  in  these  uncommonly  bad  cases  may  remain 
pervious  in  spite  of  all  treatment ; sometimes  large,  but  reduced, 
it  may  be,  to  a size  that  causes  no  annoyance  when  a style  is  in  the 
duct,  and  but  only  occasional  inconvenience  when  it  is  out,  being 
often  but  a mere  capillary  aperture,  and  allowing  passage  to  a tear- 
drop only  when  the  sac  is  pressed. 

I have  ceased  to  try  any  plastic  operation  for  these  cases  with  the 
view  of  curing  the  fistula,  because  I have,  never  got  success,  but 
only  been  able  to  ameliorate.  It  is  a common  recommendation  to 
pare  the  edges  of  the  fistula,  and  bring  them  together  with  a stitch 
or  two,  but  union  must  be  a rare  event.  I have  not  seen  it. 

Constitutional  treatment  is  required  no  less  here  than  in  the  other 
states  of  the  disease. 


DEFECTS  CONNECTED  WITH  THE  USE  OF  THE  STYLE. 
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CERTAIN  DEFECTS  CONNECTED  WITH  THE  STYLE  WHEN  APPLIED 
EXTERNALLY,  AND  OTHER  INCIDENTAL  CIRCUMSTANCES  ASSOCIATED 
WITH  ITS  USE. 

The  occasional  defects  of  the  style  must  he  named.  After  the 
removal  of  this  useful  appliance,  a slight  depression,  with  sometimes 
a bluish  tint,  due  to  a deposit  from  the  tarnished  silver,  may  mark 
the  spot  where  it  has  been  inserted.  I have  never  seen  the  stain, 
however,  except  in  hospital  patients  who  would  not  remove  the  style 
and  wipe  it  occasionally  during ‘its  wear. 

The  style  aperture  generally  heals  readily  ; indeed,  I have  seen 
but  few  cases  in  which  it  has  remained  patent.  When  repair  fails,  the 
hole  contracts  to  a minute  point,  through  which  a tear-drop  exudes 
when  the  sac  is  pressed.  In  two  cases  which  occurred  in  my  private 
practice,  the  patients  deemed  it  unnecessary  to  have  anything  done 
for  it. 

If  the  style  be  improperly  passed  through  the  lacrymal  bone, 
disease  of  bone  is  set  up,  and  the  aperture  rarely  heals.  In  the  case 
of  a gentleman,  previously  operated  on  before  coming  under  my  care, 
not  only  was  the  point  of  entrance  through  the  skin  badly  chosen,  but 
the  lacrymal  bone  was  penetrated.  As  the  annoyances  of  the  obstructed 
duct  remained,  I withdrew  the  style  and  entered  it  correctly,  little 
doubting  that  the  first  aperture  would  heal ; but  in  this,  as  well  as 
every  other  attempt  to  effect  its  closure,  I was  disappointed.  The 
edges  were  pared,  raised,  brought  together,  and  retained  by  sutures, 
the  muscles  of  the  face  kept  quiet,  and  the  use  of  the  handkerchief 
for  a few  days  laid  aside,  that  air  might  not  be  blown  up  into  the  duct. 
All  necessary  precautions  were  taken,  but  to  no  purpose.  Escharotics 
also  were  unavailing.  Transplantation  alone  was  left  untried,  and 
that  would  have  been  done  had  my  patient  not  suddenly  left  me 
and  placed  himself  under  the  care  of  another  surgeon,  whose 
endeavours  were  equally  fruitless. 

In  a private  patient,  within  an  hour  after  the  style  was  passed, 
profuse  hajmorrhage  from  the  nose  took  place,  which  could  only  be 
arrested  by  plugging  the  anterior  and  posterior  nares. 

On  a few  occasions  the  style  has  seemed  to  produce  irritation 
when  I have  withdrawn  it.  In  a week  or  two  I have  replaced  it, 
without  the  least  appearance  of  its  being  injurious. 

A style  that  escapes  accidentally  from  blowing  the  nose,  or  that 
falls  out,  should  be  replaced  at  once. 
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NOTICE  OF  OTHER  METHODS  OF  TREATMENT. 

Several  methods  have  been  adopted  for  the  treatment  of  inveterate 
disease  of  the  lacrymal  duct,  of  which  no  mention  has  yet  been  made. 
Some  of  these  are  so  obsolete  that  they  need  not  be  named.  Each 
in  its  turn  has  had  its  advocates. 

The  metallic  tube  of  Joubert  and  Dupuytren,  which  was  tlirust 
through  the  sac  into  the  nasal  duct,  was,  at  the  time,  thought  a great 
discovery,  but  a fair  trial,  by  unprejudiced  surgeons,  proved  its  use- 
lessness and  frequent  injuriousness. 

W oodliouse’s  suggestion  of  perforating  the  lacrymal  bone  was 
tried  and  abandoned. 

Nannoni’s  method  of  obliterating  or  destroying  the  lacrymal  sac, 
has  been  adopted  by  many  modern  Continental  surgeons,  and  spoken 
favourably  of,  especially  by  M.  Desmanes.  It  has  been  followed 
in  England.  The  practice  is  fast  falling  into  disrepute.  It  is 
essentially  bad. 

Yarious  are  the  methods  which  have  been  adopted  for  tliis 
purpose,  including  escharotics,  used  in  many  ways,  and  the  actual 
cautery.  The  elaborate  descriptions  which  have  been  given  of  the 
practical  application  of  these,  together  with  all  the  minutiae  of 
detail,  would  fill  a small  volume. 

The  principle  is  wrong.  So  long  as  there  is  a lacrymal  gland  to 
secrete  tears,  and  there  is  not  a conduit  to  carry  the  tears  away,  , 
there  must  be  an  overflow. 

Opening  the  sac  and  cauterising  it  has  been  much  practised,  perhaps 
more  than  anything  else,  and  this  can  claim  great  antiquity. 

Nasal  probing  of  the  lacrymal  duct  has  many  times  been 
revived  and  abandoned.  The  difficulty  of  the  proceeding  from 
the  anatomical  intricacies  of  the  part,  the  necessary  tortuosity  of  the 
instrument,  and  the  injury  to  the  duct  that  is  inseparable  from  the 
operation,  are  more  than  sufficient  to  banish  it  from  practice. 

It  must  not  be  supposed  that,  because  a sound  can  be  forced  into 
the  passage  in  the  dead  body,  a similar  proceeding  can  with  impunity 
be  done  in  the  living. 

I introduce  this  notice  of  the  practice  to  condemn  it  as  a means 
of  treatment,  rather  than  to  recommend  it.  Indeed,  I should  have 
dismissed  the  subject  with  but.  a few  words,  but  for  the  possibility  of 
the  probe  being  of  use  in  affording  some  information  as  a sound, 
relative  to  the  degree  and  position  of  a stricture,  in  connection  with  i 
morbid  growths  that  encroach  on  the  duct. 


PROBE  OR  SOUND  FOR  THE  LACRYMAL  DUCT. 
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PROBE  OR  SOUND  FOR  THE  LACRYMAL  DUCT. 

Fig.  1G2  is  about  the  average  size  for  an  adult ; and  the  form  is 
that  I find  to  he  the  best,  after  many  trials  on  the 
dead  body.  Each  nostril  requires  one  for  itself, 
and  this  belongs  to  the  left.  The  metal  should 
be  soft  or  virgin  silver,  admitting  of  easy  adapta- 
tion by  the  fingers,  or  a pair  of  pliers,  to  any 
figure,  for  the  individual  peculiarities  of  a 
patient.  The  round  and  delicate  handle  almost 
ensures  gentle  usage,  and  is  an  improvement 
on  a broad,  flat  one,  which  affords  considerable 
leverage,  and  is  besides  awkward. 

The  lesser  figure  is  a front  view  of  the  end, 
or  bent  portion. 

These  are  the  directions  for  using  the  instru- 
ment. The  point  should  be  introduced  into  the 
nose  horizontally,  and  carried  along  its  floor  to 
a distance  that  will  ensure  the  position  of  the 
duct  being  reached,  when  it  should  be  turned 
upwards  and  outwards  under  the  turbinated  'bone, 
against  the  wall  of  the  antrum,  and  moved  about 
till  it  is  engaged  in  the  aperture.  The  usual 
cause  of  failure  in  its  entrance  consists  in  not 
carrying  the  instrument  sufficiently  low  to  ensure 
its  being  in  the  proper  chamber  of  the  nose,  and 
in  attempting  to  find  the  orifice  before  it  has  been 
earned  enough  back.  It  is  to  be  feared  that  the 
membranous  wall  of  the  duct  is  more  often  entered 
than  its  orifice.  When  it  is  properly  inserted,  the 
end  may  be  felt  at  the  angle  of  the  orbit  in  the 
sac.  The  entire  proceeding,  the  introduction  and 
the  withdrawal,  requires  much  delicacy  of  touch. 
I have  introduced  it  a few  times  in  the  living  body.  There  has 
always  been  much  bleeding,  and  an  expression,  as  well  there  might 
be,  on  the  paid  of  the  patient,  of  considerable  dissatisfaction,  and  of 
a strong  determination  not  to  submit  to  it  again. 

The  subjoined  sketch  of  a dissection  of  the  nasal  duct  from  an 
adult  female,  may  prove  useful. 

In  many  examinations  that  I have  made  of  the  nasal  opening  of 
the  duct,  the  aperture  has  not  been  discoverable,  as  might  be 
imagined,  after  the  inferior  turbinated  bone  had  been  cut  awav  • it 
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lias  been  necessary  to  search  for  it  with  a probe.  It  is,  in  fact,  but  a 
minute  slit.  Indeed,  to  make  it  apparent  for  the  sketch,  it  was  a 
little  ruptured  and  opened.  I have  never  seen  any  exception  to  this, 

Fia.  103. 


a,  The  palatine  process  of  the  superior  maxillary  bone. 

b,  The  turbinated  hones : the  anterior  half  of  the  lowest  one  has  been  cut  away  to 
show  the  opening  of  the  tube  ( e ) in  the  lowest  chamber  of  the  nose. 

c,  The  surface  left  after  a part  of  the  nasal  process  of  the  superior  maxillary  bone 
has  been  cut  away  to  exhibit  more  clearly  the  duct  (d),  the  entire  surface  of  which  is 
bared  of  its  bony  parietes. 

/,  The  point  at  which  two  bristles,  that  were  passed  through  the  puncta,  met. 

and  have  not,  therefore,  met  with  round  patulous  apertures,  oval 
ones,  &c.,  described  by  authors  ; but  it  must  be  stated  that  my 
examinations  have  not  exceeded  twenty.  There  is,  as  I have  men- 
tioned above,  variation  in  its  position,  in  different  subjects,  perpen- 
dicularly and  horizontally.  Sometimes,  too,  it  is  on  a depression  in 
the  wall  of  the  antrum,  sometimes  on  a projection. 

Extirpation  of  the  lacrymal  gland  was  done  by  Dr.  Paul  Bernard, 
about  a quarter  of  a century  ago,  who  seized  on  the  only  thing  that 
seems  to  be  left  undone  in  the  way  of  surgical  treatment.  It  was  a 
great  idea. 

To  Mr.  Z.  Lawrence  is  due  the  merit  of  reviving  the  operation  in 
England,  and  practising  it  systematically.  He  has  given  the  result 
of  nine  operations,  with  remarks,  in  the  number  of  the  “ Ophthalmic 
Beview  ” for  October,  1866,  in  a paper  entitled  “ On  the  Bemoval  of 
the  Lacrymal  Gland,  as  a Badical  Cure  for  Ophthalmic  Disease." 


EXTIRPATION  OF  TIIE  LACRYMAL  GLAND. 
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The  results  were  as  follows:  the  disappearance  of  the  watering 
of  the  eye,  immediately  and  permanently,  so  lar  as  his  observations 
extended ; and  this  ensued,  whether  the  gland  was  completely 
or  partially  removed. 

Heretofore,  he  says,  it  has  been  considered  imperative,  to  prevent 
lacrymation,  that  the  whole  of  the  gland  should  be  taken  away. 

In  one  case,  that  of  an  infant,  not  included  among  the  nine  cases 
reported,  he  could  not  succeed  in  removing  the  gland  ; but,  curiously 
enough,  although  the  eye  had  previously  watered  since  birth, 
within  eleven  days  after  his  aborted  operation  all  lacrymal 
symptoms  had  ceased,  and  forty-nine  days  subsequently,  when  the 
child  was  last  seen,  the  cure  remained  permanent.  ITe  remarks  that 
these  facts  suggest  the  idea,  whether  a simple  division  of  the  ducts 
might  not  be  sufficient  for  the  cure  of  these  cases  ; and  adds,  that 
some  such  idea  occurred  also  to  Sezokalski,  when  he  proposed  to 
ligature  the  ducts  of  the  gland  to  induce  atrophy. 

The  eye  continues  moist  after  the  operation.  This  agrees  with  the 
experience  of  Mackenzie  and  O’Beirne,  who  have  removed  the 
lacrymal  gland  on  account  of  disease  of  it,  and  with  my  own 
experience  also. 

The  abscess  of  the  sac,  and  discharge  of  pus  through  the  puncta, 
gradually  cease. 

The  sac  being  no  longer  irritated  by  over-distention  by  the  tears, 
which  doubtless  acquire  acrid  properties  from  undue  retention,  the 
lacrymal  fcystitis  ceases. 

In  most  of  his  operations  which  have  been  performed  by  the 
external  incision,  a slight  degree  of  ptosis  has  followed.  This,  which 
was  due  to  a partial  division  of  the  levator  palpebrse  and  oedema  of 
the  upper  eyelid,  gradually  disappeared. 

With  one  exception,  all  the  wounds  healed  by  the  first  intention. 

He  considers  that  removal  of  the  lacrymal  gland  is  applicable  to 
those  cases  of  inveterate  fistula,  in  which  other  methods,  after  a fair 
trial,  fail  to  cure,  the  operation  offering  the  best  prospect  of  a radical 
' and  permanent  cure. 

He  candidly  says  that  some  of  the  cases  might  have  been  cured 
by  other  means ; but  his  object  was  to  re-open  a field  of  experi- 
mental inquiry  to  solve  this  question,  “ Will  removal  of  the  lacrymal 
gland  cure  lacrymal  abscess?” 

He  gives  further  experience  on  the  removal  of  the  gland  in  the 
following  number  of  the  “ Ophthalmic  Review,”  and  tabulates 
twenty  cases,  all  that  he  can  collect,  in  which  the  operation  has  been 
performed  for  this  disease.  The  only  parts,  however,  that  1 need 
notice,  relate  to  matters  which  he  had  before  touched  on.  Ho 
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corroborates  the  statement  that  the  partial  removal  of  the  gland 
suffices  for  the  purpose,  as  well  as  the  complete,  and  adds  that  several 
explanations  of  this  fact,  each,  however,  more  or  less  open  to  objection, 
suggest  themselves.  These  are,  that  in  the  operation  the  excretory 
ducts  are  severed ; that  a part  of  the  gland  left  behind  atrophies ; 
that  a removal  of  a portion  of  the  gland  decreases  the  flow  of  tears 
sufficiently  to  prevent  the  epiphora. 

In  referring  to  the  effect  of  the  removal  of  the  gland  on  the 
abscess  of  the  lacrymal  sac,  he  advises,  when  the  secretion  of  pus 
does  not  readily  cease,  to  promote  its  cessation  by  slitting  up  the 
lower  canaliculus,  in  order  the  more  efficiently  to  apply  local 
remedies  to  the  mucous  membrane,  either  in  the  form  of  collyria  or 
injections.  He  adds  that  the  extirpation  does  not  necessarily  quickly 
cure  the  lacrymal  abscess,  as  purulent  fluid  may  exude  from  the 
puncta  on  firm  pressure  over  the  sac,  for  months  or  years.  The  loss 
of  the  gland  takes  away  the  primary  cause  of  the  abscess,  but  it 
neither  removes  the  inflammation  of  the  mucous  membrane,  nor  its 
disposition  to  secrete  pus ; but  the  curative  influence  is  greatly  pro- 
moted by  the  subsidence  of  the  continuous  irritation  of  the  membrane 
by  the  pent-up  tears. 

Tie  concludes  by  saying  that  it  is  incumbent  on  him  to  state 
certain  unwished-for  results,  which  may  follow  the  operation,  and 
mentions  slight  conjunctivitis  as  being  common  in  most  cases,  while 
in  one  instance  it  ran  on  to  inflammation  of  the  deeper  structures, 
without,  however,  inflicting  any  permanent  injury  to  the  eye.  Also, 
that  by  far  the  most  serious  result  that  followed  was  ptosis  of  the 
upper  eyelid.  This  was,  in  almost  every  instance,  of  purely  inflam- 
matory origin,  and  gradually  subsided  spontaneously.  In  a few,  it 
was  apparently  due  to  a partial  division  of  the  levator  palpebrse.  In 
one  case  he  thought  it  was  owing  to  a too  free  use  of  the  knife  ; for 
the  ptosis  was  at  first  complete,  although  it  subsequently  became 
less.  Besides  this,  the  lateral  movements  of  the  eyeball  were  so 
paralyzed  as  to  give  rise  to  considerable  binocular  diplopia.  After 
this  case,  he  was  particularly  careful  not  to  prolong  the  incision  either 
too  far  inwards,  or  too  deeply  backwards. 

My  personal  experience  is  limited,  as  I have  operated  but  once. 
An  adult  female  was  sent  to  me  with  fistula  lacrymalis  and  partial 
ectropium  on  the  inner  side  of  the  lower  eyelid.  She  had  suffered 
for  years,  and  had  been  treated  by  several  surgeons,  and  was  still  in 
a miserable  state.  The  eye  had  been  poulticed  for  two  years  unre- 
mittingly. Her  lacrymal  bone  was  perforated,  no  doubt  from  the 
passage  of  a style  or  the  use  of  a probe,  for  these  instruments  had 
been  resorted  to  many  times.  I righted  the  everted  eyelid, 
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and  slit  up  the  lower  canaliculus,  and  afterwards  introduced  a 
style.  Nothing  could  prevent  some  discharge  of  tears  and  mucus 
through  the  fistula  on  the  cheek,  even  when  the  style  was  in,  yet 
the  state  of  the  patient  was  better,  as  there  was  less  annoyance  from 
the  ocular  secretions  and  excretions ; and  as  the  eyelids  could  he 
opened,  hut  not  to  the  full  extent,  because  the  palpebral  aperture  had 
been  contracted  at  the  outer  commissure  from  long- continued  tarsal 
inflammation,  the  eye  could  he  used.  As  the  fistula  remained  in 
spite  of  all  treatment,  I removed  the  lacrymal  gland,  and  did  it 
with  the  least  possible  injury  to  the  parts  around.  The  method 
of  operating  is  given  elsewhere.  Nothing  was  left  to  be  desired,  so 
far  as  the  effect  on  the  lacrymal  sac  and  duct  was  concerned,  for  there 
was  an  end  of  all  trouble,  and  the  fistula  healed.  The  inflammation 
that  lingered  about  the  eyelids,  and  the  integuments  at  the  inner 
corner  of  the  eye  and  about  the  cheek,  disappeared.  The  surface 
of  the  eye  did  not  suffer  from  lack  of  moisture.  The  drawback  was 
ptosis.  Six  weeks  after,  the  eyelid  had  nearly  fallen  to  the  level  of 
the  under  one,  and  there  seemed  to  be  atrophy  of  the  levator  palpebrie. 

Henceforth,  I shall  not  remove  the  gland  except  in  an  extreme 
case  of  fistula,  in  which  the  use  of  the  style  does  not  afford  suffi- 
cient comfort ; or  where  there  is  ectropium  of  the  lower  eyelid,  of  a 
nature  which  does  not  admit  of  remedy,  and  the  tears  and  the 
conjunctival  secretions  fall  on  the  cheek. 

Long-continued  pressure  on  the  lacrymal  duct,  by  compress  and 
bandage,  and  by  a metallic  truss,  has  had  its  advocates,  and  many 
successful  cases  have  been  published. 

DISEASE  OF  THE  EXCRETING  LACRYMAL  APPARATUS  FROM  MECHANICAL 

CAUSES,  WITHOUT  AND  WITHIN. 

The  functions  of  the  lacrymal  sac  or  duct  may  he  arrested  and 
the  several  effects  of  stricture  produced , by  pressure  from  tumours 
malignant  and  others,  in  any  of  the  neighbouring  cavities,  the  orbit 
the  antrum,  and  especially  those  in  the  nose. 

A girl,  eighteen  years  old,  came  to  the  Ophthalmic  Hospital, 
with  a large  lacrymal  fistula  on  each  side,  of  several  months’  dura- 
tion. Till  there  were  these  free  apertures  she  had  frequent  abscesses, 
attended  with  much  discharge  of  pus  through  the  puncta.  The 
bridge  of  the  nose  was  enlarged,  and  the  integuments  very  red. 
Both  nostrils  contained  polypi,  and  from  the  right,  part  of  one 
protruded.  The  treatment  was  very  apparent,  to  remove  the 
obstructions,  wait  the  result,  and  in  case  the  fistula  did  not  heal, 
to  pass  styles.  Strangely  enough,  she  indignantly  refused  to  have 
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tlie  nose  touched,  but  was  not  the  least  unwilling  for  the  fistulas 
to  be  treated.  I do  not  know  wliat  became  of  her. 

A rare  kind  of  tumour,  in  connection  witli  the  lacrymal  sac,  is 
given  by  Sicliel,  “ Annales  d’Oculistique,”  vol.  xxx.,  p.  82.  It  was 
just  over  the  sac,  bluish  red  and  elastic.  It  was  opened.  A yellowish 
red  fluid  escaped.  Fibrinous  vegetations  were  within.  It  is  said 
that  the  mucous  membrane  seemed  transformed  into  serous. 

A polypus  has  been  removed  from  the  duct  itself  several  times. 

Actual  bony  deposit  may  occlude  a part  of  the  nasal  duct , and  several 
instances  have  been  met  with.  Mr.  Travers  says,  in  his  “ Synopsis 
of  the  Diseases  of  the  Eye,”  that  he  had  often  found  the  canal 
completely  obliterated  by  ossific  inflammation  at  its  upper  orifice  in 
skulls,  and  he  knew  of  cases  of  enlargement  of  the  ossa  nasi,  and 
of  periosteal  inflammation  and  thickening,  marked  by  habitual 
overflowing  of  the  tears,  and  occasionally  by  erysipelatous  inflam- 
mation of  the  surface,  in  which  the  canal  was  evidently  destroyed. 

A young  man  applied  to  me  with  the  tertiary  form  of  syphilis, 
having  large  nodes  on  several  places.  There  was  a deposit  of  bone 
on  the  orbital  ridge  that  quite  obstructed  the  duct.  I adopted 
that  course  which  should  always  be  followed  if  practicable,  whatever 
be  the  cause  of  the  deposit,  whether  specific,  as  in  this  instance, 
or  arising  from  simple  exostosis,  of  carrying  the  style  through  the 
obstruction,  a practice  which  is  preferable  to  perforating  the  lacrymal 
bone ; an  expedient  that  should  be  resorted  to  only  in  cases  of  the 
greatest  emergency.  A small  hydrocele  trocar  was  used,  and 
after  a short  penetration,  the  duct  was  reached.  He  was  able  to 
dispense  with  the  style. 

On  two  other  occasions,  I have  re-established  the  channel  through 
bone,  but  I have  lost  sight  of  the  patients. 

Foreign  bodies.  Calculi  have  been  met  with  in  several  parts  of  | 
the  sac  and  duct.  A description  of  such  will  be  found  in  the  chapter 
on  “ Calcareous,  Osseous,  and  True  Bony  Deposits  about,  the  Ocular 
Appendages,  &c.” 

Fracture  of  the  facial  bones  may  more  or  less  occlude  the  sac  or 
the  duct.  This  may,  or  may  not,  cause  chronic  disease,  associated 
with  morbid  secretions.  It  is  probable  that  the  difference  is  some- 
times due  to  the  absence  or  the  presence  of  diseased  bone,  but  more 
particularly  at  the  spot  at  which  the  canal  is  damaged.  In  the 
only  case  witnessed  by  myself,  the  sac  was  destroyed,  but  no  trouble 
was  experienced  in  that  quarter.  Overflow  of  the  tears  was  the 
only  annoyance. 

The  sac  may  be  closed  by  the  cicatrix  from  a wound.  In  a single 
case  of  this  that  came  under  my  notice,  the  epiphora  only,  troubled. 
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CONGENITAL  DEFECTS  OF  THE  SAC  AND  DUCT. 

An  instance  of  supposed  congenital  fistula  lacrymalis  is  mentioned 
by  Sir  W.  Lawrence.  It  occurred  in  a boy  at  school,  in  whom 
it  seemed  to  be  a natural  peculiarity,  as  no  inflammation  or  any 
other  affection  of  the  part  had  been  noticed.  A small  drop  of  clear 
fluid  appeared  frequently  on  the  surface  of  the  shin,  just  below  the 
tendon  of  the  orbicularis. 

Mi-.  Middlemore  appears  to  have  seen  this  defect  several  times, 
for  he  speaks  of  it  as  the  most  frequent  congenital  deficiency  of 
the  lacrymal  apparatus  he  lias  witnessed.  In  all  the  cases  both  ducts 
were  affected,  and  the  tears  flowed  over  the  cheeks. 

I have  met  with  one  example. 

The  question  of  treatment  must  depend  on  the  inconvenience  that 
is  produced.  It  would  be  well  in  all  instances  to  examine  the  duct 
from  the  nose. 

A more  remarkable  defect  is  that  of  absence  of  the  nasal  cluct.  A 
man,  twenty-one  years  of  age,  wras  admitted  into  the  Hospital 
Necker,  on  account  of  congenital  fistula  lacrymalis,  which  discharged 
a limpid  transparent  fluid.  There  was  constant  epiphora.  When 
the  angle  of  the  eye  was  pressed  in  the  morning,  a muco-purulent 
fluid  flowed  from  the  fistulous  orifice  and  the  puncta.  An  artificial 
nasal  duct  wras  made  by  piercing  the  os  unguis  after  the  manner 
of  Woodhouse.  A silver  canula,  half  an  inch  long,  and  enlarged 
at  both  its  extremities,  was  introduced.  Three  days  after  the 
operation  the  small  w^ound  had  cicatrized.  In  two  months,  the 
patient  having  neglected  the  directions  of  the  surgeons,  what 
they  were  is  not  stated,  returned  with  epiphora ; the  canula  was 
changed,  and  the  case  is  said  to  have  done  well. 

The  treatment  for  malformation  and  congenital  defects  will  depend 
so  much  upon  individual  peculiarities  that  it  is  impossible  to  lay 
down  any  precise  rules.  In  the  case  of  my  own  alluded  to  above,  I 
operated,  and  accomplished  all  that  was  necessary  in  two  weeks. 
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ARTIFICIAL  PUPIL. 

CONDITIONS  UNDER  WHICH  AN  OPERATION  MAY  BE  UNDERTAKEN, 
AND  THOSE  WHICH  CONTRA-INDICATE  IT RELATIVE  ADVAN- 

TAGES OF  THE  SEVERAL  POSITIONS  FOR  A PUPIL — SIZE  OF  THE 
PUPIL SHAPE  OF  THE  PUPIL — CLASSIFICATION  OF  THE  PRIN- 

CIPAL MORBID  STATES  OF  THE  EYE  REQUIRING  A PUPTL,  WITH 
THE  APPROPRIATE  OPERATIONS: — CONCLUDING  GENERAL  REMARKS. 

GENERAL  CONSIDERATIONS. 

An  artificial  pupil  may  be  defined  to  be  the  formation  of  a new  aper- 
ture in  the  iris , or  the  enlarging  of  the  natural  pupil  or  the  changing  of 
its  position  by  operation , for  the  admission  of  rays  of  light  to  the 
retina,  when  disease  or  accident  has  rendered  the  natural  pupil 
inefficient. 

The  operation  is  justifiable  when  there  is  complete  closure  of  the 
pupil  by  lymph,  by  the  adhesion  of  its  margin  to  an  opaque  capsule, 
or  by  prolapse  of  the  iris  through  the  cornea  5 or  when  the  pupil  is 
so  eclipsed  by  an  opacity  of  the  cornea  as  not  to  admit  of  relief  by 
artificial  dilatation.  There  cannot,  then,  be  any  doubt,  abstractly,  of 
the  propriety  of  operating.  Artificial  dilatation  will  often  restore  a 
greater  degree  of  sight  than  any  operation.  Practical  hints  for  the 
use  of  atropine  to  dilate  the  pupil  are  given  elsewhere. 

When,  however,  the  pupil  is  only  partially  interfered  with,  it 
must  frequently  be  a very  nice  practical  question  to  decide  whether 
an  operation  should  be  undertaken,  and  the  answer  must  he  based 
on  the  degree  of  sight  that  exists,  whether  sufficient  or  not ; and  if 
defective,  the  applicability  of  means  to  improve  it. 

The  morbid  states  of  the  eyeball  that  forbid  an  operation  arc  generally 
very  palpable , and  are  especially  declared  in  altered  states  of  the 
cornea,  the  ins,  and  the  letma. 

When  the  true  tissue  of  the  cornea  has  been  lost,  and  its  place  is 
supplied  by  a cicatrix,  an  operation  is  contra-indicated,  for  the  ins 
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is  necessarily  incorporated  with  the  new  material,  although  there 
may  he  a part  of  the  cicatrix  nearly  or  quite  transparent.  If  the 
student  be  at  a loss  to  detect  the  cicatrix,  let  him  touch  the  part 
with  the  point  of  an  instrument,  and  the  palpable  thinness  will 
decide  the  presence  of  the  abnormal  material. 

An  operation  is  also  contra-indicated  when  the  iris  is  adherent 
to  the  corneal  tissue,  as  an  aperture  could  not  be  made  in  the 
portion  so  adhering,  for  it  is  an  indispensable  condition  that 
these  parts  be  distinct,  however  closely  they  may  lie  ; although 
actual  apposition  renders  operating  very  difficult.  It  is  not,  there- 
fore, essential,  as  I shall  show,  that  an  “ anterior  chamber  ” should 
exist. 

An  iris  that  has  lost  its  characteristic  fibrous  appearance  and 
lustre,  and  bulges  in  consequence  of  disease,  whereby  its  tissue  is 
spoiled,  affords  but  a doubtful  prospect  of  success,  from  the  tendency 
there  is  for  the  breach  that  is  made  in  it  to  close  by  adhesive  inflam- 
mation ; and,  moreover,  the  eye  in  general  is,  for  the  most  part,  so 
disorganized  as  to  render  the  application  of  an  operation  questionable. 
Still,  no  structural  change  in  the  iris,  taken  alone,  imperatively 
forbids  a trial  at  a false  pupil. 

To  determine  whether  the  retina  has  entirely  lost  its  function  is 
certainly  not  difficult.  A moderate  light  may  be  intercepted  by 
closure  of  the  pupil,  combined  with  capsulo-lenticular  cataract ; but 
bright  rays  would  always  reach  the  fundus  of  the  eye,  for  the 
sclerotic  and  choroid  coats  are  not  impenetrable  to  light.  Besides 
the  experiments  with  light  and  shade,  by  natural  and  artificial  light, 
lenses  should  be  employed  to  focus  the  rays  on  the  eye.  The 
ophthalmoscope,  too,  may  be  useful  in  the  trials. 

The  power  of  discerning  colour  has  often  deceived  me.  Several 
times,  when  the  shades  of  the  same  colour  could  be  made  out, 
the  retina  has  proved  too  unhealthy  to  afford  any  available  sight. 
This  is  curious.  So  also  -does  it  happen  sometimes  that  even  when 
a small  flame  can  be  discerned,  no  useful  vision  is  obtained,  although 
; a good  pupil  be  made.  When  therefore  the  retina  is  feeble,  and  it 
' frequently  is  in  the  class  of  cases  under  consideration,  the  propriety 
of  operating  cannot  always  be  readily  decided,  for  although  yet 
i sensitive,  it  may  be  practically  spoiled ; but  the  rule  of  affording 
11  every  chance  for  restoring  some  vision,  assists  us  out  of  the  difficulty, 

' justifying  an  attempt  under  discouraging  conditions.  With  a 
disorganized  retina,  and  a fluid  vitreous  humour,  the  external 
appearances  of  the  eye  may  be  most  encouraging.  It  must, 
f therefore,  occasionally  happen,  that  a well-made  pupil  proves 
unavailing. 
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There  ave  certain  conditions , local  and  general , that  arc  essential  to 
ensure  the  success  of  the  operation. 

The  local  conditions  are  numerous.  The  cornea  should  he  sufh-  j 
ciently  transparent.  Yet  it  is  not  necessary  that  it  he  absolutely 
clear,  but  tolerably  so.  Slight  haziness  is  often  overlooked  till  after 
a pupil  has  been  made.  In  many  cases  it  may  be  found,  by  oblique 
illumination,  that  a cornea,  which  appears  at  first  sight  uniformly 
clouded,  is  really  much  more  transparent  at  some  spots  than  at 
others. 

There  should  be  freedom  of  the  eyeball  from  active  or  chronic 
inflammation.  A long  interval  should  be  allowed  to  elapse  after  the 
cessation  of  the  disease  or  injury  which  has  occasioned  the  loss  of 
the  pupil. 

In  certain  traumatic  cases,  closure  of  the  pupil  is  the  only  trace  of 
the  mischief  which  the  eye  has  sustained. 

When  inflammation  of  the  entire  eyeball  has  caused  the  occlusion, 
the  disappearance  of  preternatural  surface  vascularity  proves  the 
cessation  of  the  more  active  state.  The  absence  of  the  subjective 
symptoms  of  flashes,  coruscations,  and  intolerance  of  light,  and  the 
decrease  in  the  size,  the  number,  or  the  blackness  of  muse®,  are  the 
criteria  of  the  more  chronic  condition  having  subsided.  But  when 
such  influence  has  been  of  long  duration,  the  eyeball  rarely  oecomes 
freed  from  an  unnatural  vascularity,  or  varicosity,  which,  in  most 
cases,  must  be  regarded  as  an  irrecoverable  state  of  the  blood-'s  essels, 
rather  than  as  evidence  of  the  persistence  of  the  morbid  condition. 
If  the  original  disease  have  long  passed  away,  and  a fair  trial  have  j 
been  given  to  means  calculated  to  subdue  inflammation,  if  the  j 
health  be  good,  and  the  eye  be  free  from  irritability,  and  not  tender  J 
under  touch,  and  if  there  be  much  encouragement  from  the  soundness 
of  the  retina,  I consider  such  varicose  condition  of  no  importance, 

and  do  not  hesitate  to  operate.  . 

It  often  happens  that  an  eye  which  at  one  time  seemed  too  much 
damaged  to  be  restored,  may  improve  sufficiently  to  admit  of  thi#j 
surgical  treatment.  This  case  may  impress  the  fact.  A man 
suffered  from  the  explosion  of  gunpowder;  one  eye  was  burst,  and>1 
the  other  very  much  damaged.  Some  months  after  the  accident  he  j 
was  sent  to  me  by  Mr.  J.  Skelding,  of  Euston  Square,  to  ascertain  if  * 
anything  could  bo  done.  I thought  the  blindness  irremediable.  Al 
year  later  he  returned  because  he  could  distinguish  light  froffil 
darkness.  I made  an  artificial  pupil,  and  good  sight  was  recovered. 
With  proper  glasses  he  could  see  as  well  as  anyone  who  has  been 

successfully  operated  on  for  cataract. 

The  general  condition  that  is  requisite,  is  the  absence,  in  »n 
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active  form,  of  any  virus  or  taint  that  may  have  induced  the 
ophthalmic  affection.  When  syphilis,  gout,  rheumatism,  or  struma, 
are  yet  predominant,  it  is  dangerous  to  operate,  owing  to  the  great 
probability  of  re-establishing  severe  local  disease.  It  has  been  said 
that  when  loss  of  the  pupil  in  childhood  has  arisen  from  any  scrofu- 
lous affection,  an  operation  should  not  be  performed  before  puberty. 
I really  think  that  this  should  be  discretional,  as  the  disadvantages 
of  keeping  a child  blind  are  most  assuredly  very  great. 

An  eye  that  has  seemed  to  be  in  an  almost  hopeless  condition 
directly  after  the  subsidence  of  the  disease  that  has  rendered  its 
pupil  useless,  may,  on  the  restoration  of  the  general  health,  improve 
considerably,  and  be  brought  into  a proper  state  for  a successful 
operation.  Thus  it  is  that  an  iris  which  has  been  for  several  months 
apparently  permanently  spoiled,  will  lose  much  of  its  dulness,  and 
even  recover  some  of  its  colour ; and  a cornea  that  has  been  in  part 
densely  opaque,  will  clear  to  an  extent  incredible  to  those  unaccustomed 
to  observe  eye  diseases  : indeed,  so  great  may  be  its  restoration,  espe- 
cially in  children,  that  an  operation  for  an  artificial  pupil  should  never 
be  attempted  on  account  of  such  opacity,  until  all  suitable  means 
have  been  tried  for  its  removal,  and  a considerable  time  allowed  for 
their  operation,  as  well  as  for  that  of  the  restorative  power  of  Nature. 
The  importunity  of  patients  to  be  relieved  from  blindness,  and  the 
anxiety  of  surgeons  lest  they  should  appear  to  be  negligent,  are  not 
unfrequent  causes  of  premature  operations. 

There  ave  several  morbid  states  of  the  ocular  appendages  more  or 
less  obnoxious , and  which  should  be,  as  far  as  possible,  removed  or 
reduced,  prior  to  operating.  As  these  apply  still  more  forcibly  to 
the  operations  for  cataract,  they  are  given  in  the  chapter  on  “Diseases 
of  the  Crystalline  Lens.” 

There  is  a choice  in  the  position  for  an  artificial  pupil.  A central 
place  is  superior  to  a lateral  one.  This  is  confirmed  by  the  natural 
arrangement  of  the  eye,  the  configuration  of  the  cornea,  the  lens, 
the  vitreous  body,  and  even  the  retina,  the  most  sensitive  part  of 
which  is  opposite  the  pupil.  The  imperfections  of  a lateral  aperture, 
arising  from  the  indistinctness  of  the  image  formed  by  the  irregular 
refraction  through  the  circumference  of  the  lens  and  the  cornea,  and 
; the  disadvantage  of  its  falling  on  a part  of  the  retina  not  the  most 
i sensitive,  are  facts  which  the  elements  of  physiology  teach  us,  and 
the  details  of  practice  confirm.  As  a natural  effort  to  obviate  these 
defects,  when  the  pupil  is  external,  the  eye  generally  squints 
\ inwards.  It  has  often  been  a matter  of  surprise  to  me  to  see  how 
slightly  vision  has  been  interfered  with  by  central  opacities  of  the 
i cornea,  so  long  as  the  pupil  was  natural,  and  its  margin  extended 
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a little  beyond  the  opaque  part ; and  also,  how  little  the  visual 
disturbance,  where  there  has  been  general,  although  slight,  loss  of 
corneal  transparency.  As  a rule,  therefore,  I prefer  forming  a pupil 
centrally,  even  though  it  should  be  by  the  side  of  a dense  opacity 
of  the  cornea,  or  be  even  entirely  shaded,  to  choosing  the  circumference 
of  the  iris,  though  there  the  cornea  may  be  transparent. 

There  is  much  diversity  of  opinion  regarding  the  most  advan- 
tageous spot  to  be  selected,  when  a pupil  cannot  be  made  centrally, 
supposing  all  parts  of  the  iris  circumference  to  be  available.  This 
discrepancy  arises  from  the  real  difficulty  that  invests  the  subject, 
inasmuch  as  we  are  almost  without  the  assistance  of  practical 
deductions ; for  it  is  seldom  that  the  results  of  lateral  pupils  can  be 
compared  with  each  other,  owing  to  the  very  different  states  of  the 
eye,  and  the  variation  in  the  sizes  and  in  the  shapes  of  the  pupils  in 
different  individuals. 


My  own  opinion  is  in  favour  of  an  aperture  at  the  inferior  margin 
of  the  iris  in  a sufficiently  prominent  eye,  as  next  best  to  the  centre, 
because  I think  that  position  possesses  the  greatest  advantages,  and 
it  is  that  which  I should  adopt  whenever  it  can  be  executed.  The 
visual  line  cuts  the  cornea  just  a little  internal  to  the  centre.  If, 
however,  the  eye  were  deeply  set,  and  the  lower  eyelid  likely  to 
cover  the  pupil,  I should  operate  on  the  inner  side. 

The  late  Mr.  Guthrie,  who  paid  much  attention  to  the  subject,  and 
operated  much,  preferred  the  positions  in  the  following  order : 1st, 
The  inferior  part  of  the  iris  inclining  inwards ; 2nd,  The  internal, 
a little  below  the  transverse  diameter  of  the  eye ; 3rd,  The  inferior 
and  external. 


He  said  that  the  lower  and  inferior  parts  of  the  iris  are  to 
be  preferred,  for  the  following  reasons : because  the  line  of  \ision 
being  through  that  part,  the  eye  is  less  removed  from  its  natuial 
axis,  and  consequently  less  squinting  is  occasioned  than  when  vision 
is  acquired  in  any  other  direction ; and  if  both  eyes  are  operated 
upon,  the  axes  of  vision  are  made  more  nearly  parallel.  A decided- 
preference  of  a position  not  higher  than  the  centre  of  the  iris,  is 
founded  upon  the  natural  position  of  by  far  the  greater  number  of ( 
objects  of  vision,  which  it  is  essential  for  a person  to  see,  being  viewed , 


forwards  or  downwards. 

The  nasal  side  on  the  level  of  the  natural  pupil  was  thought  best 
by  Sir  W.  Lawrence,  because  the  normal  aperture  is  nearer  to  the 
nasal  than  to  the  temporal  edge  of  the  cornea.  The  next  position  lie 
chose  was  the  temporal,  and  after  that  the  lower.  Each  of  these 
several  situations  has  had  its  advocates  for  superiority  among  both 
English  and  foreign  surgeons. 
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The  upper  or  frontal  position  is  the  worst  of  all.  A pupil  there  is 
seldom  of  much  use. 

It  would  he  well  to  have  some  principle  by  which  we  may  regulate 
the  size  of  an  artificial  pupil,  when  the  physical  peculiarities  of  the  case 
do  not  limit  its  dimensions.  The  multiplicity  of  the  conditions  to  be 
taken  into  account,  especially  when  the  crystalline  lens  has  been  lost, 
renders  it  difficult  to  solve  the  problem  on  purely  theoretical  grounds, 
and  experience  must  be  our  guide. 

If  the  aperture  be  clear  and  well  defined,  a small  one,  a line  in 
width,  is  better  than  a large  one.  Iu  the  middle  of  the  iris,  how- 
ever, size  seems  of  less  importance  than  when  the  aperture  is  lateral ; 
for  then,  except  it  be  of  a certain  capacity,  a line  and  a half  to  two 
lines  in  diameter,  sufficient  light  will  not  enter,  and  if  very  large, 
too  much  will  be  admitted,  and  confusion  of  vision  must  ensue. 

With  a very  large  pupil  a strong  light  always  dazzles.  There  is' 
another  disadvantage,  when  the  lens  is  absent,  the  loss  of  accommo- 
dation causes  circles  of  dispersion,  whereby  the  retinal  images  are 
imperfectly  formed. 

Except  it  cannot  be  helped,  a pupil  should  not  be  made  at  the 
very  margin  of  the  iris,  for  the  ciliary  processes  interrupt  the 
passage  of  light,  and  the  retinal  image  must  be  imperfect  in  propor- 
tion to  the  nearness  of  the  aperture  to  the  edge. 

The  simple  slit,  or  still  better,  the  pear-shape,  with  the  apex  out- 
wards, is  to  be  preferred  for  a lateral  pupil. 

The  condition  of  the  cornea , also,  must  be  taken  into  consideration 
in  selecting  a position.  The  more  natural  the  cornea,  the  better  is  the 
spot  for  the  pupil  to  correspond  to  ; the  more  unnatural  or  irregular, 
the  less  is  it  fitted. 

The  form  of  the  new  pupil  matters  somewhat , but  it  is  seldom  entirely 
under  our  control , especially  in  making  a central  aperture.  When 
circumstances  will  admit  of  it,  enough  marginal  strip  of  iris  should 
be  left  to  intercept  entrance  to  peripheral  rays  of  light.  In  general, 
an  operator  should  not  be  dissatisfied  if  he  can  effect  an  aperture  of 
any  figure  at  the  spot  he  desires,  provided  it  be  ample. 

Tiie  corneal  incision  must  be  made  correctly.  It  should  be  executed 
slowly,  especially  the  last  part,  the  withdrawal  of  the  knife,  in  order 
to  save  as  much  aqueous  humour  as  possible,  for  the  after  part  of  the 
operation.  Besides  this,  slow  movement  may  prevent  intra-ocular 
haemorrhage.  Rapid  removal  of  the  natural  pressure  from  diseased 
vessels  of  the  choroid  and  the  retina  is  apt  to  cause  bleeding. 

The  incision  must  be  largo  enough.  If  it  prove  too  small,  it  must 
be  enlarged  with  the  secondary  knife.  It  must  bo  made  directly 
through  the  corneal  layers,  and  not  in  an  oblique  manner,  as  that 
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would  interfere  with  the  use  of  instruments,  as  well  as  with  tho  with- 
drawal of  the  hit  of  the  iris,  in  the  operation  for  “ excision.” 

When  the  iris  is  to  he  strangulated  or  excised,  the  incision  should 
ho  sufficiently  on  the  side,  so  that  enough  can  ho  withdrawn  or 
removed  to  leave  an  available  pupil.  It  must  necessarily  .he  very 
lateral. 

It  may  be  requisite  to  open  the  anterior  chamber  through,  the  sclerotica , 
and  then  the  knife  must  he  entered  about  half  aline  from  the  cornea, 
and  pushed  through  obliquely,  and  made  to  appear  within,  in  front 
of  the  very  margin  of  the  iris. 

Should  an  artificial  pupil  be  made  in  the  one  eye  while  the  other  is  yet 
sound  ? My  own  opinion  is  against  operating,  as  a rule,  so  long  as 
the  one  eye  is  efficient,  unless  the  pupil  can  he  made  in  the  centre  of 
the  iris  of  the  disabled  or  blind  eye,  the  lens  being  present  or  absent ; 
or  upwards  or  downwards,  the  lens  being  present : for  if  the  pupils  do 
not  have  this  correspondence,  there  will  most  probably  be  confusion 
of  sight,  double  vision,  or  squint.  A dissimilarity  in  the  positions  of 
the  pupils  is  generally,  but  not  always,  followed  by  the  one  or  the 
other  of  these  consequences  : why  only  occasionally  I am  unable  to 
say ; I only  know  the  fact  that,  under  apparently  the  same  circum- 
stances, when  the  pupils  disagree,  sometimes  there  will  be  the 
derangement,  and  sometimes  not.  I recommend  the  operation,  even 
although  sight  should  not  be  altogether  restored,  but  only  a moderate 
amount  of  it  acquired  ; because  there  is  much  gain,  especially  in  the 
lateral  use  of  the  eye.  The  visual  field  is  increased. 

I beg  to  refer  the  reader  for  a fuller  consideration  of  this  subject 
to  that  part  in  the  chapter  on  “ Cataract,”  in  which  is  discussed  the 
propriety  of  operating  for  cataract  on  the  one  eye,  while  the  other 
is  unaffected.  All  the  arguments  and  facts  apply  equally  here. 

It  can  happen  but  as  a rare  opportunity  that  an  artificial  pupil  may 
be  made  in  the  centre  of  the  iris,  while  the  crystalline  lens  is  present, 
and  transparent.  Where  this  can  be  effected,  the  highest  attainable 
perfection  is  necessarily  gained.  All  the  functions  of  the  eyes  are 
restored.  Nearly  always,  however,  the  lens  is  absent  when  a pupil 
may  be  made  centrally,  and  minute  sight  must  depend  on  the  use  of 
a lens  of  a high  power,  commonly  called  a cataract  glass.  But  there 
are  practical  objections  to  the  use  of  such.  It  is  better  to  use  the 
eye  unaided,  and  to  allow  the  disparity  to  remain  between  the  two ; 
for,  according  to  my  experience,  confusion  of  vision  does  not  follow  the 
restoration  of  the  pupil  when  there  is  perfect  vision  in  the  other  eye. 

When  two  artificial  pupils  are  made,  the  crystalline  lenses  being 
absent,  both  must  be  central,  or  that  confusion  of  sight  will  ensue 
which  will  oblige  one  of  the  eyes  to  be  closed. 
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IRIS  SCISSORS. 

In  the  scissors  represented  at  Fig.  164,  one  blade  is  probe-pointed, 
and  longer  and  broader  than  its  fellow,  which  is  sharp.  When 
the  two  are  closed,  the  lesser  blade  is  completely  shielded  by  the 

Fig.  164.  Fio.  105. 


greater,  the  instrument  being  then  blunt,  as  is  shown  in  the  larger 
wood-cut.  Great  nicety  of  workmanship  is  required  for  the  sharp 
limb  to  be  fine  enough  to  penetrate  the  iris  readily,  and  to  have  also 
a cutting  edge  to  the  very  extremity. 

The  scissors,  Fig.  165,  are  merely  blunt-pointed. 

The  joints  should  be  accurate  and  very  firm,  in  order  that  the  blade- 
pomts  may  meet  well,  and  not  cross,  when  tho  instrument  is  shut. 
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IRIS  KNIVES. 

These  should  he  sufficiently  thin  to  penetrate  the  cornea  and  the  j 


Fig.  16G.  Fig.  1G7.  Fio.  1C8. 


iris  readily.  They  need  not  he  sharp  heyond  the  shoulders.  Hie 
smallest  is  usually  called  a hroad  needle. 


ANGULAR  CORNEA  KNIFE,  OR  KERATOME. 

For  convenience  in  operating,  it  is  well  to  have  a second  knife  bent 
on  the  flat. 


Fig.  1G9. 
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IRIS  HOOKS. 

The  first,  Fig.  170,  known  as  Tyrrell’s,  owes  its  efficiency  to  its  long 
and  narrow  recess,  within  which  the  iris  can  be  securely  retained.  As 
a precaution  against  the  capsule  of  the  lens  being  injured,  the  point 


Fig.  170. 

n 


A 


Fig.  171. 


Fig.  172. 


is  blunt,  smooth,  and  inclined  a little  inwards.  One  with  a shorter 
bend  and  more  interspace  is  better  adapted  to  draw  out  a smaller  bit 
of  the  iris. 

Fig.  171  is  like  a lady’s  crochet  needle,  but  has  a blunter  and 
more  prominent  barb.  I have  found  it  useful  on  certain  occasions 
when  it  has  been  necessary  to  disengage  the  instrument  readily  from 
the  iris.  Fig.  172  illustrates  a hook  that  I have  often  used,  and 
to  which  allusion  will  be  made. 
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A liook,  like  Fig.  170,  bent  at  an  angle  to  the  shaft,  should  he  in 
the  ophthalmic  case. 

IRIS  CANULA  SCISSORS. 

The  lesser  figure,  representing  the  instrument  partly  open,  shows 
the  form  of  the  blades,  one  of  which  is  blunt.  There  should  be 


Fig.  173. 


supplementary  blades  of  different  sizes,  some  with  both  extremities 
sharp,  others  for  particular  occasions,  with  both  dull. 


FORCEPS. 
Fig.  174. 


The  supposed  value  of  these  scissors  is  that  they  can  bo  used? 
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without  previously  incising  the  cornea,  which  allows  the  aqueous 
humour  to  escape ; hut  unless  the  blades  be  thin  enough,  and  so 
wrought  that  they  may  penetrate  readily,  they  will  not  only  be 
ineffectual,  but  are  very  likely  to  inflict  severe  injury  on  the  cornea 
and  the  iris.  I do  not  use  them. 

To  Sir  W.  Wilde,  of  Dublin,  is  due  the  credit  of  this  addition  to 
our  ophthalmic  instruments. 

Several  delicate  pairs  of  forceps,  some  toothed,  some  merely 
serrated,  are  required.  It  is  as  well  to  have  a pair  a little 
curved.  The  preceding  four  illustrations,  Fig.  174,  represent  those 
used  by  myself.  Some  surgeons  have  their  forceps  very  much 
curved.  Such  excessive  departure  from  straightness  appears  to  me 
to  be  a disadvantage. 

The  forceps  that  are  figured  among  the  cataract  instruments  with 
cross  action  come  in  serviceable  here. 

Perhaps  the  simplest  manner  of  treating  the  operative  part  of  this 
subject,  and  at  the  same  time  the  most  practical  and  concise,  is  to 
classify  the  principal  states  of  the  eye  admitting  of  an  artificial  pupil, 
and  to  annex  to  each  its  generally  appropriate  treatment. 

The  several  operations  are , incision,  excision,  iriddesis,  tearing,  separa- 
tion, strangulation,  incision  with  extension,  incision  with  excision,  tearing 
with  excision.  There  are  modifications  of  some  of  these. 


CLASSIFICATION. 


1.  Closure  of  the  pupil  from  inflammation;  or,  prolapse  of 

THE  IRIS  AT  SOME  PORTION  OF  THE  CIRCUMFERENCE  OF  THE 

cornea;  the  crystalline  lens  ahsent;  the  cornea  clear, 

OR,  IF  PARTIALLY  OPAQUE,  THE  OPACITY  NOT  INTERFERING 
WITH  THE  FORMATION  OF  A CENTRAL  APERTURE. 


Incision.  Incision  with  extension,  incision  with  excision.  When, 
after  the  loss  of  the  crystalline  lens,  inflammation  has  destroyed  the 
pupil,  the  iris  does  not  necessarily  alter  its  position.  It  does  not  bulge 
from  want  of  communication  between  the  chambers  of  the  eye, 
provided  its  tonicity  is  preserved,  and  then  the  size  of  the  anterior 
chamber  is  not  only  undiminished,  a matter  of  importance  in 
operating,  but  may  be  actually  increased  by  the  falling  back  of  the 
iris  in  consequence  of  there  not  being  any  lens.  There  may  be  but  a 
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mere  trace  of  the  pupil ; or  the  aperture,  very  much  contracted, 
may  ho  closed  by  lymph,  or  by  opaque  capsule. 

When  prolapse  of  the  iris  through  the  cornea  has  shut  up  the 
pupil,  there  must  always  be  a reduction  in  the  size  of  the  anterior 
chamber,  the  diminution  depending  on  the  position  at  which  the  iris 
has  escaped. 

The  two  states,  closure  of  the  pupil  from  inflammation,  and 
prolapse  of  the  iris,  may  co-exist. 

The  operation  of  “ incision  ” with  the  knife,  is  the  most  appropriate 
in  any  case  when  the  iris  retains  enough  of  its  physical  properties  to 
gape  on  being  divided,  and  the  less  it  has  suffered  from  the  effects  of 
inflammation  the  more  certain  will  be  the  result.  In  every  case  in 
which  the  substance  of  the  iris  is  not  greatly  altered  by  inflammation, 
we  may  expect  a successful  issue  to  the  operation  by  incision,  in 
whatever  direction,  or  in  whatever  part  of  the  iris  the  incision  be 
made.  This  holds  good  whether  the  cut  be  above  or  below,  or  in 
the  line  of  the  natural  pupil,  and  whether  it  is  a mere  pin-hole,  or 
extends  to  two-thirds  of  the  diameter  of  the  iris. 

Independently  of  the  superiority  of  a central  pupil,  it  must 
certainly  be  an  advantage,  as  tending  to  produce  a more  perfectly 
formed  aperture,  to  divide  the  iris  in  its  centre,  that  the  circum- 
ferential or  dilating  portion  may  act  equally  on  the  divided  part. 
Perhaps,  too,  there  may  be  some  practical  advantage  in  cutting 
through  those  fibres  by  the  interlacing  of  which  a sort  of  sphincter 
muscle  is  provided ; besides,  it  is  in  these  pupillary  fibres  that  there 
is  generally  the  greatest  agglutination  from  inflammation. 

I invariably  operate  through  the  cornea.  The  following  methods 
of  steadying  the  eye  are  applicable  to  all  these  operations.  An 
assistant  draws  clown  the  lower  eyelid,  resting  his  finger  on  the 
malar  bone.  I raise  the  upper  eyelid  with  my  forefinger,  and  with 
the  tip  of  it,  and  that  of  the  middle  finger  steady  the  eyeball,  after 
the  manner  indicated  by  the  following  diagram,  which  represents  an 
operation  on  the  left  eye.  If  in  any  case  the  steadying  of.  the 
eyeball,  by  the  assistant  holding  the  conjunctiva  with  a pair  of 
forceps,  seem  likely  to  be  serviceable,  it  should  be  adopted. 

Sometimes  I retract  the  eyelids  with  one  or  the  other  of  the  spring 
wire  retractors,  while  the  assistant  steadies  the  eyeball  with  the 
forceps.  This  is  more  advantageous  when  it  is  important  to  prevent 
early  escape  of  the  aqueous  humour. 

With  the  first  or  second-sized  iris  knife,  according  to  the  circum- 
stances of  the  case,  I divide  the  cornea  as  near  to  the  circumference 
as  practicable,  and  penetrate  the  iris  as  centrally  as  possible,  thrusting 
the1  blade  up  to  the  shoulder.  In  the  figure,  the  second-sized  knife 
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is  introduced,  but  for  most  cases  the  largest  is  required.  Unless  the 


Fig.  175. 


knife  be  sharp  and  well  used,  the  iris  may  be  dragged  on  and  torn 
from  its  ciliary  attachment. 

The  aperture  thus  made  is  about  the  third  of  the  diameter  of  the 
iris,  elliptical  and  vertical. 

A great  deal  of  stress  is  usually  laid  on  the  special  fitness  of 
“ incision  ” in  cases  where  the  iris  is  on  the  stretch  from  prolapsus. 
The  advantage  is  much  over-rated.  The  choice  of  the  operation,  so  far  as 
the  state  of  the  iris  can  be  taken  as  a guide,  should  be  made  to  depend 
on  its  actual  structural  condition ; because  any  advantage  that  the 
mere  stretching  could  afford,  might  be  lost  by  slight  interstitial  change, 
and  inflammation  of  the  eyeball  is  often  a cause  of  the  prolapse. 


Eig.  176. 


The  annexed  sketch  of  a pupil  closed  by  prolapse  of  the  iris  is 
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from  a man  seventy  years  of  age,  who  applied  to  me  after  having 
undergone  the  operation  for  extraction.  The  broad  white  line  on 
the  outer  side  of  tho  cornea  indicates  the  cicatrix  of  the  faulty 
incision  with  the  cataract  knife,  to  the  entire  extent  of  which  the  iris  • 
was  adherent.  I suspect  that  a large  portion  of  the  iris,  including 
a part  of  the  pupillary  margin,  had  been  cut  off  in  making  the 
section  of  the  cornea.  The  pupil,  reduced  to  a minute  aperture, I 
was  nearly  useless.  The  other  eye  was  quite  lost  in  the  attempt 
to  extract.  With  the  second-sized  knife  I divided  the  iris  obliquely 
upwards  and  inwards,  endeavouring  to  make  the  incision  divaricate 
from  the  upper  end  of  the  narrow  slit  that  existed.  My  object  was  • 
accomplished.  Not  the  slightest  untoward  symptom  ensued,  and  in 
a week  the  man  left  the  hospital  with  good  vision. 

This  second  sketch  of  the  eye  was  taken  several  months  afterwards, . 
and  exhibits  the  form  of  the  new  pupil.  The  artist  has  shown  the 


Fig.  177. 


reduction  in  the  opacity  of  the  cornea,  the  consequence  of  the  natiual  J| 
process  of  repair. 

The  pupil  may  be  closed  after  the  absorption  of  the  lens  in  capsulo-  j 
lenticular  cataract,  from  the  result  of  inflammation  prior  to  an  opeia-  , 
tion,  or  after  it. 

“ Incision  ” is  suited  when  the  iris  will  retract. 

J.  Browne,  twenty-one  years  old,  an  inmate  of  the  St.  Tan  eras  (l 
Workhouse,  had  been  operated  on  at  some  institution  in  London. 
When  he  came  to  me,  at  the  Ophthalmic  Hospital,  I found  that  \ 
the  lenticular  cataract  had  been  absorbed,  and  that  the  capsule, N 
though  partly  detached,  yet  blocked  up  the  pupil,  which  was  too  * 
much  contracted  to  be  of  use  even  if  cleared,  and  I therefore  deter- 
mined to  make  an  artificial  one.  The  Figure  178  represents  the  state 

of  the  eye. 
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Tlio  operation  of  “ incision  ” with,  the  knife  was  performed,  and 
an  ample  pupil  resulted.  The  capsule  separated  from  the  iris  dui’ing 
the  operation,  hut  retained  a part  of  its  natural  attachment,  and, 
moving  backwards  and  forwards,  occasionally  produced  much  incon- 

Fio.  178. 


venience  by  temporarily  interrupting  vision.  After  the  lapse  of  a 
few  months  I attempted  to  remove  it.  I incised  the  cornea  with 
the  second-sized  iris  knife,  and  with  the  blunt  canula  capsule 
forceps  withdrew  the  greater  part.  The  portion  that  remained, 


Fig.  179. 


being  behind  the  iris  at  the  inner  side  of  the  eye,  did  not  interfere 
with  vision,  which  was  excellent.  Fig.  179  shows  the  after  state  of 
the  pupil. 

I prefer  the  iris  knife  to  the  keratome  for  making  incisions  in  the 
cornea,  because  it  gives  a cut  more  nearly  of  the  same  size  through 
both  surfaces  of  the  cornea. 

( It  was  by  “ incision  ” performed  through  the  sclerotica  that 
Cheselden,  our  countryman,  and  surgeon  to  St.  Thomas’s  Hospital, 
the  originator  of  artificial  pupil,  used  to  operate.  His  method  fell 
into  disreputo  and  was  almost  abandoned,  when  Sir  W.  Adams 
revived  it.  Adams  speaks  in  the  most  laudatory  terms  of  his 
operation,  as  he  was  wont  to  call  it,  but  he  does  not  omit  to  tell  of 
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tlie  difficulty  of  making  a sufficient  aperture,  and  the  risk  in  the 
attempt,  of  detaching  the  iris  at  its  circumference  ; the  cause  of  both 
of  which,  namely,  operating  through  the  sclerotica,  seems  to  have 
escaped  his  notice.  Irrespective  of  these  objections,  however,  is  the 
very  serious  one  of  the  great  violence  necessarily  indicted  on  the  eye 
by  operating  posteriorly. 

The  great  advantages  of  the  operation  I advocate,  are  its  being 
executed  through  the  cornea ; the  certainty  of  being  able  to  make 
the  pupil  at  the  desired  spot ; the  division  of  the  iris  before  the 
aqueous  humour  is  lost,  and  therefore  while  it  is  tense,  by  an 
incision,  which,  owing  to  the  form  of  the  knife,  is  effected  with 
such  slight  pressure  that  there,  is  no  risk  of  detachment  from  its 
natural  connections. 

The  reasons  that  I have  advanced  in  the  chapter  on  “Cataract” 
for  the  superiority  of  the  anterior  operation  for  solution  over  the 
posterior,  as  respects  injuring  fewer  textures  of  the  eye,  apply  here 
also,  and  with  greater  force,  because  of  the  larger  wound  inflicted. 
More  than  this,  in  Cheselden’s  method,  there  is  generally  much 
bleeding  within  the  eye,  and  the  blood  may  proceed  from 
many  sources,  whereas  in  the  anterior,  the  iris  is  the  only  part 
from  which  it  can  issue,  and  very  frequently  it  does  not  bleed 
when  cut. 

To  render  “ incision  ” with  the  knife  more  generally  applicable, 
by  adapting  it  to  cases  in  which  the  iris  has  not  sufficient  tone  to 
contract  when  merel}r  incised,  and  when  it  is  more  or  less  tied  or 
fixed,  by  being  prolapsed,  or  adherent  to  capsule,  I proposed,  some 
years  ago,  a modification  of  the  above  operation ; namely,  to  divide 
the  iris,  and  with  the  hook  (Fig.  172)  to  draw  outwards  the  outer  lip 
of  the  wound,  till  a sufficient  gap  is  made.  An  aperture  is  thus  • 
effected  by  tearing  and  by  folding  inwards  of  the  flap,  dhis  may' 
be  denominated  “ incision  with  extension.” 


Fig.  180. 


The  above  sketch  shows  two  pupils  I made  after  this  method. 
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The  man  had  been  operated  on  for  cataract,  by  “ extraction.”  The 
remains  of  the  natural  pupils,  displaced  by  prolapse  of  the  iris,  and 
closed  by  lymph,  are  represented  above  the  artificial  ones. 

I have  done  this  operation  very  often. 

It  not  unfrequently  happens  that  a dense  layer  of  lymph  or 
thickened  capsule  blocks  up  the  pupil,  and  forms  an  impediment 
to  “ incision  ” with  the  knife,  at  least  to  the  formation  of  a central 
aperture  by  it.  Perhaps,  too,  without  any  capsule  the  iris  is  not 
healthy  enough  to  retract  when  cut.  With,  however,  the  combination 
of  another  mode  of  operating,  “ excision,”  the  details  of  which  are 
given  in  Class  2,  a pupil  can  be  made  towards  the  centre,  and  of  a 
better  shape  than  by  any  other  means.  The  following  case  will 
explain  this.  I performed  the  operation  for  “ solution  ” on  a youth 
of  eighteen  years  of  age,  whose  iris  was  adherent  to  the  capsulo- 
lenticular  cataract,  but  I could  not,  by  any  endeavour,  make  a patent 
opening  in  the  dense  capsule  and  the  lymph  on  it,  nor  detach 
the  mass  from  the  pupil.  Having  divided  the  iris  close  to  the 
capsule,  with  the  largest  iris  knife,  I seized  the  outer  portion  with 
an  iris  hook,  drew  it  without  the  cornea,  and  cut  off  a piece.  Fig.  181 
represents  the  eye  after  the  operation.  A portion  of  the  capsule  is 


Fig.  181. 


seen  at  the  inner  side  of  the  pupil ; the  remainder  of  it  lay  rolled  up 
behind.  The  two  black  dots  at  the  margin  of  the  cornea  indicate 
:wo  very  minute  portions  of  the  iris  that  prolapsed.  This  patient 
■ecovered  sufficient  vision  to  enable  him  to  get  his  living  as  an  errand 
ad.  The  other  eye  was  quite  disorganized.  1 ly  making  the  incision 
i little  internal  to  the  centre  of  the  iris,  when  practicable  the  miuil 
vill  be  still  more  central.  ’ 11 

When  a large  piece  of  capsule  alone  blocks  up  the  pupil,  the 
process  of  tearing  it  through  with  two  needles,  as  given  in  connection 
vith  the  treatment  of  capsular  cataract,  has  been  recommended.  I 
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have  not  myself,  however,  found  It  as  well  adapted  here,  as  when 
apphed  to  capsule  that  is  merely  in  the  field  of  vision  and  not  I 

adhering  to  the  ins,  or  at  least  is  hut  partially  adherent,  so  that  there  • j 
is  pupillary  movement. 

In  connection  with  these  cases  it  may  he  mentioned  that  Janin’s  - 
operation  improved  by  Maunoir,  is  usually  recommended  when  the! 
unhealthy  condition  of  the  iris  renders  “incision”  alone  inapplicable.! 
1 lie  principle  of  it  is,  to  form  a flap  of  a portion  of  the  iris,  by  the  1 
shrivelling  of  which  an  aperture  may  result. 

. Tlle  cornea  is  divided  towards  its  margin  to  about  a fourth  of  its  i 
circumference,  and  the  scissors  introduced  sideways  till  they  reach 
the  desired  spot,  then  turned,  opened,  the  iris  pierced  with  the  sharp  i 
limb,  and  the  instrument  carried  on  till  sufficiently  advanced,  as  ! 
indicated  by  the  blunt  limb  that  traverses  the  anterior  chamber,  when 
the  cutting  is  to  be  effected.  A second  incision  is  then  to  be  made  at 
an  acute  angle  with  the  first.  The  two  should  be  as  nearly  as  - 
possible  in  correspondence  with  the  diverging  lines  in  the  following 
diagram. 


The  line  at  the  margin  represents  the  incision  of  the  cornea. 
Mr.  Tyrrell  advised  that  the  flap  of  the  iris  should  be  depressed 
towards  the  vitreous  body  by  the  scissors,  on  account  of  its  liability 
to  unite. . He  writes : “I  formerly  used  to  take  take  out  a piece 
of  the.  iris,  but  I afterwards  found  the  above  modification  of  the 
operation  to  answer  exceedingly  well.” 

This  is  a complicated  operation,  and  according  to  my  experience, 
difficult  iu  execution  and  uncertain  in  result. 

2.  Partial  opacity  of  the  cornea,  obscuring  the  pupil  ; the 

IRIS  UNADHERENT  ; THE  LENS  AND  ITS  CAPSULE  TRANSPARENT. 

Excision.  Strangulation.  Inddesis.  “ Excision,”  which  is  of  very 
old  date,  is  the  operation  adapted  for  this  condition,  and  that  which 
I have  generally  executed. 

The  cornea  should  be  incised  to  about  a fourth  of  its  circumference, 
close  to  its  margin,  and  in  that  direction  which  may  seem  most 
desirable  for  a lateral  pupil.  In  proportion  to  the  diminished  size  of 
the  anterior  chamber  is  the  greater  care  needed  in  the  uso  of  the 
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knife  or  keratome.  I prefer  the  cataract  knife  when  there  is  little 
space  to  work  in.  Should  the  iris  prolapse  as  soon  as  the  cornea  is  cut, 
an  occurrence  not  unusual,  it  is  seized  with  a pair  of  forceps,  drawn 
out  sufficiently,  and  the  required  portion,  including  the  pupil-edge, 
cut  off  with  the  scissors.  It  may  he  advisable  to  make  the  incision 
through  the  sclerotica,  if  the  cornea  he  opaque  near  to  the  margin. 
As  there  is  danger  of  making  the  pupil  too  large,  the  operator  must 

he  cautious.  _ ... 

When  the  iris  does  not  prolapse,  it  should  he  drawn  ont  with  a 

pair  of  forceps;  a short  Tyrrell’s  hook  may  he  employed;  the 
ordinary  one  being  apt  to  seize  too  much  in  these  cases;  the 
pupillary  margin  should  he  caught,  and  the  retraction  made.  There 
may  he  some  embarrassment  in  withdrawing  the  hook,  on  account  of 
its  catching  the  edge  of  the  cornea,  to  avoid  which  it  should 
he  half  rotated  when  it  arrives  at  that  part.  The  capsule  of  the 
lens  may  be  touched  with  impunity  by  a blunt  and  smooth 

instrument. 

The  opacity  of  the  cornea  may  so  obscure  the  pupil  that  the  hook 
cannot  he  readily  applied  to  its  margin  ; in  such  a case  the  iris  must 
he  withdrawn  with  a pair  of  forceps.  I object  to  an  attempt  to 
cause  its  protrusion  by  pressing  on  the  eye,  from  the  attendant  dangei 
of  dislocating  the  lens. 

It  is  a matter  of  nicety  to  decide  how  much  of  the  iris  should  he 
excised;  and  nothing  hut  actual  practice  can  ever  teach  this.  However, 
I may  state  that  too  much  is  likely  to  he  removed,  rather  than  too 
little.  The  nearer  the  scissors  are  applied  to  the  hook,  the  smaller 
will  be  the  pupil.  The  operation  is  finished  by  endeavouring  to  return 
within  the  eye  any  part  of  the  iris  that  yet  protrudes.  When  it  is 
returned,  the  healing  is  more  quickly  effected. 

Mr.  Tyrrell  thought  that  he  improved  on  the  above  by  incising  the 
cornea  to  a very  limited  extent  with  the  “ broad  needle,”  seizing  the 
iris  with  his  hook,  and  retaining  it  in  the  wound,  strangulating  it, 
as  the  process  is  generally  called.  A channel  so  made  is  pear-shaped, 
the  apex  at  the  margin  of  the  cornea,  and  this  is  a good  form  for  a 
lateral  pupil.  But  the  process  of  strangulation  is  so  extremely  uncer- 
tain, from  the  spontaneous  extrication  of  the  iris  from  the  wound,  an 
occurrence  of  great  likelihood  when  it  is  healthy  and  has  not  any 
adhesions,  that  I do  not  always  trust  to  it,  but,  as  a rule,  perform  the 
older  operation.  Some  operators  invariably  operate  through  the 
sclerotica,  and  make  an  oblique  incision  through  it  to  the  anterior 
chamber,  commencing  half  a line  or  three-quarters  from  the  cornea. 

A method  of  operating  in  this  condition  of  the  eye  has  been 
introduced  by  Mr,  Critchett.  His  description  of  the  operation, 
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“ Iriddesis,”  as  lie  calls  it,  is  given  in  the  first  volume  of  the  “ Oph- 
thalmic Hospital  Reports,”  p.  220.  It  is  here  particularly  applicable. 
Tile  name  has  undergone  several  changes.  I use  the  original.  This 
is  the  simplest  class  of  case  to  which  it  is  suitable  ; namely,  a central 
defined  opacity  of  the  cornea,  in  which  it  is  only  required  that  the 
natural  pupil  should  be  slightly  moved  to  one  side,  and  brought 
opposite  to  a transparent  part.  I will  describe  the  operation. 

The  wire  retractor  is  inserted,  and  the  eye  is  fixed  by  seizing  a 
small  fold  of  conjunctiva  with  a pair  of  forceps.  A small  opening  is 
then  made  with  a broad  needle  into  the  anterior  chamber  ; it  should 
be  close  to  the  sclerotic,  and  just  large  enough  to  admit  the  canula 
forceps,  with  which  the  iris  is  caught  near,  but  not  close  to,  its 
ciliary  attachment,  and  drawn  out  until  the  pupil  is  sufficiently 
displaced.  The  small  piece  so  held  without  the  eyeball  is  secured 
and  strangulated  in  a loop  of  floss  silk,  previously  slipped  over  the 
canula  forceps,  and,  at  the  proper  time,  brought  down  and  drawn 
tight,  by  holding  each  end  in  a pair  of  ordinary  forceps.  The  ends  of 
the  silk  are  then  cut  off,  and  the  operation  is  completed.  If  the 
incision  in  the  cornea  be  unnecessarily  large,  the  iris  may  return  into 
the  eye.  I have  heard  it  advised,  if  such  an  accident  be  expected, 
that  one  end  of  the  ligature  should  be  left  long  enough  to  be  readily 
seized  if  required,  for  again  drawing  out  the  iris.  The  prolapsed  iris  • 
soon  shrinks,  and  the  ligature  may  generally  be  removed  on  the 
second  day,  or  allowed  to  drop  off. 

The  advantages  are,  that  the  size,  form,  and  direction  of  the  pupil  . 
can  be  exactly  regulated  according  to  the  exigencies  of  the  case. 
That  its  margin  is  uninjured,  and  that  the  natural  motory  power  is 
in  some  measure  retained.  The  disadvantages  are,  that  a corneal  - 
fistula  is  apt  to  be  made,  and  that  iritis  is  likely  to  be  induced. 

I have  at  times  deviated  from  the  above  manner  of  operating,  as  $ 
regards  the  details,  such  as  not  holding  the  eyeball  with  the  forceps, 
and  the  manner  of  applying  the  noose.  Some  operators  make  a loop'.* 
of  the  silk,  and  lay  it  over  the  corneal  incision  before  the  forceps  are  i 
applied,  in  preparation  for  the  tying.  Like  all  the  other  operations  forit 
artificial  pupil,  it  must  be  adapted  to  the  fitting  cases.  It  does  not^a 
supersede  “ excision  ; ” indeed,  it  is  not  so  good  when  the  pupillary 
margin  needs  to  be  removed. 

3.  Complete  closure  of  the  pupil  by  lymph,  the  lens  and  its 

CAPSULE  TRANSPARENT,  OR  OPAQUE. 

Tearing  may  a bit  of  the  iris ; excision ; operation  for  solution ; 
laceration  of  capsule ; incision ; excision  ; operation  for  extraction ; 
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division  of  iris  adhesions.  As  it  cannot  always  be  told  with  certainty 
whether  the  pupil  is  completely  adherent,  it  may  bo  at  times  prudent 
to  examine  the  eye  under  the  influence  of  atropine,  because  it  there  be 
a part  of  the  iris  unattached  it  will,  retract,  and  produce  the  appear- 
ance of  a dark  spot  at  the  pupillary  edge. 

Until  within  a very  recent  period  it  was  generally  supposed  that 
the  lens  and  capsule  necessarily  become  entirely  opaque  when  a 
deposit  of  lymph  completely  closes  the  pupil,  a condition  in  which 
the  iris  is  necessarily  adherent  to  the  capsule  of  the  lens.  It  is  now 
known  that,  while  the  centre  of  the  capsule  just  under  the  lymph 
may  be  ojiaque,  the  rest  of  it,  and  the  whole  lens,  may  be  transparent. 
With  this  knowledge  we  now  avoid  the  destruction  of  the  lens,  and 
proceed  to  make  a pupil  in  a manner  that  shall  not  injure  it  or  the 
capsule.  Of  coin's e it  cannot  be  determined  beforehand,  with  certainty, 
whether  they  are  transparent.  The  history  of  the  case,  and  the 
perception  of  light  which  the  patient  may  possess,  will  afford  us 
some  guide ; but  we  ought,  whenever  there  is  a probability  of  the 
absence  of  opacity  of  these  parts,  to  proceed  on  the  assumption  of 
their  integrity. 

The  condition  of  the  lens  will  depend  much  on  the  amount  of 
plastic  material  deposited  on  the  capsule.  A deposit  within  the 
area  of  the  pupil,  or  a little  beyond  it,  certainly  does  not  seem  to 
have  any  influence.  With  a more  extended  exudation,  reaching  for 
instance  to  the  equator  of  the  lens,  by  which  the  iris  is  universally 
adherent,  the  lens  nutrition  is  interfered  with.  According  to  what 
has  been  observed,  it  would  seem  that  the  hexagonal  lens  cells,  and 
the  subjacent  lens  fibres,  become  opaque,  either  through  atrophy, 
fatty  degeneration,  or  other  changes.  In  time  the  whole  lens  gets 
opaque.  When  inflammation  has  been  intense,  and  has  spread  to 
the  anterior  paid  of  the  choroid,  thick  exudations  are  deposited  over 
the  whole  anterior  capsule,  in  the  zonule  of  Zinn,  and  the  hyaloid 
fossa,  so  that  the  iris,  the  capsule  of  the  lens,  and  the  plastic  deposits 
form  a thick  partition  between  the  anterior  part  of  the  eye  and  the 
posterior. 

When  the  lens  and  its  capsule  are  transparent,  there  seem  to  be 
only  two  appropriate  operations ; for  in  those  in  which  the  iris  is 
transfixed,  or  cut,  they  can  hardly  escape  injury. 

One  of  the  operations  is  very  simple.  The  cornea  is  punctured, 
the  blunt  canula  forceps  introduced,  a portion  of  the  iris  beyond  the 
point  of  adhesion  is  seized,  and  a piece  gradually  torn  away,  drawn 
out,  and  cut  off.  A reapplication  of  the  forceps  may  be  needed.  If 
the  iris,  being  atrophied,  be  too  rotten  to  admit  of  being  so  detached 
with  the  canula  forceps,  the  cornea  should  be  opened  to  a greater 
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extent,  and  a larger  pair  of  forceps  used,  so  that  a large  bit  can  he  at 
once  grasped.  It  would  he  well,  with  sufficient  suspicion  of  such 
rottenness,  to  do  this  at  first,  ltepeated  trials  are  apt  to  induce  much 
inflammation.  Moreover,  after  the  first  tear,  blood  is  apt  to  he  ! 
effused  and  to  obscure  any  farther  proceeding. 

The  pupillary  margin  is  always  left,  as  an  adherent  piece. 
There  cannot  he  a double  pupil,  because  the  natural  pupil  is  quite 
closed. 

It  would  be  imprudent  to  separate  the  iris  at  the  spot  of  its 
attachment  to  the  lens,  because  not  only  in  the  centre  of  the 
lens  is  there  opaque  material  deposited,  but  for  half  a line  or 
more  around,  pigmental  exudations  unite  the  iris  to  the  capsule  of 
the  lens. 

The  other  applicable  operation  is  “ excision,”  one  form  of  which 
has  been  described  in  Class  2.  Here  a modification  is  required, 
because  different  circumstances  exist.  The  pupil  is  adherent ; there 
is,  therefore,  greater  difficulty  in  removing  a piece  of  the  iris.  The 
cornea  should  be  incised,  as  in  the  other  operation  ; but  to  a greater 
extent,  because  here  forceps  are  required,  instead  of  a blunt  hook. 
The  forceps  must  now  be  applied,  the  iris  laid  hold  of,  withdrawn, 
and  excised. 

Of  course  there  can  be  no  prolapse  of  the  iris  through  the  woimd 
thus  made,  when  the  pupil  is  adherent,  but  it  may  bulge,  more  or 
less  ; and  this  will  depend  on  the  extent  to  which  it  is  attached  to 
the  capsule  of  the  lens ; the  less  adherent  to,  the  easier  and  more 
certain  the  operation. 

I have  adopted  the  first  method  often,  and  with  the  best  result. 
In  every  instance  the  pupil  has  been  closed  from  rheumatic  inflam- 
mation. In  all  I have  suspected  the  lens  to  be  clear,  from  the 
history  of  the  case,  and  the  degree  of  perception  of  light,  and  I have 
not  been  disappointed. 

The  second  I have  no  personal  knowledge  of.  It  has  by  some  . 
been  deemed  impracticable,  unless  the  pupil  be  in  part  free,  so  as 
to  admit  of  a portion  of  the  iris  being  readily  drawn  out.  The 
following  case  shows  the  fallacy  of  such  an  opinion. 

A young  woman,  twenty-one  years  old,  applied  at  the  Central 
London  Ophthalmic  Hospital,  with  trichiasis.  An  artificial  pupil  in 
that  eye  quickly  attracted  my  notice,  for  it  was  the  most  efficient  I : 
had  ever  seen  at  the  side  of  the  iris ; for,  with  the  naked  eye,  the 
smallest  print  could  be  read.  The  lens  was  present.  The  accom- 
panying figure  (183)  is  a representation  of  the  eye  after  the  trichiasis 
was  removed. 

The  iris  had  lost  its  fibrous  appearance,  and  the  remains  of  the 
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pupil  in  its  centre,  closed  by  lymph,  was  just  perceptible.  The  girl 
could  not  tell  who  was  the  operator ; she  know  only  from  her 
mother’s  account,  that  when  a child,  she  was  taken  to  a gentleman 


Fig.  183. 


in  London,  who  operated,  and  restored  sight,  which  had  been  lost 
in  infancy,  from  a severe  attack  of  inflammation. 

When  a portion  of  the  circumference  of  the  iris  cannot  be  with- 
drawn, excision  is  inapplicable,  and  a piece  must  be  torn  away. 

A recent  writer,  Mr.  Bader,  has  described  a method  of  clearing 
the  pupil  in  this  class  of  cases.  He  does  not  say  whether  he  has 
done  the  operation.  It  is  one  from  which  I should  not  expect 
success.  In  order  that  he  may  not  be  misunderstood,  I quote  his 
own  words  : 

“ By  CorepaUnanoixis , that  is,  by  reopening  the  natural  pupil  by 
removing  any  opaque  membrane  from  its  area,  that  may  have 
remained  there,  c.y.,  after  iritis. 

“ Excellent  results  have  been  obtained  by  this  operation,  which, 
if  the  crystalline  lens  is  not  wounded,  and  the  opaque  membrane  is 
but  loosely  attached  to  its  capsule,  admits  of  restoring,  as  regards 
position,  the  original  pupil.  The  opening  into  the  anterior  chamber 
is  made  with  the  smallest  lancet-shaped  knife  through  the  sclerotic 
near  the  cornea.  The  point  of  the  knife,  if  the  entire  margin  of 
| the  pupil  is  adherent,  is  thrust  through  the  iris,  behind  that  por- 
tion of  its  margin  which  lies  farthest  from  the  incision  of  the 
I sclerotic. 

“ 'Having  thus  made  an  opening  to  allow  of  the  iris  hook  being 
carried  behind  the  iris,  the  knife  is  quickly  withdrawn,  so  as  to  lose 
but  little  aqueous  humour.  The  hook  is  then  introduced,  and  its 
short  bent  portion  carried  through  the  artificially  made,  or  through 
i an  already  existing,  opening  behind  the  margin  of  the  pupil.  The 
short  portion  of  the  hook,  being  turned  towards  the  crystalline  lens, 
is  made  to  glide  behind  the  opaque  membrane,  which,  on  withdraw- 
ing the  hook  gently,  may  be  seen  following  in  its  wake.  The 
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membrane,  which  is  generally  elastic,  need,  not  be  drawn  out  of  the] 
anterior  chamber,  but  may  be  detached  from  the  greater  part  of  the 
margin,  and  from  the  area  of  the  pupil,  and  left  to  itself.  We  should 
select  another  mode  of  operating,  if  alter  one  or  two  attempts  we  doi 
not  succeed  in  passing  the  hook  behind  the  membrane.” 

Some  years  since,  Mr.  Grreenway  devised  a method  whereby,  in 
cases  of  closed  pupil,  a circular  opening  could  be  made  in  the  iris  in  i 
the  axis  of  vision.  By  the  aid  of  suction  a portion  of  the  iris  is 
drawn  into  a canula,  and  is  there  excised  by  a guillotine  blade.  A 
description  of  the  instrument  will  be  found  in  the  “ Medical  Times] 
and  Gazette,”  December  15,  I860. 

When  the  pupil  is  adherent  to  a capsulo-lenticular  cataract,  the] 
age  of  the  patient  is  my  chief  guide  to  the  course  to  be  adopted.  In 
early  life,  and  before  the  fortieth  year,  I should  first  operate  on  the 
lenticular  cataract  for  “ solution  ; ” and  after  a full  and  sufficient  time 
had  been  allowed  for  absorption,  and  I beg  to  refer  to  some  special 
remarks  on  this  class  of  case  in  the  chapter  on  “ Cataraot,”  I should 
make  the  pupil,  either  by  tearing  through  the  capsule,  by  “ incision,” 
or  otherwise,  as  may  seem  most  necessary.  I would  adopt  the  same 
plan  in  old  age,  if  I had  any  proof,  or  strong  suspicion  of  the 
breaking  down  of  the  cataract,  the  nucleus  becoming  soft,  from 
fatty  and  calcareous  deposits ; no  uncommon  change  in  this  state  of 
the  eye  at  all  ages.  It  is  possible  at  times  to  ascertain  the  nature  of 
the  cataract,  from  its  appearance  through  the  veil  of  lymph  over  it. 
When  the  eye  has  been  long  and  intensely  inflamed,  the  cataract; 
gets  broken  down. 

These  pathological  remarks  of  mine,  founded  on  actual  observation, 
have  been  met  by  a statement  to  the  effect  that  the  adhesion  of  the 
iris  causes  the  cortical  layers  of  the  cataract  to  be  firm  and  gela- 
tinous, and  the  nucleus  to  be  harder  than  what  is  natural  at  the 
time  of  life. 

When,  however,  there  is  the  hard  cataract  of  age,  my  usual  plan  is 
to  extract  the  cataract,  and  to  make  the  pupil  at  the  same  time.  This 
was  first  practised  and  made  public  by  the  late  Mr.  Travers.  He 
cut  the  cornea  as  for  “ extraction,”  raised  the  centre  of  the  iris  with  l 
a pair  of  forceps,  cut  off  a piece,  and  then  removed  the  cataract. 
When  there  has  been  too  small  an  anterior  chamber  to  allow  the 
corneal  section  to  be  made  in  the  ordinary  way,  I have  made  an 
incision  and  then  used  the  “ secondary  ” knife,  as  described  in  the 
cataract  operation,  for  enlarging  the  aperture.  I have  besides,  with 
excellent  success,  extracted  the  cataract,  partly  by  tearing  through 
the  capsule  and  the  exudation  on  it,  and  partly  by  snipping  the 
iris  with  the  scissors.  On  one  occasion,  with  the  curette  alone,  I 
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separated  the  pupillary  adhesions  enough  to  admit  of  the  escape  of 
the  cataract,  and  with  the  best  results. 

Here,  at  the  end  of  this  class,  is  the  best  place  to  speak  in  detail  of 
the  fact  above  alluded  to,  that  the  iris  adheres  to  the  capsule  of  the  lens 
in  varying  degrees.  Founded  on  this  is  the  distinction  by  Y.  Graefe, 
of  Annular  Synechia,”  in  which  merely  the  pupillary  margin  is 
adherent ; and  “ synechia  posterior  totalis,”  in  which  the  whole  of 
the  back  of  the  iris  is  adherent,  and  the  posterior  chamber  lost.  It 
is  said  by  Mr.  Windsor,  in  quoting  from  Y.  Graefe ’s  memoirs,  that  in 
the  synechia  totalis,  the  place  of  the  chamber  is  sometimes  occupied 
by  a tough,  whitisli-grey  membrane,  even  containing  calcareous  or 
bony  deposits,  closely  adhering  to  both  the  capsule  and  the  iris. 
Also,  that  there  are  cases  in  which  the  iris  can  be  only  imperfectly 
separated  from  the  newly-formed  membrane  by  hooks  and  forceps, 
and  that  in  the  most  successful  attempts  at  a clearance,  no  light  can 
enter  such  an  eye  till  the  exudation  is  removed,  an  act  difficult  in 
itself,  and  pretty  sure  to  rupture  the  capsule  of  the  lens,  so  that  there 
can  be  no  success  without  the  removal  of  the  pseudo-membrane  and 
the  lens  also.  That  besides,  the  tissue  of  the  iris  seems  tightly 
stretched,  and  its  fibrillation  is  indistinct,  its  colour  changed,  through 
red  vessels  in  it,  and  cloudiness  of  the  aqueous  humour.  The  whole 
of  the  surface  is  pressed  forward,  by  which  the  anterior  chamber  is 
diminished.  This  state  is  to  be  distinguished  from  “ annular 
synechia”  by  the  whole  of  the  iris  being  uniformly  affected,  and  by 
the  absence  of  any  depression  in  the  region  of  the  pupil. 

A worse  condition  of  the  eye  for  the  formation  of  an  artificial 
pupil  than  that  in  which  such  changes  described  are  met  with,  can 
scarcely  be  imagined.  Success  is  not  to  be  expected,  for  the  eye  is 
spoiled.  The  retina  can  seldom  be  sentient. 

4.  Partial  closure  of  the  pupil  by  lymph,  the  lens  and 

ITS  CAPSULE  TRANSPARENT. 

Excision.  Iriddesis.  This  state  differs  from  the  last  described 
merely  in  the  pupil  not  being  entirely  lost.  “ Excision  ” is  chiefly 
applicable.  The  cornea  should  be  punctured  at  or  near  the  margin 
with  the  smallest  iris  knife,  the  most  suitable  hook  introduced,  the 
point  carefully  inserted  into  the  opening  of  the  pupil,  which  would 
necessarily  be  very  small,  and  an  endeavour  made  to  tear  out  a piece 
of  the  iris.  Sometimes  a thin  strip  is  brought  away,  which  may  or 
may  not  be  snipped  off,  according  to  the  length  of  the  piece.  Some- 
times only  a fissure  is  made,  and  therefore  an  inadequate  aperture  ; 
because  of  the  condition  of  the  iris,  from  its  altered  structure,  the 
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hook  readily  tears  out.  It  may,  therefore,  he  necessary,  at  a future 
period,  to  enlarge  the  fissure.  Of  course  this  should  not  he  attempted 
till  it  has  heen  well  ascertained  that  the  pupil  so  made  is  insufficient; 
for  a linear  pupil,  apparently  too  narrow,  may  afford  good  sight.  After 
it  has  been  determined  in  which  direction  the  enlargement  shall  he 
made,  the  cornea  is  punctured  on  the  corresponding  side,  the  hook 
introduced,  the  margin  of  the  fissure  seized,  withdrawn,  and  cut  off 
or  strangulated,  according  to  circumstances.  A triangular-shaped 
opening  will  he  made. 

The  hook  is  more  in  contact  with  the  capsule  of  the  lens  in  this, 
than  in  any  other  operation  for  artificial  pupil ; yet  if  properly  made, 
and  carefully  used,  it  will  not  inflict  any  injury. 

It  matters  not,  as  far  as  the  performance  of  the  operation  is 
concerned,  at  which  side  of  the  eye  the  free  portion  of  the  pupil  he 
situated,  for  the  stem  of  the  hook  can  he  so  hent  as  to  allow  the 
instrument  to  he  used  in  any  direction  ; hut  it  is  better,  when  the 
iris  is  unadherent  in  a direction  not  the  best  suited  for  a pupil,  to 
disregard  any  advantage,  so  far  as  mere  manipulation  is  concerned, 
arising  out  of  there  being  a free  edge  to  deal  with,  and  with  the 
canula  forceps  to  tear  an  aperture  in  the  most  advantageous  situation. 

To  obviate  the  inconvenience  arising  from  the  loss  of  the  aqueous 
humour  in  the  preliminary  incision  with  the  knife,  and  which  con- 
sists chiefly  in  the  alterations  that  take  place  in  the  relative  position 
of  the  iris  and  the  lens,  several  surgeons  have  suggested  the  use  of  a 
sharp  hook,  as  here  shown,  that  may  be  pushed  through  the  cornea, 
and  applied  to  the  iris  while  the  anterior  chamber  is  yet  filled. 


Fig.  184. 


I have  given  the  instrument  a fair  trial ; the  difficulty,  however, 
in  withdrawing  it  is  a fatal  objection.  Besides,  the  liability  of 
woundiug  the  lens,  and  the  impossibility  of  reapplication  on  the  ; 
same  occasion,  are  strong  objections  against  any  general  employ-  i 
ment  of  it,  and  must  narrow  its  applicability. 

"With  particular  care,  prevent  the  escape  of  the  aqueous  humour, 
by  not  pressing  on  the  eyeball,  but  steadjdng  it  by  having  the  j 
conjunctiva  held  with  forceps,  employing  also  the  spring-wire  eyelid 
retractor.  Make  the  incision  in  the  cornea  slowly,  and  withdraw  the  ; 
knife  gently,  and  exactly  as  it  was  introduced,  without  twisting,  that 
the  wound  may  not  gape.  By  these  rules  so  little  of  this  fluid  will 
ooze  out,  that  the  loss  may  be  practically  unimportant. 
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Tho  operation  “ Iriddesis,”  described  in  Class  2,  is  also  applicable 
here,  if  not  by  one  tying,  by  two,  at  a few  lines  apart,  whereby  a 
triangular  aperture  is  made.  It  must  be  mentioned  that  the  iris  may 
be  too  rotten  to  be  tied. 

5.  Diminution  or  closure  of  the  pupil  from  prolapse  of 

THE  IRIS  THROUGH  THE  CORNEA,  OR  ADHESION  OF  IT  TO  THE  CORNEA 
IN  CONSEQUENCE  OF  A WOUND,  A PENETRATING  ULCER,  A SLOUGH, 
OR  SUPPURATION  OF  THE  CORNEA  ; THE  CORNEA  ITSELF  MORE  OR 
LESS  OPAQUE  IN  THE  CENTRE,  THE  LENS  AND  ITS  CAPSULE  TRANS- 
PARENT, OR  OPAQUE,  OR  THE  LENS  LOST. 

Cutting,  or  tearing  through  the  adhesions.  Excision.  Incision. 
Iriddesis.  Separation.  Under  this  head  occur  the  greater  number 
of  cases  requiring  an  artificial  pupil ; and  of  these  the  majority  arise 
from  idceration  of  the  cornea  and  prolapse  of  a part  of  the  iris  ; but 
as,  in  a surgical  point  of  view,  it  is  the  same  whether  the  pupil  be 
lost  by  prolapse,  or  by  mere  adhesion  of  the  iris  to  the  cornea,  I shall 
not  practically  recognise  any  difference. 

When  a small  part  of  the  margin  of  the  pupil  is  prolapsed,  the 
pupillary  aperture  being  merely  diminished,  and  the  opacity  of  the 
cornea  is  limited,  or  if  extensive,  not  so  dense  as  to  obstruct  light, 
the  practice  should  be  to  detach  the  iris  from  the  cornea,  without 
injuring  the  capsule  of  the  lens.  A slight  tag  of  the  ills  may  be 
readily  divided  with  the  smallest  his  knife,  and  the  operation  is 
simple.  The  cornea  should  be  punctured  at  the  spot  where  the 
adhesion  can  be  most  readily  reached,  subject  only  to  the  rule  of 
avoiding  that  paid  under  which  the  pupil  will  fall ; the  blade  of  the 
knife  should  be  directed  between  the  iris  and  the  cornea  with  great 
care,  as  the  anterior  chamber  is  necessarily  small.  If  the  knife  be 
carried  too  far,  and  then  withdrawn,  the  aqueous  humour  will  escape, 
and  the  operation  probably  fail.  I have  torn  away  such  connection 
with  a blunt  hook. 

When  the  larger  portion  of  the  pupil  is  involved,  in  which  case  a 
considerable  part  of  the  body  of  the  iris  is  generally  tied  to  the 
cornea,  it  is  scarcely  possible  to  operate  in  the  above  manner  • for 
in  attempting  to  divide  the  iris  the  aqueous  humour  escapes,  * and 
then  the  operation  must  be  abandoned,  or  the  capsule  of  the  lens 
will  be  wounded,  and  rendered  opaque.  I have  witnessed  many 
marked  failures  of  this  kind.  I have  incised  the  cornea,  and 
divided  some  of  the  connections  with  the  blunt  iris  scissors,  and 
established  useful  pupils.  In  a few  instances  I have  used  the 
scissors  to  the  utmost,  and  torn  the  remainder  through  with  one 
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or  other  of  the  blunt  hooks  ; but  I do  not  recommend  it,  on  account 
of  the  tediousness  of  the  proceeding,  and  the  violence  it  inflicts. 

“ Excision  ” is  often  well  adapted.  I have  made  some  excellent 
pupils  by  it. 

It  is  supposed  that  the  canula  scissors  are  well  suited  to  this  class 
of  cases,  but  I find  that  they  are  not  generally  applicable  ; and  when 
they  may  be  used  with  freedom  the  iris  knife  may  also  be  employed, 
and  with  greater  safety.  There  is  not  generally  space  enough  for 
them  to  be  worked  in,  without  their  inflicting  injury  to  the  back 
of  the  cornea,  or  to  the  capsule  of  the  lens.  The  chief  objection  to 
them  is  the  lacerated  wound  they  inflict  when  pushed  through 
the  cornea,  especially  in  an  unhealthy  cornea.  Their  withdrawal  is 
not  easy.  That  they  may  be  used  when  the  pupil  is  much  deranged 
there  can  be  no  doubt,  and  I have  applied  them  myself,  although 
not  lately.  The  following  example  of  their  employment  in  Mr. 
Bowman’s  practice,  I take  from  the  “ Medical  Times.”  The  case, 
too,  serves  to  illustrate  very  extensive  adhesion  of  the  iris. 

A dense  leucoma  occupied  the  greater  part  of  the  cornea,  nearly 
concealing  the  lower  portion  of  the  iris,  and  obscuring  the  pupil. 
When  the  eye  was  shaded  the  pupil  rose  a little  above  the  leucoma, 
and  his  sight  was  considerably  improved.  The  cornea  was  slightly 
hazy  above  the  leucoma,  to  nearly  its  upper  margin.  The  lens  appeared 
to  be  clear.  The  lower  edge  of  the  pupil  adhered  to  the  leucoma. 

The  scissors  were  introduced  at  the  outer  side  of  the  cornea,  at 
a nebulous  spot,  and  pushed  on  as  far  as  the  existing  pupil,  where 
it  was  almost  obscured  by  the  leucoma.  Atropine  had  been  applied. 
The  shorter,  blunt-pointed  blade  was  then  passed  behind  the  upper 
border  of  the  pupil,  and  the  long  sharp-pointed  one  in  front  of  the 
iris,  and  the  upper  margin  of  the  pupil  cut  to  the  extent  of  about 
l-16th  of  an  inch.  Vision  was  improved.  The  man  returned  for 
inspection.  He  saw  more  distinctly  when  the  eye  was  shaded ; and 
the  pupil  then  enlarged  slightly  upwards.  The  operation  was 
repeated,  and  the  iris  incised  at  the  same  point,  but  to  a greater 
extent.  A minute  strip  of  iris  remained  between  the  two  cuts. 

Fig.  185. 


The  capsule  of  the  lens  did  not  become  opaque,  although  it  was, 
as  report  says,  “ evidently  touched  with  the  scissors,  and  that,  too, 
not  slightly.”  This  was,  therefore,  a very  fortunate  escape. 
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The  first  diagram  shows  the  size  of  the  pupil  before  operation. 
The  oblique  line  indicates  the  course  of‘  incision  by  the  scissors. 
The  line  at  the  margin  points  out  the  position  at  which  the  cornea 
was  divided.  The  second  diagram  represents  the  pupil  after  the 
first  operation. 

My  own  practice  in  such  cases  has  been  to  make  a linear  pupil 
with  the  hook  after  the  manner  given  in  Class  3,  as  in  cases  of  that 
nature,  a better  general  result  will  be  got  by  it. 

“ Iriddesis  ” also  is  applicable. 

When  the  pupil  is  quite  closed,  the  choice  of  the  operation  must 
depend  chiefly  on  the  extent  of  the  corneal  opacity,  and  the  state  of  the 
lens,  whether  transparent  or  opaque  ; or  whether  present  or  absent. 

In  the  following  instance,  in  which  the  lens  was  absent,  I 
adopted  double  “ incision.”  A girl,  nine  years  old,  whose  right 
eye  had  been  quite  destroyed  by  an  attack  of  purulent  ophthalmia 
in  infancy,  was  placed  under  my  care  by  Mr.  Harding,  of  Percy 
Street,  for  the  purpose  of  having  an  artificial  pupil  made  in  the 
left  eye.  The  central  lower  part  of  the  cornea  was  occupied  by  a 
dense  cicatrix  (Pig.  186),  to  the  entire  extent  of  which  the  iris 
was  adherent,  the  pupil  being  of  course  lost ; and  the  rest  of  the 
cornea  was  more  or  less  opaque.  Acting  on  the  supposition  that 
the  lens  had  escaped,  or  having  become  opaque  was  absorbed,  my 
opinion  being  founded  on  what  I had  observed  in  parallel  cases,  I 
incised  the  iris  at  the  outer  and  upper  part  with  the  second-sized 

Fici.  1S6. 


iris  knife,  according  to  the  manner  described  in  Class  1,  but  its 
texture  was  too  much  damaged  for  a gap  to  ensue.  Plowever,  the 
incision  did  not  close,  and  a few  weeks  afterwards  I divided  the 
cornea  on  the  outer  side,  near  its  margin,  and  with  the  iris  scissors 
(Fig.  165)  cut  the  iris  transversely  at  each  extremity  of  the  incision ; 
and  a good-sized,  well-shaped,  and  well-placed  pupil  resulted,  as  the 
sketch  shows. 
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Tho  lens  was  absent.  Scarcely  any  inflammation  followed  either 
operation.  Very  little  benefit  ensued,  for  the  retina  was,  it  appeared, 
too  much  damaged  to  admit  of  useful  sight.  This  loss  of  power  is 
a very  common  effect  of  purulent  ophthalmia.  The  general  damage  i 
of  the  eye  is  always  more  than  would  be  suspected,  except  by  those : 
who  have  experience  in  the  matter. 

In  parallel  cases  it  must  be  left  to  the  judgment  of  the  operator 
whether  “ incision,”  combined  with  “ extension  ” or  with  “ excision,’” 
described  in  Class  1,  be  done. 

The  following  case,  combining  morbid  alterations  in  many  of  the 
ocular  tissues,  may  be  given  advantageously  here.  The  patient  was 
sent  to  me  by  the  late  Mr.  E.  A.  Lloyd,  of  St.  Bartholomew’s 
Hospital.  He  had  been  injured  by  an  explosion  of  gunpowder. 
The  right  eye  was  quite  lost.  The  cornea  of  the  other  was  densely 
opaque  in  the  central  portion,  and  some  black  dots  showed  where 
grains  of  the  powder  had  entered.  The  pupil,  so  far  as  could  be 
made  out,  was  adherent  to  an  opaque  capsule,  from  which  bands  of 
adhesion,  apparently  of  lymph,  passed  to  the  opaque  paid  of  the 
cornea.  The  iris  was  discoloured,  but  not  bulging.  I suspected  that 
the  lens  was  absent ; that,  as  some  years  had  elapsed  since  the 
accident,  it  had  been  removed  by  absorption.  I cut  through  the 
cornea  at  the  lower  and  outer  edge  of  the  cicatrix,  and  “ incised  ” 
the  iris,  but  an  attack  of  inflammation  frustrated  my  operation. 
Some  months  afterwards  I divided  the  cornea  near  the  circumference, 
again  “ incised  ” the  iris,  and  attempted  to  draw  out  the  external 
portion  with  a blunt  hook ; but  as  this  was  not  readily  effected  I 
desisted,  lest  there  should  be  an  escape,  of  the  vitreous  humour, 

Fig.  187. 


which  was  supposed  to  be  degenerated.  When  the  eye  was  opened 
a week  after,  a small  and  irregular,  but  useful  pupil  was  discovered, 
and  in  a few  days  the  man  was  able  to  walk  alone  in  the  streets. 
Mr.  R.  Taylor  took  the  above  sketch  of  the  eye. 
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The  pupil  will  bo  observed  at  the  outer  and  lower  part  of  the 
corneal  opacity ; the  vessels  at  each  corner  of  the  eye  were  the 
remains  of  the  very  active  inflammation  that  had  existed ; such 
probably  will  be  always  present.  The  lens  was  absorbed,  and  the 
capsule  had  contracted  towards  the  centre,  and  was  quite  away  from 
the  position  of  the  pupil ; very  likely  the  iris  knife  had  torn  it  from 
its  external  attachments. 

When  a pupil,  diminished  from  proplase  of  the  iris  through  a more 
or  less  opaque  cornea,  is  associated  with  capsulo-lenticular  cataract,  a 
troublesome  complication  exists.  A careful  survey  of  all  the  circum- 
stances must  be  taken  before  it  can  be  well  decided  whether  it  be 
proper  and  advisable  to  treat  the  cataract  first,  as  for  “ solution 
or  to  make  the  pupil  first,  and  to  treat  the  cataract  after ; or,  to  form 
the  pupil,  and  to  “extract”  the  cataract  at  the  same  time,  as  described 
in  Class  3. 

When  the  lens  is  present,  and  supposed  not  to  be  opaque,  the 
question  is,  whether  a portion  of  the  iris  should  be  torn  away  with 
the  capsule-forceps,  as  described  in  Class  3,  or  Mr.  Tyrrell’s 
operation  adopted,  namely,  that  of  incising  the  iris  close  to  the 
cornea,  with  the  smallest  iris  knife,  and  with  the  blunt  hook  with- 
drawing a portion  of  it,  as  in  the  operation  for  enlarging  a pupil. 
The  latter  is  the  more  hazardous  of  the  two,  to  the  capsule  of 
the  lens. 

When  the  pupil  is  closed  from  extensive  adhesion,  and  only  just 
the  circumference  of  the  cornea  is  transparent,  “ separation,”  or  the 
tearing  away  of  the  iris  from  its  natural  attachment,  is  the  chief  or 
only  resource ; for  then  it  would  be  most  imprudent  to  incise  that 
part  of  the  cornea  for  the  execution  of  any  of  the  other  operations, 
lest  opacity  of  it  should  ensue.  An  operation  may  be  done  through 
the  sclerotica,  but  it  is  risky,  through  the  chance  of  failure  in  union, 
and  opacity  of  the  adjacent  cornea  ensuing.  When  the  transparent 
portion  is  at  the  upper  or  the  inner  side,  even  although  it  be  not  so  very 
limited,  “ separation  ” may  be  required,  from  the  impediments  to  the 
performance  of  other  operations  in  such  situations.  But  it  should  be 
a very  restricted  operation,  as  it  inflicts  much  injury,  and,  according 
to  my  own  experience,  is  less  successful  than  any  of  the  methods  of 
making  a false  pupil  that  have  been  described.  Besides  this,  it  may 
be  stated  in  general,  that  eyes  requiring  it  are  most  unfavourable  for 
an  operation,  as  they  are  usually  the  wrecks  of  disease,  and  fall  only 
just,  within  the  compass  of  operative  surgery.  The  cornea,  besides 
having  dense  opacities  from  slough  or  penetrating  ulceration,  is 
frequently  staphylomatous  ; and  adhesions  of  the  iris  to  it  diminish, 
or  even  destroy  the  anterior  chamber,  whereby  the  operation  is 
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rendered  very  difficult.  It  need  not  Toe  done  as  a rule,  except  there 
bo  the  absolute  necessity  of  incising  the  cornea  through  an- opaque 
spot. 

To  execute  “ separation,”  the  cornea  should  be  divided  obliquely 
with  the  second-sized  iris  knife,  opposite,  or  as  nearly  as  possible 
opposite,  the  portion  of  the  iris  to  be  detached,  and  so  far  only  from 
its  margin  that,  when  enough  of  the  iris  is  torn  away,  it  shall  readily 
reach  the  incision,  so  as  to  allow  of  a part  of  it  being  withdrawn  and 
cut  off,  or  strangulated.  If  the  incision  be  very  far,  too  much  will 
be  separated.  The  next  step  is  the  important  one  of  extracting  the 
piece  of  iris.  The  canula-forceps  are  very  applicable ; I have  used 
them  with  perfect  satisfaction,  and  should  now  always  employ  them. 
They  are  far  preferable  to  a hook,  because  they  more  certainly  retain 
the  tissue  of  a diseased  iris,  and  are  less  likely  to  injure  the  capsule  of 
the  lens,  and  are  more  readily  withdrawn.  The  only  hook  that  I have 
employed  is  the  ordinary  “lens  hook”  figured  among  the  cataract 
instruments.  Dr.  Mackenzie,  in  his  review  of  the  last  edition  of  this 
work,  in  the  “ British  and  Foreign  Medico-Chirurgical  Review,” 
vol.  ix.,  in  speaking  of  this,  says,  that  from  its  liability  to  let  the  iris 
loose  after  the  separation  has  begun,  and  to  tear  through  the  iris 
when  the  membrane  is  unbound,  it  is  inferior  to  Schlagintweit’s 
hook,  or  even  the  hook  forceps  of  Reisinger.  Also,  that  the  with- 
drawal of  the  simple  hook,  with  the  portion  of  separated  his,  is  more 
difficult  than  that  of  the  guarded  hook  of  Schlaghffweit.  Whichever 
be  the  instrument  selected,  it  should  be  carried  in  front  of  the  iris  to 
its  margin,  where  it  is  implanted  and  separation  effected.  The  cir- 
cumference of  the  his  being  a little  behind  the  sclerotica,  the 
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extremity  must  pass  out  of  sight  to  seize  it.  It  must  be  kept  close 
to  the  cornea  while  being  withdrawn,  lest  the  capsule  of  the  lens  be 
injured.  When  the  hook  is  used  the  withdrawal  through  the  cornea 
requires  adroitness,  and  unless  the  aperture  be  ample,  the  iris  will 
probably  be  shaken  off ; the  size  should  therefore  bear  some  relation 
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to  that  of  the  hook,  being,  of  course,  always  much  larger.  When 
the  manipulation  is  successful,  the  form  of  pupil  that  usually  results 
resembles  that  shown  in  the  preceding  sketch,  which  was  taken 
from  a person  I met  with,  on  whom  I did  not  operate ; and  I may 
observe  that  here  this  operation  of  “ separation  had  been  badly 
! chosen,  and  the  pupil  badly  placed,  and  that  vision  was  "veiy 
defective. 

There  is,  I believe,  greater  uncertainty  in  the  execution  ot  sepa- 
ij  ration”  than  any  of  the  foregoing  operations;  it  is,  moreo\ei, 
attended  with  great  pain.  Instead  of  a portion  of  iris  ot  the  required 
ti  size  separating,  a mere  strip  of  it  may  give  way,  or,  what  is  more 
, common  in  a diseased  state,  the  instrument  may  tear  out  without 
I effecting  any  separation.  Sometimes,  directly  that  the  detachment  is 
commenced,  blood  is  poured  out,  and  the  subsequent  steps  of  the 
; operation  are  obscured. 

A male,  twenty-two  years  of  age,  applied  to  me  at  the  Central 
London  Ophthalmic  Hospital,  to  know  if  his  right  eye  could  be 
submitted  to  an  operation  similar  to  one  which  had  been  performed  on 
his  left  by  Sir  W.  Wilde,  of  Dublin,  namely,  “ separation.  I have 
never  seen  an  instance  to  which  this  form  of  operation  was  more 
adapted  or  a better  example  of  its  execution.  Fig.  189  is  a sketch 


Fig.  189. 


of  the  eye.  A severe  attack  of  purulent  ophthalmia,  which  had  com- 
pletely destroyed  the  right  eye,  had  also  rendered  opaque  the  cornea 
of  the  left,  with  the  exception  of  a strip  at  the  outer  and  upper  edge, 
which  was  hazy. 

The  iris  had  entirely  lost  its  fibrous  appearance,  and  was,  as  far  as 
I could  judge,  in  actual  contact  with  the  cornea.  The  remainder  of 
it  was  adherent  to  the  leucoma.  There  was  sufficient  sight  to  read 
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very  largo  print,  such  as  the  titles  of  hooks,  without  glasses  ; to  do  I 
which,  however,  tho  eyelids  wore  almost  closed,  to  diminish  the  1 
aperture  and  reduce  tho  rays  of  light.  I did  not  ascertain  whether* 
tho  lens  was  present.  In  an  answer  from  Sir  William,  to  whom  I wrote  I 
about  this  person,  I learn  that  in  the  majority  of  cases  in  Ireland  j 
requiring  artificial  pupil,  purulent  ophthalmia  has  so  damaged  the  j 
eye  that  “separation”  is  the  operation  most  suitable,  and  that  for 
the  most  part  he  strangulates  the  iris  in  the  wound  in  the  ] 
cornea,  though  he  sometimes  cuts  it  off,  and  then  the  pupil  is  less-* 
triangular.  In  this  instance  he  thinks  that  the  latter  must  have  ' 
been  practised. 

I shall  consider  in  this  class  that  displacement,  and  generally 
too  at  the  same  time  that  diminution  of  the  pupil,  which  may  occur 
after  the  operation  for  “ extraction,”  and  which  is  nearly  always  j 
produced  by  prolapse  of  the  iris.  When  the  aperture  is  very  small, 
and  the  iris  therefore  tense,  I have  enlarged  it  by- simple  “ incision 
with  the  knife.  When,  although  perhaps  large  enough,  it  has  been 
too  much  displaced  to  be  of  full  benefit,  that  is,  by  being  concealed 
under  the  upper  eyelid,  and  needs  to  be  enlarged  towards  the  centre, 

“ incision  ” with  the  knife  is  not  generally  applicable,  but  a cut  may 
be  done  with  the  scissors.  I divide  the  cornea  to  the  required  extent  I 
with  the  cataract  knife,  and  with  the  scissors  I make  a snip  in  the 
centre  of  the  free  edge.  “ Iriddesis  ” may  be  applied.  . 

When  under  these  conditions  a much  reduced  pupil  is  associated  ; 
with  adherent  capsule,  more  than  one  attempt  may  be  needed  to 
get  the  required  opening.  The  method  I have  most  geneiallyj 
adopted  is  “incision,”  and  I have  combined  it  with  “extension  or  I 
« excision,”  according  to  the  state  of  the  iris,  whether  more  or  less 
healthy. 


CONCLUDING  REMARKS. 

There  are  a few  topics  that  may  for  convenience  be  introduced  here 

as  concluding  general  remarks.  _ 

The  above  classes  include  all  the  chief  alterations  in  the  eye  t a 
give  rise  to  the  necessity  of  an  operation,  having  for  its  principle  t e, 
formation  of  a permanent  aperture  in  the  iris,  opposite  to  a suffi- 
ciently transparent  portion  of  the  cornea.  # 

The  classification  has  been  solely  for  the  sake  of  perspicuity 
and  brevity,  and  I hope  it  has  been  made  sufficiently  clear,  that  the 
choice  of  any  operation  must  be  based  on  a careful  examination 
and  analysis  of  all  the  particulars  of  the  case. 

The  operations  described,  embrace  those  which  are  practised  w 
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this  department  by  modern  surgeons.  To  describe  those  which  ha\  o 
been  superseded  and  are  now  obsolete,  would  not  be  compatible  with 
the  character  of  this  work. 

I profess  to  give  only  general  principles.  It  is  practically  impos- 
sible to  supply  minute  details,  for  the  full  guidance  ot  a beginner, 
in  any  class. of  operations. 

When  the  size  of  a pupil  is  a matter  of  consideration,  it  should  be 
remembered  that  “ excision  ” invariably  gives  the  largest  aperture, 
and  that  the  smallest  is  mostly  got  when  a piece  is  torn  out  ot  an 
adhering  iris. 

The  bleeding  which  may  ensue  at  the  commencement  of  an  opera- 
tion is  sometimes  a hindrance  to  the  subsequent  steps.  An  iris 
not  much  altered  by  disease  seldom  bleeds.  The  more  unhealthy 
it  is,  the  more  the  haemorrhage.  If  the  bleeding  be  slight,  the 
corneal  incision  should  be  opened  with  a blunt  probe,  and  pressure 
made  on  its  posterior  lip,  when  probably  the  blood  will  escape.  A 
little  pressure  on  the  front  of  the  cornea  may  be  of  service. 

If  the  haemorrhage  continue,  the  operation  should  be  suspended 
till  another  day,  and  pressure  applied  on  the  eye  by  cotton  wool 
and  a bandage.  If  blood  be  poured  out  into  the  chambers  of 
the  eye  after  an  operation,  supposing  it  to  be  confined  there,  and 
to  have  ceased  to  flow,  there  need  not  be  any  apprehension.  I am 
not  aware  that  it  is  attended  with  any  disadvantage  ; it  is  soon 
absorbed,  sooner  in  some  cases  than  others,  and  does  not  require  any 
I special  treatment. 

If  an  artificial  pupil  should  close,  and  the  eye  be  not  too  much 
ji  damaged  by  the  accompanying  inflammatory  action,  a second  attempt 
may  be  successful.  I have  known  a third  to  be  required,  before  a 
!•:  result  was  obtained. 

It  is  possible  that  atropine  may  be  beneficial  after  operating,  by 
keeping  the  edges  of  the  pupil  more  apart ; it  should  always  be  used, 
'i  except  when  the  iris  has  been  left  strangulated. 

The  after-treatment  is  the  same  as  when  the  operation  for  “ extrac- 
;•  tion  ” has  been  performed  ; the  most  important  points  being  rest 
• to  the  patient,  perfect  rest  to  the  eye,  and  if  there  be  pain,  the 
application  of  cold  and  opiates. 

Where  the  crystalline  lens  has  been  lost,  “ Cataract  Glasses  ” are 
required,  directions  for  which  will  be  found  elsewhere. 

Certain  mechanical  contrivances  may  be  of  advantage  when  the 
pupil  is  too  large,  such  as  a diaphragm  in  a spectacle  frame,  with  a 
hole  or  a slit  to  look  through.  I have  found  that  several  patients  with 
lateral  pupils  have  seen  better  when  the  side  light  has  been  shut  out, 
by  a sort  of  goggle. 


CHAPTER  XXVIII. 

ANOMALIES  OE  ACCOMMODATION  AND  OF  REFRACTION  OF  THE 

EYE,  ETC. 

ACCOMMODATION PARESIS  OF  THE  CILIARY  MUSCLE SPASM  OF  ACCOM- 
MODATION  MECHANISM  OF  REFRACTION ACUTENESS  OF  VISION — 

BINOCULAR  VISION PRESBYOPIA CLASSIFICATION  OF  THESE  ANO- 
MALIES— HYPERMETROPIA ASTHENOPIA MYOPIA ASTIGMATISM. 

ACCOMMODATION. 

To  understand  tliis  is  to  be  able  to  interpret  most  of  that  which 
concerns  these  optical  defects ; yet  so  difficult  has  it  been  to  discover 
the  key,  that  master  minds  have  laboured  in  vain  for  several  genera- 
tions. At  last,  and  through  a long  period,  and  only  after  the  one 
philosopher  has  suggested  a little  and  the  other  a little,  each  basing 
his  views  on  the  established  facts  of  progressive  science,  has  its 
simple  mechanism  been  appreciated. 

It  is  impossible  to  see  a near  and  a distant  object  simultaneously 
and  distinctly.  If,  for  example,  I hold  up  a walking-stick  about  a foot 
from  my  face,  and  at  the  same  time  look  at  a distant  steeple,  I find 
that  when  the  outline  of  the  one  is  clear  and  well  defined,  that  of  the 
other  is  blurred  and  indistinct.  I cannot  see  them  both  accurately 
at  once.  To  explain  this  it  is  necessary  to  repeat  something  of  what 
has  been  said  about  light. 

Those  rays  of  light  only  which  reach  our  eye  from  infinite  distance 
are  parallel ; but  for  practical  purposes  rays  from  objects  at  or  beyond 
a distance  of  eighteen  or  twenty  feet,  may  be  considered  as  parallel, 
their  divergence  being  so  slight  as  to  be  inappreciable  in  ordinary 
calculations.  See  the  chapter  on  “ Geometrical  Optics.”  Such  rays 
falling  on  the  healthy  normal  eye,  are  refracted  and  brought  to  a 
focus  upon  the  retina,  and  the  image  thus  formed  is  clear  and  well 
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defined.  On  the  other  hand,  rays  proceeding  from  near  objects  are 
not  parallel  blit  divergent,  and  if  the  eye  were  to  remain  unaltered, 
they  would  be  arrested  by  the  retina  before  they  had  come  to  a focus. 
The  apex  of  the  cone  of  rays  would  be  as  it  were  cut  otf,  forming 
what  are  termed  circles  of  dispersion  (see  page  249),  and  the  resulting 
image  would  be  blurred  and  indistinct.  In  order  to  obtain  a clear 
retinal  image,  it  is  necessary  that  the  refractive  power  of  the  eye  should 
be  increased  in  proportion  to  the  proximity  of  the  object  regarded  ; in 
other  words,  that  the  eye,  taken  as  a whole,  should  become  a stronger 
lens.  The  eye  possesses  this  faculty  within  itself.  It  can  bring  to 
an  accurate  focus  upon  the  retina,  both  parallel  ra}rs,  and  rays  in 
various  degrees  of  divergency.  It  can  see  clearly  and  distinctly  at 
different  distances,  adapting  itself  for  the  position  of  the  object  looked 
at ; and  this  it  is  which  is  called  the  power  of  accommodation ; 
more  shortly,  accommodation,  or  adaptation. 

The  Theory  of  Accommodation.  There  have  been  a great  many 
opinions  as  to  the  nature  of  the  change  which  takes  place  in  the  eye 
when  it  is  accommodated  for  near  vision.  It  would  be  quite  a waste 
of  time  to  discuss  all  these  speculations.  I shall  only  allude  to  a few 
of  those  which  have  attracted  most  attention. 

According  to  one  theory,  the  axis  of  the  eyeball  is  elongated  in 
near  vision  by  the  pressure  of  the  straight  and  oblique  muscles,  and 
the  retina  is  removed  farther  from  the  crystalline  lens,  and  to  the  exact 
focus  of  the  converging  rays.  A sufficient  answer  to  this  is  that 
accommodation  has  been  observed  by  Von  Graefe  to  be  j>erfectly 
undisturbed  in  a case  in  which  all  the  external  muscles  of  the  eyeball 
were  paralyzed. 

The  theory  that  the  iris  is  the  agent  in  accommodation  is  also 
disposed  of  by  Von  Graefe,  who  relates  a case  in  which  the  entire 
iris  was  accidentally  removed,  and  yet  accommodation  remained 
unimpaired. 

Increased  convexity  of  the  cornea  is  a theory  which,  though  satis- 
factorily disproved  years  ago,  has  again  been  advanced  quite  recently. 
The  very  careful  observations  of  Helmholtz  with  his  ophthalmometer 

I have  shown,  beyond  the  possibility  of  doubt,  that  no  change  of  shap 
whatever  occurs  in  it. 

That  accommodation  is  effected  by  alteration  in  form  of  the  crys- 
talline lens,  through  its  elasticity,  so  long  as  the  capsule  is  uninjured, 
is  a doctrine  which  was  taught  many  years  ago  by  Dr.  Young ; but 
his  views  met  with  but  little  acceptance  from  his  contemporaries, 
partly,  it  may  have  been,  because  he  attributed  muscularity  to  the 
fibres  of  the  lens  itself,  and  asserted  that  by  their  contraction  the 
change  is  brought  about.  I he  truth,  after  having  laid  dormant  for 
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many  years,  was  revived  by  Helmholtz ; and  to  him,  and  to  Bonders, 
and  more  especially  to  Cramer,  we  are  indebted  for  observations  and 
experiments  which  would  seem  to  sot  the  question  definitely  at  rest. 

Cramer’s  experiments  consisted  of  careful  measurements,  by  means 
of  an  ingenious  instrument  which  he  contrived  for  the  purpose,  of 
the  reflected  images  of  a flame,  known  as  Purkinje’s  images,  on  the 
anterior  and  posterior  surfaces  of  the  lens,  when  the  eye  was  adjusted 
for  distant  and  for  near  vision.  The  size  of  the  reflection  from  the 
anterior  surface  was  carefully  measured,  when  the  eye  was  in  a state 
of  rest,  in  other  words,  adjusted  for  distant  vision.  When  the  eye 
was  now  accommodated  for  near  vision,  the  size  was  considerably 
smaller,  thereby  showing  that  the  anterior  surface  of  the  lens  had 
increased  in  convexity.  The  exact  changes  which  have  been  ascer- 
tained to  take  place  are,  increase  of  curvature  of  the  anterior  surface 
of  the  lens,  and  nearer  approach  to  the  cornea,  with  slight  increase 
of  convexity  of  the  posterior  surface.  Besides  the  changes  here 
described,  says  Donders,  none  others  occur  in  the  dioptric  system  in 
accommodation.  Dr.  Knapp,  also,  has  proved  that  the  alterations 
occurring  in  the  crystalline  lens,  are  in  general  sufficient  to  account 
for  the  ranges  of  accommodation ; and  he  has  satisfied  himself  that 
where  the  crystalline  lens  is  absent,  even  in  young  people,  not  the 
slightest  trace  of  accommodating  power  remains. 

The  lens  is  then  the  passive  agent  in  accommodation.  Strictly 
speaking,  the  eye  in  health  is  always  set  for  accommodation,  even 
when  it  is  in  a state  of  rest,  or  when  looking  at  distant  bodies,  and 
receiving  parallel  rays,  for  the  tonicity  of  the  ciliary  muscle  keeps 
up  its  action  on  the  lens.  This  action  is  destroyed  by  those  agents 
which  paralyze  the  muscle,  atropine  being  the  most  powerful,  and 
then  the  refraction  of  the  eye  is  decreased. 

The  means  by  which  the  change  of  form  in  the  lens  is  effected.  We 
may  at  once  dismiss  all  idea  of  the  agency  of  the  external  ocular 
muscles ; for,  as  I have  already  mentioned,  accommodation  has 
been  found  to  be  unimpaired  where  all  have  been  paralyzed.  A 
celebrated  case  is  on  record,  in  which  the  iris  was  absent  without 
disturbance  of  accommodation.  We  are  thus  limited,  by  exclusion, 
to  the  ciliary  muscle,  to  which  alone,  as  an  active  agent,  the  curvings 
of  the  lens  in  accommodation,  as  rigidly  defined,  are  due.  Indepen- 
dently of  pathological  evidence,  we  have  proof  that  this  is  the  case 
by  the  action  of  atropine,  which,  by  paralyzing  the  ciliary  muscle, 
destroys  accommodation ; and  this  point,  I may  observe,  was  carefully 
inquired  into  by  Professor  Grraefe  in  the  case  in  which  the  ms 
had  been  accidentally  removed.  He  found  that  atropine  produced 
precisely  the  same  effect  upon  accommodation  as  it  does  when  the  ms 
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is  present  and  healthy.  Farther  evidence,  were  it  necessary,  might 
he  adduced  from  the  action  of  the  Calabar  bean,  which  lias  been 
shown  by  Dr.  Argyll  llobertson  to  possess  the  property  of  exciting 
the  contractile  power  of  the  ciliary  muscle,  thus  producing  spasm  of 
accommodation.  But  I shall  not  dwell  longer  on  this  point,  as  the 
evidence  appears  to  me  to  be  overwhelming,  that  this  muscle  is  the 
active  agent  in  accommodation. 

The  accommodation  for  near  and  for  far  bodies , is  associated  with 
pupillary  movements.  For  near  seeing  there  is  contraction,  and  for 
viewing  distant  objects  there  is  dilatation.  Thus  there  is  a functional 
connection,  between  the  ciliary  muscle  and  the  sphincter  pupillse, 
clearly  accounted  for  by  the  nerve  distribution. 

With  the  contraction  of  the  pupil  for  near  adjustment  the  lateral 
rays  of  light  are  cut  off  and  the  image  on  the  retina  is  rendered  more 
sharp  and  clear,  but  this  must  be  considered  as  merely  auxiliary  to 
distinct  vision. 

The  recti  muscles  undergo  associated  and  relative  changes , coincident 
with  the  act  of  accommodation.  In  accommodating  for  near  binocular 
vision,  the  eyeballs  are  turned  inwards,  that  is,  adducted,  and  for 
viewing  distant  objects  they  are  placed  parallel.  The  extent  of  the 
connection,  which  is  not  absolute,  but  relative,  bears  a proportion  to 
the  refractive  power  of  the  eye,  and  to  the  extent  or  range  of  the 
accommodation  ; to  its  seeing  power  in  fact.  This  applies  to  the  eye 
at  the  different  times  of  life,  as  well  as  to  individuals.  Besides 
what  may  be  called  the  natural  relative  ranges  of  accommodation 
and  convergence,  a person  can,  by  will,  induce  a certain  cultivation 
of  muscular  activity,  and  use  it  for  near  work. 

To  say  more  on  this  subject,  would  oblige  me  to  enter  into  detail, 
which  would  occupy  many  pages  without  any  profit  to  my  reader. 
What  I have  written,  embodies  the  chief  facts  connected  with 
accommodation.  There  are  some  minor  points  relating  to  the 
mechanism  or  movements  of  the  parts  actually  concerned  in  accom- 
modation, about  which  we  have  not  exact  knowledge,  but  these  are 
very  immaterial,  and  concern  the  physiologist,  rather  than  the 
practical  surgeon. 
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Fig.  190  is  a diagram  of  an  emmetropic  eye,  looking  at  a distance, 
the  accommodation  of  which  is  therefore  passive.  The  parallel  rays 
fall  on  the  pupil,  and  are  focused  on  the  retina. 

A\  hen  objects  are  sufficiently  far  off  to  transmit  parallel  rays  of 
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light  to  tlio  eye,  they  are  frequently  spoken  of  as  being  at  an  infinite 
or  indeterminate  distance.  When  they  are  sufficiently  near  the  eye 


Fio.  190. 


to  emit  divergent  rays,  they  are  said  to  be  at  a finite  distance.  With- 
out this  explanation  the  use  of  the  terms  might  cause  confusion. 

Fig.  191  is  the  diagram  of  an  eye  which  is  supposed  to  be  looking 
at  a near  or  finite  object  X.  As  the  rays  reach  the  pupil  in  an  angle 
of  emergence  or  as  divergent  rays,  they  must  be  very  much  converged 
before  they  can  be  focused  on  the  retina,  and  this  is  actually  done 
through  the  crystalline  lens  being  rendered  more  convex,  by  the 
contraction  of  the  ciliary  muscle. 


Fig.  191. 


The  dotted  lines  are  meant  to  show  what  would  be  the  effect  on 
parallel  rays  of  light  from  an  object  at  an  infinite  distance  entering 
an  eye  so  accommodated.  Being  very  much  converged,  they  would 
meet  at  a,  their  point  of  focus,  then  cross,  diverge,  and  form  circles  of 
dispersion  on  the  retina.  This  is  precisely  what  takes  place  in  an 
eye  when  an  endeavour  is  made  to  look  at  a near  and  a far  object  at 
the  same  time.  The  effect  may  be  easily  understood  by  holding  the 
end  of  a pencil-case  six  or  eight  inches  from  the  eye,  accommodating 
the  eye  for  it,  and  at  the  same  time  trying  to  see  some  moderately 
small  object  several  yards  off. 

PARESIS  OF  THE  CILIARY  MUSCLE. 

Paralysis  of  all  the  muscles  which  are  supplied  by  the  third 
cerebral  or  oculo-motor  nerve,  has  been  already  treated  of,  and 
therefore  the  ciliary  muscle  has  been  included. 
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The  term  paresis,  is  meant  to  express  suspension  of  function  of  the 
muscle  ; that  is,  temporary  loss  of  action,  interfering  with  the  process 
of  accommodation  ; rather  than  confirmed  paralysis.  Besides  this,  I 
restrict  the  term  to  affection  of  this  muscle  alone,  not  complicated  with 
mydriasis,  and  not  of  cerebral  origin,  but  due  to  disease  of  the  short 
root  of  the  ciliary  ganglion,  the  source  of  the  oculo-motor  nerve 
supply.  Paresis  is  sometimes  spoken  of  synonymously  with  asthe- 
nopia, but  I regard  it  as  a distinct  condition,  because  it  does  not 
arise  out  of,  nor  is  in  any  way  connected  with,  defective  refraction. 

Symptoms.  Removal  of  the  near  point  a long  wray  from  the 
cornea,  and  therefore  inability  to  direct  the  focus  of  the  eye  to 
anything  near.  Focusing  might  be  effected  for  a second  or  two 
under  great  effort,  when  the  paresis  is  but  slight,  but  it  quickly  fails, 
and  the  quicker,  the  nearer  the  object  is  held  to  the  eyes.  An 
analogous  state  is  found  in  the  muscles  of  the  body  in  general. 
Under  strong  volition,  a partially  paralytic  muscle  is  made  to  act 
as  it  were  spasmodically,  but  the  effort  soon  exhausts  that  which 
remains  of  the  muscle  force. 

Distant  vision,  the  range  of  which  will  of  course  vary  with  the 
natural  refractive  state  of  the  eye,  is  unaffected  in  the  normal  or 
emmetropic  eye,  and  persistent  without  any  tension  of  accommodation  ; 
therefore  without  fatigue,  and  consequently  is  not  assisted  by  a 
convex  lens.  Herein  lies  the  distinction  between  paresis  and  liyper- 
metropia.  In  the  former  a convex  lens  will  establish  a near  focus, 
and  a trial  with  it  will  prove  the  nature  of  the  affection,  and  dispel 
any  idea  about  amblyopia,  or  loss  of  the  power  of  the  retina. 

The  effect  on  vision  in  general,  according  to  the  refractive  condition 
of  the  affected  eye.  The  myopic  eye  suffers  the  least,  especially  when  the 
far  point  is  at  no  great  distance  from  the  cornea,  or  in  other  words, 
sufficiently  close  to  enable  a small  object  to  be  tolerably  distinctly 
seen.  The  hypermetropic  eye  suffers  the  most,  because  both  near 
and  distant  vision  is  impaired,  and  the  eye  is  placed  under  the  same 
state  as  when  the  ciliary  muscle  is  paralyzed  by  atropine. 

According  as  the  paresis  is  partial  or  complete,  is  the  adjustment 
of  the  eye  partially  or  wholly  lost. 

Paresis  is  nearly  always  a double  affection.  There  is  not  any 
objective  symptom. 

Cause.  Paresis  is  always  seen  in  association  with  illness,  ex- 
hausting disease,  or  some  sudden  condition  which  has  exhausted  the 
nervous  power.  I have  met  with  it  after  typhus  fever,  after 
haemorrhage,  especially  in  association  with  parturition,  after  ex- 
haustive lactation  ; after  diphtheria,  particularly  in  association  with 
paresis  of  the  muscles  of  speech. 
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In  most  instances,  there  is  a proportionate  condition  of‘  debility  of 
the  whole  muscular  system.  After  diphtheria,  there  may  he,  excep- 
tionally, want  of  this  proportion.  The  muscles  of  locomotion  may  he 
unaffected,  while  the  ciliary  muscle  is  more  or  less  paralyzed.  To 
save  repetition,  I heg  to  refer  my  reader  to  the  sixth  paragraph 
on  page  345,  for  further  remarks.  I will  take  this  opportunity  to 
say,  that  the  word,  uncomplicated,  in  the  fourth  paragraph  on  the 
previous  page,  should  he  written  complicated.  I meant  to  infer 
complication  with  paralysis  of  the  sphincter  pupillse. 

Paresis  in  a slight  degree  is  common,  and  when  a personal 
discovery  of  it  is  made  after  illness,  it  is  very  rationally  associated 
hy  the  sufferer  with  the  preceding  malady,  and  expected  to  disap- 
pear when  strength  is  restored,  and  therefore,  special  advice  is  not 
sought.  It  is  only  when  severe,  or  associated  with  paralysis  of 
the  constrictor  pupilke,  that  the  ophthalmic  surgeon  is  seen. 

Treatment.  This  consists  in  the  adoption  of  those  general  mea- 
sures which  will  restore  health. 

I have  not  found  that  local  measures  have  been  of  service,  and  I 
allude  particularly  to  the  use  of  preparations  of  the  Calabar  bean, 
for  the  purpose  of  causing  spasmodic  action  of  the  muscle,  and 
blistering.  As  soon  as  the  action  of  the  bean  had  passed  away , the 

paresis  was  just  the  same. 

In  all  the  cases  in  which  I have  been  personally  concerned,  the 
paresis  has  ceased  when  the  general  health  has  been  restored.  It  is 
disadvantageous  to  allow  convex  lenses  to  be  worn  by  those  whose 
eyes  were  emmetropic  before  the  attack.  I always  forbid  the  use  of 
spectacles  to  any  patient,  be  the  state  of  his  refraction  what  it  may, 
till  his  health  is  restored. 

SPASM  OF  ACCOMMODATION  J THAT  IS,  SPASM  OF  THE  CILIARY  ML  SCLE. 

P))j  the  term  spasm , is  meant  a state  of  the  ciliary  muscle  analogous  to 
that  'which  is  produced  by  the  application  of  the  Calabar  bean  to  the  eye. 
This  subject  is  at  present  an  obscure  one.  Few  cases  have  been 
recorded,  and  the  accuracy  of  some  of  them  is  doubtful ; facts  are 
required.  I have  no  practical  acquaintance  with  the  affection, 
although  I have  been  looking  for  it  among  a large  number  of 
ophthalmic  patients.  The  pith  of  what  has  been  published  about 
it  may  be  readily  given. 

The  spasm  is  attributed  to  two  kinds  of  causes. 

First,  to  reflex  action,  arising  from  irritation  of  the  ciliary  nerves, 
in  consequence  of  inflammation,  accompanied  by  hyperesthesia  of 
the  retina,  and  perhaps  spasm  of  the  pupil,  and  of  the  orbicularis 
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palpebrarum.  Also  to  hypersesthesia  of  the  retina  and  of  the  optic 
disk. 

In  persons  with  low  or  medium  grades  of  myopia,  the  following 
phenomena  of  the  spasm  occur.  When  an  object  under  examina- 
tion is  removed  beyond  the  far  point  of  the  individual,  it  does  not 
become  gradually  indistinct,  but  suddenly  imperfect,  and  with  the 
sensation  of  an  altered  accommodation.  The  person  under  the 
attack  sees  things  sharply,  at  one  or  two  feet  distant,  but  at  three 
or  five  feet  they  appear  to  him  more  indistinct  than  they  would  to 
others  of  an  equal  or  higher  degree  of  short-sightedness.  Exami- 
nation shows  that  the  sudden  indistinctness  is  caused  by  a strain  of 
accommodation,  associated  with  increased  convergence  of  the  eye- 
balls. 

In  another  class  of  cases  the  spasm  o corns  when  near  objects  are 
looked  at,  whereby  accommodation  is  called  into  action.  The  ciliary 
muscle  now  contracts  too  much,  more  than  is  required,  and  the  con- 
vergence of  the  optic  axes  increases  disproportionately,  and  one  of 
the  eyeballs  turns  in.  In  other  instances,  as  soon  as  an  object  is 
brought  to  a certain  point,  the  maximum  of  accommodation  and  con- 
vergence is  excited,  and  remains  unchanged  even  if  the  object  be 
moved  far  away.  Such  cases  might  be  mistaken  for  high  degrees  of 
myopia ; but  that  myopia  does  not  exist,  is  shown  by  the  power  of 
vision  for  long  ranges  under  ordinary  circumstances. 

Secondly,  the  spasm  is  excited  sympathetically,  from  the  morbid 
action  of  the  internal  recti  muscles.  When  an  object  is  brought  to 
within  a certain  distance  of  the  eyes,  a strong  contraction  of  the 
internal  recti  and  of  the  ciliary  muscle  ensues,  so  that  even  while  the 
far  point  may  be  great,  the  person  can  only  read  or  write  at  the 
distance  of  three  or  four  inches. 

Treatment.  The  indications  are  to  prevent  the  spasm,  by  avoiding 
employments  which  require  near  vision.  Where  this  cannot  be 
accomplished  or  proves  inefficient,  the  long-continued  use  of  atropia 
is  indicated.  It  is  said  that  in  the  second  form  of  the  affection  the 
adaptation  of  prismatic  glasses,  of  two  or  three  degrees,  has  removed 
the  spasm. 

In  the  cases  of  spasm,  or  supposed  spasm,  which  have  been  pub- 
lished, only  local  treatment  has  been  used.  In  true  spasm  general 
measures  ought  not  to  be  neglected. 

ACUTENESS  OF  VISION. 

Near  and  far  points  of  vision , or  ranges  of  accommodation.  The 
nearest  distance  to  the.  eye  at  which  a small  object  can  bo  seen 
distinctly  by  the  maximum  of  accommodation,  that  is,  by  the 
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greatest  effort  to  see,  is  termed  “ tlie  near  point.”  The  farthest 
distance  at  which  anything  can  he  clearly  discerned  with  critical 
distinctness  is  termed  “ the  far  point.”  The  interval  between  the 
near  and  the  far  point  is  termed  the  range  or  territory  of  accom- 
modation. 

Vision  tests.  Some  standard  or  test  is  necessary,  by  which  the 
quality  of  sight  may  be  tried.  States  of  disease  frequently  demand 
knowledge  in  the  matter.  The  tests  embrace  the  conditions  of 
requiring  the  recognition  of  definite  things  at  definite  distances. 
Print  is  the  object  that  is  generally  used.  We  are  sure  that  it  must 
be  seen  with  tolerable  distinctness  to  be  read. 

The  distance  at  which  any  print  can  be  recognised,  depends  of 
course  upon  its  size  and  the  facility  with  which  a person  reads. 
Some  will  recognise  the  letters  from  their  shadows,  while  they  are 
but  dimly  seen.  The  normal  standard  distance  for  recognition  by  an 
adult,  pointed  out  by  experiment,  is  about  that  at  which  a letter 
subtends  an  angle  of  5'  at  the  eye,  which  is  very  nearly  equivalent 
to  saying  that  the  distance  should  be  689  times  the  height  of  the 
letter. 

Perfectly  accurate  results  cannot  be  got  here,  because  5'  is  too 
great  a visual  angle  for  persons  under  adult  age  ; therefore  for  such, 
the  angle  must  be  decreased.  More  than  this,  two  persons  of  the 
same  age  scarcely  ever  have  the  same  focal  range  and  visual  acute- 
ness. Then  the  manner  in  which  the  print  on  the  visual  field  is 
illuminated,  or  on  the  contrary  shaded,  will  have  a decided  influence 
on  the  result  of  the  examination.  Hence  the  same  eye  may  see 
differently  under  different  methods  of  testing  it.  Farther  still,  when 
different  prints  are  used,  the  values  obtained  for  the  acuteness  of 
vision  will  not  be  all  equal.  Therefore,  it  is  necessary  not  only  to 
record  the  value  of  the  acuteness,  but  also  the  size  of  the  print 

used. 

It  is  very  difficult  to  test  the  sight  of  one  who  cannot  read.  I or 
him  we  must  resort  to  figures,  whose  form  can  be  promptly  stated, 
such  as  dots,  chequered  patterns,  vertical  and  horizontal  lines. 

Acuteness  of  vision  decreases  with  age,  because  the  refracting 
media  lose  some  of  their  transparency,  and  the  retinal  image  is  con- 
sequently less  distinct ; and  because  of  the  lessened  perception  of  the 
retina  and  the  optic  nerve.  Again,  the  size  of  the  pupil  affects  sight 
very  materially.  When  an  object  is  feebly  illuminated,  it  will  be 
the  better  seen  in  proportion  to  the  largeness  of  this  aperture. 
Where  there  is  confusion  of  vision,  arising  from  circles  of  dispersion 
on  the  retina,  or  owing  to  defective  adjustment,  or  to  irregular 
refraction,  a small  pupil  improves  it. 
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I must  here  speak  of  three  scales  of  test  print  that  are  in  use  in 
England,  namely,  Snellen’s,  Jaeger’s,  and  that  which  I employ.  In 
Snellen’s,  the  letters,  which  were  formerly  Roman,  hut  are  now 
square,  have  limbs  equal  to  one-fifth  of  their  height.  Over  each 
gradation  of  print  is  placed  the  number,  in  Parisian  feet,  at  which 
the  letters  can  be  seen  at  an  angle  of  5'.  It  must  be  borne  in  mind 
when  using  this  print,  that  an  English  foot  is  only  '92  of  a Paris 
foot,  so  that  one  of  the  latter  measures  a trifle  more  than  thirteen 
English  inches. 

As  an  example  of  application,  suppose  it  is  found  impossible  for  an 
eye  to  recognise  the  print  marked  3,  when  it  is  distant  more  than 
twenty-four  inches ; then,  since  the  standard  distance  for  this  is  three 
Paris  feet,  or  about  thirty-nine  inches,  the  acuteness  of  vision  is 
measured  by  -f-i  or  -j%. 

Jaeger’s  scale,  which  is  the  better  of  the  two,  commences  with  a 
smaller  print.  It  is  farther  graduated,  and  reaches  to  much  larger 
print. 

Test  type  was  first  introduced  by  my  former  colleague,  Mr.  A. 
Smee,  twenty  years  ago,  and  his  tablet  was  used  by  us  at  the 
Central  London  Ophthalmic  Hospital.  He  employed  the  print  of 
the  English  press,  which  I subjoin  at  the  end  of  this  work.  It 
is  well  to  throw  a little  gibberish  into  the  text,  so  that  unexpected 
words  occur.  A few  mis-spellings  also  may  be  adopted. 

It  should  be  an  invariable  rule  to  try  the  sight  of  each  eye 
separately. 

According  as  there  is  a departure  from  the  standard  for  the  acute- 
ness of  the  eye,  is  there  more  or  less  of  defect  or  disease  present. 

M.  Burchard  is  dissatisfied  with  print  as  a test,  and  suggests  dis- 
placing such  by  that  of  a system  of  dots,  and  which  he  wishes  to  call 
an  international  test.  He  attacks  Snellen’s  print  particularly,  with 
the  condemnation  of  not  supplying  the  advantages  of  form  which 
the  author  claims  for  it. 

Hi®  objections  are  these : Print  can  be  used  only  for  those  who  can 
read.  All  letters  are  not  equally  visible  at  the  same  visual  angle. 
Letters  of  different  languages,  although  they  may  be  printed  accord- 
ing to  Snellen’s  model,  are  not  all  seen  with  the  same  facility. 
Letters  are  not  applicable  for  astigmatic  persons,  on  account  of  the 
disparity  in  their  lengths  and  breadths. 

He  selects  the  globular  figure  because  it  is  the  best  for  grouping 
Each  group  should  contain  from  four  to  six  dots.  A larger  number 
make  the  test  too  difficult,  a smaller  too  easy. 

He  has  published  tables  of  dots,  with  the  distances  at  which  they 
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Theoretically  speaking,  the  dots  are  best,  for  they  will  give  more 
accurate  results  than  print.  With  them  can  he  ascertained,  with  a 
closer  approach  to  accuracy,  the  acuteness  of  vision  of  any  one,  and 
his  focal  range,  than  with  print.  But  the  difference  is  marvellously 
little,  and  I do  not  ever  require  such  precision.  The  novelty  of 
the  scheme  will  ensure  for  it  fashion.  Where  adaptation  of  lenses 
for  the  near  print  is  the  question,  print  is  far  beyond  dots  in  value, 
simply  because  the  eyes  are  tried  in  that  very  object  for  which 
they  specially  require  help.  Dots  or  lines  must  be  used  for  those 
who  cannot  read,  and  such  have  been  employed  for  years  in  all 
countries. 


BINOCULAR  VISION. 

This  is  a very  complex  subject,  of  much  interest,  the  principles  of 
which  are  well  understood.  In  a physiological  sense  I have  nothing 
to  do  with  it.  I have  to  speak  of  the  bare  and  simple  mechanical 
method  of  ascertaining  whether  such  vision  be  present  or  absent  in 
any  particular  individual. 

Vision  in  everyone  must  be  monocular ; that  is  the  result  of  seeing  with 
the  one  eye  ; or  binocular , when  the  two  eyes  are  brought  to  bear  at  once  on 
the  same  object.  As  the  eyes  are  made  to  act  together,  being  organised 
for  such  a purpose,  the  use  of  only  the  one  cannot  give  full  sight. 

The  monocular  sight  fails  in  the  main,  in  the  estimation  of  distance, 
and  in  determining  the  solidity  of  things.  A one-eyed  man  misses 
that  which  he  tries  to  touch,  and  he  is  deceived  about  form,  mis- 
taking round  objects  for  flat  ones.  These  defects  can  be  in  some 
measure  overcome  by  study  and  practice.  A certain  correction  too 
may  be  made  by  moving  the  head  or  the  trunk,  so  that  an  object  can 
be  seen  from  different  positions,  and  a parallax  obtained.  As  con- 
vergence is  lost,  accommodation  is  impaired. 

A peculiar  negative  property  of  monocular  vision  is  a kind  of 
stereoscopic  effect,  which  is  obtained  when  light  and  shade  in  proper 
contrast,  such  as  in  a well-executed  painting,  produce  a negative 
form  of  binocular  vision ; but  true  binocular  vision  shows  that  the  ■ 
painting  is  on  the  same  plane,  that  is,  flat.  With  the  one  eye  the 
flatness  cannot  be  recognised  with  certainty,  so  that  the  effect  of 
relief  is  obtained  by  a defect  in  visual  perception. 

Binocular  sight  can  do  more  than  the  monocular.  In  visual  exami- 
nations at  short  ranges  solidity  is  so  much  better  estimated,  because 
the  two  eyes  see  different  sides  of  the  object,  and  the  deception  of' 
any  artificial  arrangement  is  more  quickly  detected.  A larger  visual  1 
field  is  obtained.  More  is  said  about  this  in  the  chapter  on  “ Cataract/’ 
with  reference  to  operating  on  the  one  eye,  while  the  other  i? 
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sound.  The  rate  of  motion  of  anything  approaching  or  receding 
from  the  eyes  is  better  understood.  The  same  holds  good  when 
the  head  is  moved -forwards  or  backwards.  From  the  loss  of  this 
property,  monocular  people  often  strike  their  eyes  against  things. 
The  inner  side  of  eacli  retina  receives  impressions  not  reciprocated 
by  the  other. 

Conditions  deter  mining  the  existence  of  binocular  vision  in  the  same 
individual.  There  is  acuteness  of  vision,  without  any  disparity  in 
refraction  between  the  eyes,  the  smallest  print  being  readily  read  at 
the  same  distance  with  either  eye  alternately. 

If  a prism,  from  15°  to  17°,  be  held  before  the  one  eye  with  the 
base  outwards,  while  some  small  object,  at  ten  or  twelve  feet  distant 
on  a level  with  the  eyes,  be  looked  at,  such  as  the  tassel  of  a window 
blind,  or  a candle  flame,  it  will  be  doubled,  and  the  two  images  will 
appear  side  by  side,  and  equally  distinct.  Eyes  so  constituted  are 
binocular  for  near  and  distant  vision,  and  are  adapted  for  all  kinds 
of  binocular  instruments. 

If  a low  prism  be  used  in  the  experiment,  the  eye  which  is  applied 
to  it  is  apt  to  squint  inwards  by  an  involuntary  effort  to  overcome 
the  double  vision,  and  for  the  most  part  the  squint  is  visible  to  a 
bystander.  As  soon  as  the  prism  is  removed  the  eye  rights  itself. 

Binocular  vision  is  developed  according  to  the  shortness  of  the 
distance  at  Which  the  eyes  are  used.  When  a very  distant  object  is 
looked  at,  the  axes  of  the  eyeballs  are  practically  parallel,  and 
nearly  the  same  view  is  obtained  with  the  one  eye  as  with  ’both. 
But  when  the  eyes  are  employed  for  close  inspection  of  things  the 
axes  converge  at  an  angle  proportionate  to  the  proximity,  and  so 
form  a binocular  parallax. 


DIFFERENCE  OF  REFRACTION  IN  THE  TWO  EYES 


The  eyes  are  for  the  most  part  alike  in  all  physical  configurations 
and  proportions,  and  their  refractive  conditions  correspond.  Excep- 
tionally they  differ  in  structure,  and  a difference  of  refraction  is  the 
consequence.  The  disparity  may  be  congenital  or  acquired. 

Conditions  under  which  difference  of  refraction  occurs.  While  the  one 
eye  is  emmetropic,  the  other  may  be  either  myopic  or  hypermetropic 
Jiypermetropia,  or  myopia,  may  exist  in  different  degrees  in  the 


The  one  eye  may  be  myopic  and  the  other  hypermetropic 
With  dissimilar  refraction,  the  radii  of  the  two  cornea*  usually 
differ  as  much  as  the  radii  of  cornea)  of  different  individuals.  ^ 

The  use  of  the  two  eyes  with  difference  of  refraction.  The  combina- 
tion may  be  arranged  under  the  following  heads : 
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Simultaneous  vision.  Generally  speaking,  there  is  simultaneous 
vision  with  normal  eyes.  Yet  it  is  not  at  all  uncommon  lor  such  . 
perfect  binocular  vision  to  he  occasionally  disregarded,  and  the  one 
eye  only  to  be  used.  The  preference  is  generally  given  to  the  right 
eye.  For  instance,  when  a distant  object  is  looked  at  with  both  eyes, 
it  is  found,  if  the  left  eye  be  closed,  that  the  right  has  been  chiefly 
employed.  Again  with  both  eyes  open,  if  an  object  a few  yards  away 
be  covered  by  an  upheld  finger,  it  will  be  perceived  by  closing  the  eyes 
alternately,  that  the  covering  is  made  for  the  right  eye.  The  result,  as 
regards  the  prevailing  eye,  will  be  somewhat  influenced  by  the  finger 
held  up,  whether  it  be  of  the  right  or  of  the  left  hand.  Cut  still  it  v ill 
be  found  that  most  persons  have  a prevailing  eye,  and  that  such  eye  is 
the  right.  It  is  probable  that  the  usual  right-handedness  explains 
this,  the  use  of  the  right  eye  being  combined  or  associated  with  the 

accurate  manual  movements  of  the  right  limb. 

Where  there  is  difference  of  refraction,  that  eye  is  used,  as  a ru  o, 
with  which  the  vision  at  the  required  distance  is  most  acute  and 
easy.  Notwithstanding  this,  for  the  ordinary  or  more  superficial 
observation  of  objects,  there  may  be  binocular  vision,  within  the 
limits  of  easy  and  full  convergence,  and  with  considerable  difference 
in  the  refracting  media.  In  spite  of  the  unequal  magnitude  of 
the  retinal  images,  and  their  unequal  acuteness,  they  assist  each 
other,  not  only  in  ascertaining  more  correctly  the  solidity  and  the 
distance  of  things,  but  in  adding  to  the  acuteness  of  vision.  1 his  is 
the  more  easy  to  be  understood,  if  it  be  remembered  that  even  m 
normal  eyes  there  are  not  any  absolutely  identical  or  correspon  ng 
points,  for  the  feeble  tints  of  the  diffuse  image  in  the  imperfect  or  he 
more  imperfect  eye  disappear,  when  the  action  of  the  round  01  e 

better  eye  is  combined  with  it. 

In  slight  external  squint,  where  there  is  only  a little  difference  o 
refraction  between  the  eyes,  there  may  be  binocular  sight,  according 
to  the  amount  of  the  field  of  vision  which  is  common  to  le  u o e}  es 

In  further  illustration  of  this  may  be  mentioned  the  unequal  mag- 
nitude and  acuteness  of  the  two  retinal  images,  which  are  formed  m 
normal  eyes,  from  a near  object  viewed  laterally.  T e one  ej  e t oes 
not  disturb  the  other  unless  it  has  a corneal  or  lenticular  opacity, 
through  which  much  difference  of  light  reaches  the  retina.  And  tiw* 
this  disturbance  is  not  the  rule  is  proved  by  the  rarity  of  squm  mg  in 
eyes  so  affected,  and  the  possibility  of  cataract  being  developed  m the 

one  eye  in  total  ignorance  of  its  existence.  . . 

With  the  difference  of  refraction,  if  the  acuteness  of  the  vision  he  t 
sufficient  in  the  two  eyes,  the  ranges  of  accommodation  are  usually 
•dike  It  is  easy  to  ascertain  the  near  and  the  far  points  of  each  eye  * 
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separately.  If  there  be  greater  difference  in  the  accommodation  than 
in  the  refraction,  the  nearest  point  of  the  least  refracting  or  longest- 
sighted  eye,  lies  at  a less  distance  than  the  farthest  point  of  the  most 
refracting  or  nearest-sighted  eye. 

Even  where  the  difference  of  refraction  is  too  great  for  any  degree 
of  binocular  vision,  the  unavailable  eye  does  not  interfere  with  the 
other.  After  a time  it  generally  squints  outwards. 

Alternate  use  of  the  eyes.  Where  a low  degree  of  external  squint  is 
acquired,  but  sufficient  to  prevent  binocular  vision,  the  eyes  are  gene- 
rally used  alternately,  the  one  for  near  and  the  other  for  distant  vision. 
If  it  should  so  happen  that  there  be  emmetropia  in  the  one  eye  and 
myopia  in  the  other,  there  will  appear  to  be  a very  great  range  of 
accommodation,  far  greater  than  could  occur  in  an  individual  eye. 

Treatment.  Difference  of  refraction  does  not  necessarily  demand 
any  optical  help.  Under  the  middle  period  of  life,  where  the  one 
eye  is  emmetropic,  defective  refraction  of  the  other,  whether  from 
hypermetropia,  or  slight  myopia,  does  not  interfere  with  binocular 
vision,  and  persons  with  such  eyes  see  near  and  distant  things 
sufficiently  well.  It  is  only  when  presbyopia  has  arrived  and 
convex  spectacles  are  necessary,  or  there  exists  some  optical  defect  in 
the  better-seeing  eye,  and  which  requires  to  be  corrected,  that  the 
special  adaptation  ot  lenses  need  be  entertained.  The  indication  under 
such  circumstances  is  to  render  the  existing’  binocular  vision  more 
available.  To  approximate  the  near  point,  or  to  lengthen  it,  or  to 
lengthen  the  far  point,  is  all  that  can  be  done.  And  then  arises  the 
important  question,  whether  there  should  be  similar  or  dissimilar 
lenses  for  the  two  eyes.  The  answer  must  be  determined  by  actual 
experiment.  Only  by  it  can  we  ascertain  what  is  really  suitable  ; 
because  the  existing  differences  of  the  eyes  having  become  habitual, 
certain  influences  are  exercised  in  the  corresponding  points  on  the 
retinae,  and  fixed  rides  are  impossible. 

In  the  first  place,  I ascertain,  accurately,  the  state  of  refraction  of 
each  eye,  and  then  proceed  to  make  my  trials  with  the  lenses. 

Where  there  is  presbyopia  with  hypermetropia,  or  hypermetropia 
only,  it  the  better-seeing  eye,  that  which  needs  the  least  refractive 

lens,  be  properly  suited,  the  same  lens  power  will  in  all  probability 
do  for  the  other  eye.  J 

To  endeavour  to  bring  the  ranges  of  accommodation  more  in 
accordance,  by  dissimilar  lenses  for  the  eyes,  will  most  likely  be 
attended  by  disappointment. 

Sometimes  when  binocular  vision  is  easy  at  any  distance,  and 

when  there  is  no  great  disparity  in  the  refraction,  dissimilar  lenses 
may  be  beneficial. 
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An  exception  to  the  above  rule,  respecting  the  disparity,  is  to 
he  found  after  the  operation  for  internal  squint,  when  the  eye 
which  has  been  straightened  deviates  outwards  or  inwards  in  con- 
sequence of  its  very  imperfect  refraction.  Then  a properly  applied 
lens  throws  such  an  image  on  the  retina  of  that  eye  as  will  enable 
the  eye  to  be  used,  whereby  it  is  brought  under  the  will,  and  no 
longer  deviates.  This  is  effected  even  when  there  is  not  acuteness 
of  vision. 

Dissimilar  lenses  are  often  required  in  myopia,  but  benefit  can 
rarely  be  got  with  a greater  disparity  than  within  from  W to  W- 

PRESBYOPIA,  OR  OLD  SIGHT. 

I shall  speak  first  of  the  natural  changes  in  the  accommodation  of 
the  normal  eye,  and  in  the  refraction  of  the  same,  which  are  inevit- 
ably produced  by  age. 

The  accommodation  begins  to  alter , the  near  point  getting  farther  from 
the  cornea  very  early  in  life.  Indeed,  in  childhood,  this  elongation 
sets  in,  and  at  the  fourteenth  year,  a palpable  alteration  can  be 
recognised.  All  children  seem  to  be  myopic,  because  they  carry 
things  close  to  their  eyes.  A youth  holds  print  at  about  from  six  to 
eight  inches  from  his  eyes,  and  examines  small  objects  at  the  same 
range.  Onward  goes  the  focal  change  to  the  end  of  the  longest  life. 

In  childhood,  and  till  manhood,  there  is  a geat  deal  of  accommo- 
dation to  spare.  The  young  and  healthy  eye  can  read  the  smallest 
type,  with  forced  accommodation,  at  the  distance  of  three-and-a-half 
or  four  inches,  but  such  near  vision  is  never  wanted.  As  years  roll 
on,  the  spare  accommodation  gets  less. 

The  hypermetropic  eye  is  likewise  affected,  and  so  is  the  healthy 
myopic  eye  of  a low  grade. 

This  decline  of  power,  for  such  it  really  is,  arises  from  the  cry  s- 
talline  lens  getting  denser,  and  therefore  becoming  less  capable  of 
being  acted  on  by  the  ciliary  muscle  in  the  process  of  accommodating. 

The  refraction  diminishes  after  the  power  of  accommodation  has  very 
sensibly  declined.  These  bear  a relation  to  each  other.  With  most 
emmetropic  persons  at  thirty-five  years  of  age,  fine  print,  which 
used  to  be  agreeable  at  the  eighteenth  or  twentieth  year,  is 
discarded  for  that  which  is  larger.  Later  on,  still  larger  print 
is  preferred.  The  absolute,  or  farthest,  point  of  distinct  vision  : 
declines,'  and  the  focal  range  is  thereby  lessened.  This  may  not 
occur  in  an  emmetropic  eye  till  the  sixtieth,  sixty-fifth,  or  seventieth  i 
year.  Sometimes  it  is  very  marked.  With  the  loss  of  range,  there 
may  be  loss  of  acuteness  of  vision,  arising  from  retinal  obtuseness. 
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The  size  of  the  pupil  will  have  some  corrective  influence  hero. 
Its  volume  lessens  with  increasing  years,  and  tire  smaller  the  aperture 
becomes,  the  better  influence  will  it  have  on  the  quality  of  the  sight 
because  of  the  reduction  of  the  circles  of  dispersion.  Except  there  be 
hypermetropia,  lenses  will  not  afford  any  help  to  distant  vision. 

The  reduced  refraction  is  due  to  the  lens  getting  flatter,  and  to  its 
layers  degenerating  into  a more  uniform  density.  This  latter  is 
effected  by  the  cortical  portion  becoming  firmer. 

No  changes  in  the  human  body  come  so  surely  and  regularly  as 
these.  Exceptions  are  rare.  When  they  seem  to  occur,  they  are 
almost  invariably  due  to  the  presence  of  a low  degree  of  myopia. 

Presbyopia  then  may  be  defined  as  diminution  of  accommodation,  for 
near  objects,  with  diminution  of  refraction,  consequent  on  aye.  It  may 
be  said  to  be  established  when  the  near  point  of  distinct  vision  for 
small  print  has  receded  to  nine  or  ten  inches.  Practically,  it  is  not 
recognised  till  small  type  is  no  longer  easily  read  by  artificial  light ; 
soon  after  which,  by  daylight,  small  objects  must  be  held  at  twelve 
inches  or  more,  from  the  eye,  to  be  well  seen.  A bright  light  is 
sought,  because  the  object  is  better  illuminated,  and  the  pupil 
contracts.  It  is  fully  developed,  when  reading  a newspaper  is 
attended  with  difficulty,  in  spite  of  the  best  light,  and  straining 
efforts  to  see.  Now,  at  this  stage,  the  letters  which  are  like  each 
other  are  not  easily  distinguished ; single  strokes  appear  double,  and 
one  dot  seems  to  be  two.  Figures  are  more  indistinct  than  letters. 

In  myopia,  only  the  eye  with  a low  grade  of  the  defect  can  ever 
become  presbyopic,  so  far  as  regards  the  removal  of  the  near  point  to 
nine  inches  or  farther,  and  the  presbyopia  is  generally  ten  years 
later  in  arriving  than  it  is  in  the  emmetropic  eye. 

The  time  at  which  presbyopia  in  general  arrives,  varies.  It  may 
appear  at  forty,  forty-five,  or  fifty  years  of  age.  It  may  come  on 
slowly,  or  so  quickly  as  to  appear  sudden.  At  the  period  when 
it  may  be  said  to  be  due,  a month,  or  even  a week,  will  sometimes 
make  all  the  difference  in  the  condition  of  the  eye.  A patient  who 
came  to  me  distressed  on  this  matter,  found  that  in  two  days  the 
change  of  focus  was  very  apparent.  Debility  of  body  arising  at  this 
time  from  any  cause  will  hasten  its  coming.  Patients  frequently 
tell  me  that  their  sight  was  good,  until  some  illness  or  accident, 
when  they  could  no  longer  read  as  before,  and  attribute  the  change 
to  bodily  ailment. 

I may  mention  in  parenthesis,  that  this  accelerated  arrival  of 
presbyopia  is  often  made  the  basis  for  laying  claims,  in  cases  of 
accident,  to  which  liability  is  attached ; the  plea  being  damaged 
sight.  I know  of  several  instances  in  which  heavy  compensation  has 
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boon  received.  I am  aware  also,  that  persons  who  had  received  no 
damage  whatever,  but  who  had  an  opportunity  for  making  a claim, 
being-  presbyopic,  but  never  having  used  glasses,  have  resorted  to 
them,  and  attributed  their  necessity  to  personal  injury,  and  have 
thus  fraudulently  claimed  hundreds  of  pounds  compensation,  and 
have  received  it  from  the  hands  of  credulous  jurymen.  I speak  from 
personal  knowledge. 

Diagnosis.  Amblyopia  is  the  only  condition  with  which  pres- 
byopia is  likely  to  be  confounded. 

In  pure  presbyopia  the  lowest  convex  lenses  will  not  assist  far 
vision,  except  at  the  distance  of  a few  yards.  In  amblyopia  there 
is  impairment  of  vision  which  cannot  be  removed  by  the  use  of 
lenses. 

Treatment.  This  consists  in  wearing  convex  lenses  sufficiently 
strong  at  first,  rather  to  increase  the  sharpness  of  the  retinal  range, 
and  afterwards  to  supply  the  deficient  accommodation  without 
neutralizing  or  superseding  whatever  natural  amount  of  that 
power  may  remain.  They  should  be  worn  so  soon  as  they  are 
wanted  for  the  particular  employment  of  the  individual,  and  they 
should  be  sufficient.  The  majority  of  persons  will  not  resort  to  them 
early  enough.  Some  delay  from  vanity ; especially  foolish  people, 
who  will  suffer  much  privation  rather  than  receive  the  necessary  help. 
Some  persons  again,  postpone  them  from  the  fear  that  if  they  take 
to  them,  thay  must  always  use  them.  Some,  the  minority,  because 
they  are  not  aware  that  spectacles  are  necessary.  To  delay  their 
adoption,  and  to  endeavour  to  see  small  things  without  them,  is  to 
subject  the  eye  to  undue  strain  of  accommodation,  without  obtaining 
a good  result. 

The  required  power  of  the  lenses  must  he  ascertained  bg  actual  experi- 
ment ; that  is,  by  trial  with  lenses.  Formulae  are  used  for  calculating 
what  may  be  needed,  but  I shall  not  give  them,  as  they  are  useless, 
on  account  of  individual  exceptions  ; they  might  serve,  if  there  were 
fixed  data  from  which  the  calculations  could  be  made.  No  two 
persons  have  exactly  the  same  power  of  accommodation,  or  degree  of 
refraction ; or  length  of  focal  range ; and  very  little  difference  in 
either  of  these,  from  any  received  standard,  spoils  the  calculation.  I 
never  knew  a patieut  to  he  satisfactorily  fitted  by  such  methods. 
What  plan  can  be  so  ready,  or  so  short,  or  so  sure,  as  that  by  which 
the  eyes  are  tried  with  the  very  tilings  they  are  in  want  of  P The 
plan  does  not  admit  of  an  error.  Those  lenses  should  be  selected  by 
which  small  print  can  bo  readily  read,  at  from  nine  to  ten  inches 
from  the  eyes.  Such  an  adaptation  will  enable  the  eyes  to  be 
ordinarily  used  for  reading,  &c.,  comfortably,  at  about  the  distance  of 
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fourteen  inches.  A higher  power  would  tax  the  accommodation. 
This  shows  that  the  power  of  vision  must  he  brought  up  to  the  point 
at  which  it  was,  before  the  presbyopia  was  established.  After  the 
sixty-fifth  or  seventieth  year,  another  arrangement  is  required, 
because  of  the  reduced  sensibility  of  the  retina.  The  visual  angle 
must  therefore  be  increased  by  bringing  the  objects  nearer.  As  the 
rays  proceeding  from  such  objects  necessarily  converge  more,  the 
nearer  the  objects  are  to  the  eye,  the  higher  must  be  the  value  of 
the  lens  to  reduce  them  to  a focus  on  the  retina.  Accommodation 
being  nearly  or  quite  lost,  that  power  of  lens  should  be  chosen  which 
will  enable  ordinary  reading  to  be  easily  exercised,  or  any  accus- 
tomed work  to  be  done  at  seven,  eight,  or  ten  inches  from  the  eye. 

Night-work  demands  higher  lenses  than  day-work.  When  the 
night  spectacles  must  be  changed  from  their  insufficiency,  they  may 
be  draughted  for  day  use.  This  system  of  rotation  should  be  always 
observed. 

Few  presbyopics  change  their  spectacles  sufficiently  often  for  near 
work,  and  those  who  are  ill  suited,  are  seen  by  night,  holding  the 
candle  or  lamp  close  to  the  object,  and  by  daylight,  screwing  up  the 
eyelids,  seeking  for  a bright  light,  and  carrying  the  object  far  from 
the  eyes. 

The  following  tables  from  Donders’  work  have  been  formed  ap- 
proximative of  the  powers  of  the  lenses  which  are  usually  wanted  for 
presbyopia  occurring  in  the  originally  emmetropic  eye,  as  years  roll  on. 
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Witli  tlio  least  disease  of  the  ciliary  muscle,  or  in  the  fundus  of 
the  eyeball,  or  with  the  coexistence  of  hypermetropia,  the  deductions 
which  are  made  from  normal  conditions  are  inapplicable. 

Such  a table  might  be  resorted  to  by  a surgeon  for  his  patients, 
when  he  has  not  a set  of  trial  lenses,  and  an  optician  is  not  at 
hand. 

The  following  rides  might  be  applied,  under  the  same  circum- 
stances, instead  of  the  table.  When  the  near  point  has  not  receded 
very  far,  let  the  distance  at  which  small  print  can  be  most  distinctly 
seen,  say  eighteen  inches,  be  multiplied  by  the  distance  for  easy 
reading,  say  twelve  inches,  and  divide  the  product,  21 G,  by  the 
difference  between  the  two  numbers.  The  quotient,  36,  will  be 
about  the  focal  length  of  the  required  lenses. 

When  the  near  point  has  receded  considerably,  the  required  focal 
length  of  the  lenses  will  be  equal  to  the  distance  at  which  it  is 
desirable  to  see  objects  most  distinctly. 

When,  however,  the  acuteness  of  vision  has  declined  in  a very 
marked  degree  from  retinal  changes,  it  would  add  damage  to 
the  eyes  by  fatiguing  them,  to  use  lenses  sufficiently  high  to 
magnify  small  objects,  so  as  to  enable  them  to  be  seen.  No  such 
attempt  must  be  made  to  compensate  for  loss  of  the  normal  power. 
Minute  work  of  all  kinds  and  small  print  must  be  discarded.  Some 
old  people  instinctively  take  to  very  large  print.  The  grand- 
mother, with  her  book  printed  in  letters  which  look  ridiculously 
large  to  the  younger  members  of  the  family,  knows  that  she  is  doing 
the  best  thing  for  her  poor  old  eyes. 

A “reading-glass”  may  be  at  times  advantageously  resorted 
to,  although  there  can  only  be  monocular  vision  with  it.  It  is 
a double  convex  lens,  of  six,  eight,  or  ten  inches  focal  value,  from 
three  to  five  inches  in  diameter,  set  in  a frame  with  a handle.  An 
intelligent  person  will  soon  learn  to  hold  it  to  the  best  advantage ; 
that  is,  closer  to  the  object  than  the  focal  distance,  so  that  the  rays 
may  converge  on  his  retina.  The  position  of  his  eye  from  the  glass 
will  not  matter  much.  The  nearer  it  is,  the  less  vail  be  the  magni- 
fying power,  but  the  more  extended  will  be  the  visual  field. 

When  a presbyopic  person  requires,  from  his  peculiar  employ- 
ment, to  make  his  reading  distance  at  eighteen  inches  or  two  or 
more  feet  from  his  eyes,  there  is  not  any  disadvantage  in  his  using 
lenses  sufficiently  low  for  the  purpose. 

Respecting-  the  disadvantage  arising  from  loss  of  association 
between  the  convergence  of  the  eyes,  and  accommodation,  resulting 
from  the  use  of  spherical  lenses,  especially  those  of  high  value,  I j 
beg  to  refer  the  reader  to  my  remarks  on  ortlioscopic  spectacles. 


CLASSIFICATION  OF  THESE  ANOMALIES. 


017 


Before  presbyopia  lias  arrived,  it  would  be  positively  injurious  to 
the  eyes  to  wear  convex  glasses  for  minute  work.  Some  persons  are 
guilty  of  the  folly,  in  the  hope  that  the  presbyopia  may  be  prevented. 
It  would  be  as  sensible  to  endeavour  to  arrest  the  coming  of  any 
senile  change. 

When  the  nature  of  an  artizan’s  employment  requires  that  he 
should  see  very  minute  objects  distinctly,  witliiu  a few  inches  of  his 
eye,  he  must  resort  to  a high  lens,  long  before  he  is  presbyopic. 
Practice  seems  to  have  established  the  use  of  monocular  vision  in 
such  instances ; hence  the  well-known  watchmaker’s  glass ; and 
perhaps  the  workman  is  the  gainer  thereby. 

CLASSIFICATION  OF  THESE  ANOMALIES. 

Emmetropia.  This  signifies  sight  within  due  measure.  It  is 
applied  to  an  eye  of  perfectly  normal  refractive  power,  which 
brings  parallel  rays  to  a focus  on  the  retina.  Critical  inquiry, 
however,  shows  that  it  is  the  exception  to  find  eyes,  during  rest  of 
accommodation,  to  be  perfectly  emmetropic,  so  that  the  natural 
focus  is  exactly  on  the  bacillar  layer  of  the  retina.  But  iu  the  mass, 
the  deviation  of  the  focus,  whether  before  or  behind  the  retina, 
is  so  slight,  and  the  circles  of  dispersion  are  so  small,  that  the 
sharpness  of  the  image  suffers  but  very  little.  Bonders  has  intro- 
duced the  word  emmetropia,  because  it  expresses  with  accuracy  and 
precision  what  is  meant,  as  regards  the  refraction  of  the  eye.  The 
term  normal  is  not  so  appropriate,  as  it  does  not  carry  a like 
special  signification.  It  is  generally  used  in  relation  to  healthiness 
of  structure. 

The  eye  may  deviate  from  emmetropia  under  the  two  following- 
conditions.  Such  deviation  is  sometimes  called  ametropia.  I shall 
not  use  the  term,  because  it  is  likely  to  confuse. 

Hypermetropia.  This  signifies  above  the  measure.  In  this  state 
the  rays  of  light  from  distant  objects  form  a focus  behind  the  retina 
in  an  eye  passively  accommodated,  and  the  divergent  rays  from  near 
objects  cannot  be  focused  on  it,  except  under  very  forced  accom- 
modation, or  until  they  have  been  rendered  convergent  by  artificial 
means. 

Myopia.  This  term,  which  has  been  long  used,  is  retained  in 
modern  ophthalmology,  instead  of  introducing  that  of  brachyme- 
tropia,  which  signifies  in  front  of  the  measure,  or  short  of  it, 
although  more  in  accordance  with  the  above  definition. 

In  myopia,  parallel,  or  even  insufficiently  divergent  rays,  are 
brought  to  a focus  in  front  of  the  retina. 
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The  following  table  after  Laurence  may  be  useful : 

THE  EYE  IN  A STATE  OF  REST.  THE  CRYSTALLINE  LENS  AT  ITS 
MINIMUM  CURVATURE.  THE  OPTIC  AXES  PARALLEL. 


Eye. 

Parallel  rays 
are  focused 

Ear- point. 

Eye  in  a state 
of  rest,  adapted 
for 

Effect  of  lenses 
for  distant 
objects. 

I.  Emme- 
tropic. 

On  tlie  retina. 

At  an  infinite 
distance. 

Parallel  rays. 

Convexes  and 
concaves  dete- 
riorate vision. 

II.  Myopic. 

In  front  of  the 
retina. 

At  a definite 
distance  and 
positive. 

Divergent  rays. 

Concaves  im- 
prove vision. 

III.  Hyperme- 

Behind  the  re- 

At  a definite 

Convergent 

Convexes  im- 

tropic. 

tina. 

distance  and 
negative. 

rays. 

prove  vision. 

HYPERMETROPIA. 

In  this  affection,  which  is  the  opposite  condition  to  myopia,  parallel 
rays  of  light  entering  the  pupil  clo  not  unite  and  form  a focus  on  the 
retina ; on  the  contrary,  the  focusing-  point  is  behind  it,  and  Avere  the 
sclerotica  removed  posteriorly,  they  would  converge  to  a point  behind 
its  boundary.  Therefore,  it  is  still  farther  impossible  for  divergent 
rays  to  be  properly  refracted  for  the  function  of  sight.  Only  rays 
that  have  been  artificially  rendered  convergent  by  a convex  lens  are 
properly"  focused  within  the  eyeball. 

It  is  strange  that  this  defect  of  vision,  of  such  very  frequent  occur- 
rence, and  one  which  is  the  most  common  of  all  the  causes  of  that  ; 
extremely  troublesome  disease,  asthenopia,  should  not  have  been 
Avorkecl  out  till  lately.  J anin,  in  his  work  on  the  eye,  published  in  j 
1772,  gives  a very  clear  account  of  a case  of  the  affection,  in  which  thd 
patient  commenced  to  use  convex  glasses  at  the  age  of  twelve,  and  at 
thirty  he  Avas  wearing  spectacles  suitable  for  a man  of  seA’entj  or 
eighty.  Tie  attributes  the  defective  refraction  to  undue  flatness  of  i 
the  lens,  and  speaks  of  its  not  unfrequent  occurrence.  Again,  hyper- 
metropia  is  pointed  out  and  clearly  defined  by  Dr.  Mackenzie  in  his 
“ Physiology  of  Vision.”  Still  it  failed  to  attract  general  attention 
until  it  Avas  taken  up  by  Donders,  to  whose  laborious  investigations 
we  are  indebted  for  the  greater  part  of  Avliat  is  knoAvn  on  the  subject 
Form  of  the  hypermetropic  eye.  The  eyeball  is  smaller  than  in  the 
emmetropic  eye,  being  generally  imperfectly  developed.  Around  the 
cornea  the  sclerotica  is  rather  flattened.  A section  of  the  eyeball 
throun-h  the  visual  axis  has  the  form  of  an  ellipse,  of  Avhich  the 
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visual  axis  is  the  shorter.  A section  perpendicular  to  the  visual  axis, 

I carried  through  the  equator,  is  almost  a circle. 

Fig.  192  is  a diagram  of  a vertical  section  of  a hypermetropic  eye. 
The  dotted  line  is  meant  to  show  the  outline  of  a normal  eye.  As 
the  lens  is  of  a normal  focus,  the  retina  is  too  near,  and  conse- 
quently the  rays  of  light  are  not  properly  focused  on  it,  because  their 
| apex  should  be  at  X,  whereas  the  retina  is  at  x.  The  diverging 
lines  represent  the  manner  in  which  rays  of  light  are  returned  from 
a hypermetropic  eye.  The  parallel  lines  are  meant  to  express  the 
manner  in  which  the  rays  would  be  returned  from  an  emme- 
tropic eye. 

Fio,  192. 
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If  the  dimensions  of  all  the  axes  are  less  than  in  the  emmetropic 
eye,  the  expansion  of  the  retina  is  also  less,  and  the  optic  nerve  is  not 
so  fully  developed.  The  asymmetry  in  the  several  meridians  is  also 
greater. 

The  diminished  depth  of  the  anterior  chamber  makes  the  cornea 
look  rather  flat.  The  diminution  is  due  to  a more  anterior  position 
of  the  crystalline  lens  and  of  the  iris,  peculiarities  of  this  eye. 

The  ocular  movements  are  influenced  by  the  arrest  of  develop- 
ment. The  centre  of  motion  is  relatively  more  posterior,  and  the 
range  is  more  extended,  although  in  such  there  is  less  displacement 
of  the  optic  nerve. 

The  visual  line  requires  to  be  noticed.  The  cornea  is  cut  to  the 
inside  of  its  axis  without  exception  by  this  line.  The  angle  is  on  an 
average  not  less  than  7°55.  The  usual  maximum  is  9°.  It  has 
been  met  with  as  high  as  11°3.  The  minimum  is  6°.  In  the 
emmetropic  eye  it  amounts  on  an  average  to  only  5°82,  and  in  the 
myopic,  where  it  may  even  lie  to  the  outside  of  the  axis  of  the 
cornea,  and  thus  become  negative,  it  is  generally  somewhat  less  than 
2°.  How  intimately  this  angle  is  connected  with  hypermetropia  and 
myopia  appears  especially  from  the  fact  that  the  maximum  in  myopia 
is  exceeded  by  the  minimum  in  hypermetropia.  I must  ask  my 
reader  to  refer  to  the  chapter  on  “ Strabismus  ” for  a more  ample 
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examination  of  tliis  part  of  tlie  subject,  and  to  commence  to  read  at 
page  8G7,  from  Apparent  squint. 

It  is  considered  that,  between  the  angle  of  the  axes  of  the  cornea 
with  parallel  visual  lines,  in  the  most  extreme  case  of  hypermetropia 
and  myopia,  a difference  of  25°  may  exist. 

The  cause  of  hypermetropia  is  therefore  a peculiar  formation  of  the 
eye,  designated  hypermetropic  structure. 

The  defect  is  congenital,  and  often  hereditary. 

There  is  a kind  of  acquired  hypermetropia,  arising  out  of  paralysis 
of  the  ciliary  muscle,  out  of  corneal  flattening,  from  synechia  anterior, 
and  from  loss  of  the  crystalline  lens  ; but  in  each  instance  it  is  very 
different  from  the  congenital  defect  in  question,  and  ought  not  to 
be  mistaken  for  it. 

Forms  of  hypermetropia.  It  is  a characteristic  of  the  defect  that  a 
part  of  it  is  suppressed  during  the  accommodation  of  the  eye,  and 
that  in  youth,  when  the  accommodation  is  strongest,  the  whole  of  it 
is  frequently  concealed. 

Hypermetropia  may  therefore  be  manifest  or  latent.  I must  enlarge 
a little  on  this. 

When  manifest , a latent  portion  generally  exists. 

"When  it  is  all  manifest  there  is  deficiency  of  the  power  of  accom- 
modation from  paralysis  of  the  ciliary  muscle,  or  from  degeneration 
of  the  same,  or  from  senile  changes  in  the  crystalline  lens,  whereby  it 
cannot  be  influenced  by  the  ciliary  muscle. 

The  latent  form  decreases  with  age,  while  the  manifest  becomes 
more  apparent.  This  is  due,  of  course,  to  the  changes  in  the  eye 
effected  by  time. 

Latent  hypermetropia  in  a child  may  become  partially  manifest 
at  from  twenty-five  to  forty  years  of  age,  and  wholly  manifest  at 
seventy. 

Manifestation  of  hypermetropia.  The  absolute,  the  relative,  and  the 
facultative,  must  be  recognised.  They  have  accurate  boundaries. 

The  absolute  exists  when  with  the  strongest  convergence  of  the 
visual  lines  accommodation  cannot  be  obtained  for  converging  rays, 
or  even  for  parallel  ones.  It  is  scarcely  ever  found  with  strong 
accommodating  power.  Yision  is  never  acute. 

The  relative  is  usually  seen  between  twenty-five  and  forty  years  of 
age.  It  exists  in  relation  to  the  convergence.  For  instance,  in  order 
to  see  accurately  at  a distance  of  sixteen  inches,  there  must  be  con- 
vergence of  the  eyes  for  a distance  of  twelve  inches,  but  as  this  is 
not  done,  the  vision  is  imperfect  except  through  convex  spectacles. 
Early  in  life  it  might  not  be  observed.  Late,  it  gives  place  to  the 

absolute  form. 
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The  facultative  is  present  when  objects  can  be  accurately  seen  at 
any  distance,  with  and  without  convex  glasses.  A person  under 
thirty  years  old  may  be  able  to  see  accurately  at  a distance,  as  well 
with  lenses  of  -yV  as  with  Ilis  relative  range  of  accommodation 
with  parallel  visual  lines  therefore,  amounts  to  -fa  + xV=_nr*  At  the 
distance  of  10‘O  lie  can  see  binocularly  for  a short  time.  It  is 
generally  recognised  by  the  asthenopia  which  accompanies  it.  To 
this  will  probably  succeed  relative  hypermetropia  before  the  thirty- 
eighth,  and  absolute  hypermetropia  before  the  forty-fifth  year. 
During  long  fatigue,  weakness  of  body,  and  with  the  increase  of 
years,  this  gradation  is  always  very  apparent. 

The  degree  of  hypermetropia  varies  greatly,  just  as  does  that  of 
myopia,  and  it  may  be  spoken  of  as  low,  medium,  and  high,  although 
the  grades  are  not  so  well  marked  as  those  in  myopia.  Its  amount 
is  expressed  by  the  focal  length  of  the  convex  lenses  minus  the 
distance  of  the  eye  from  the  lens  which  is  required  to  procure 
distinct  distant  vision.  Donders  gives  two  cases  from  his  own 
experience,  in  one  of  which  lenses  of  2'97  and  in  the  other  of  3‘5 
were  required;  and  he  refers  to  another  in  which  those  of  the 
value  of  1-2-  were  used  for  distant  vision.  But  these  are  most  extreme 
instances  of  defective  refraction.  It  will  much  more  commonly  be 
found  to  range  from  i or  fa  to  fa  or  fa  ; which  means  that  such 
glasses  will  be  required  to  correct  the  deficiency  in  the  refracting 
power  of  the  eye. 

So  long  as  any  power  of  accommodation  can  be. brought  to  bear, 
the  actual  amount  of  hypermetropia  cannot  be  told  except  by  para- 
lyzing the  ciliary  muscle  with  a few  drops  of  a strong  solution  of 
atropine  applied  to  the  conjunctiva.  Four  grains  of  the  sulphate  to 
an  ounce  of  water  will  suffice.  An  hour  is  required  for  the  complete 
paralysis.  I will  show  how  this  applies.  Suppose  a convex  lens  of 
aV  is  required  in  a young  person  to  clear  up  distant  vision,  when  the 
ciliary  muscle  is  not  paralyzed.  The  amount  of  the  affection  as  so 
declared  is  termed  the  manifest  hypermetropia.  But  we  are  sure 
that  some  degree  of  the  defect  is  suppressed  or  modified  by  the 
involuntary  contraction  of  the  ciliary  muscle,  increasing  the  refrac- 
ti\e  power  of  the  crystalline  lens  by  rendering  its  surface  more 
convex.  If,  however,  the  muscle  be  artificially  paralyzed,  a more 
powerful  lens,  it  may  be  one  of  yL-  or  -±-  inches,  is  necessary  to  render 
distant  objects  clear.  This  lens  then  expresses  the  total  hvperme- 
tropia,  and  the  difference  between  it  and  the  manifest,  represents  the 
latent  hypermetropia,  or  the  amount  of  accommodation  which  has 
been  unconsciously  exerted  by  the  eye. 

Diagnosis.  There  are  objective  symptoms,  often  more  or  loss 
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apparent,  such  as  the  flat  anterior  portion  of  the  sclerotica,  the  strong 
curve  in  the  region  of  the  equrttor  of  the  eyeball,  the  flat  anterior 
chamber,  the  relatively  small  pupil,  and  sometimes  the  convergent 
squint.  But  it  is  on  the  subjective  symptoms  that  reliance  must  be 
placed.  The  state  of  the  vision  alpne  can  be  received  as  evidence  of 
the  existence  of  the  defect. 

Perhaps  this  part  of  the  subject  may  be  the  better  taught  by 
explaining  the  manner  in  which  the  symptoms  come  on,  and  pointing 
out  the  states  under  which  relief  is  sought.  Let  it  be  supposed  that 
the  patients  are  under  the  adult  period ; and  that  the  hypermetropia 
is  of  a low  or  a medium  grade. 

Complaint  is  made  of  inability  to  work  long,  or  to  read  for  a 
length  of  time  without  pain  in  the  eyes  or  sight  becoming  fatigued, 
and  the  objects  looked  at  growing  indistinct.  These  symptoms  are, 
strictly  speaking,  those  of  asthenopia,  the  effect  of  hypermetropia,  of 
which  I shall  speak  in  the  next  section.  The  two  affections  are  so 
associated  that  it  is  impossible  to  treat  of  the  one  altogether  separate 
and  apart  from  the  other. 

Whether  the  hypermetropia,  supposing  it  to  be  low,  shall  cause 
disturbance  of  vision,  will  depend  on  the  use  to  which  the  eyes  are 
put.  So  long  as  close  work  is  not  done,  it  will  never  be  recognised, 
but  with  near  ocular  employment  discomfort  will  be  felt.  To  see 
minute  things,  intense  accommodation  must  be  exercised,  and  great 
strain  is  felt. 

Defect  of  distant  vision  is  very  seldom  complained  of,  and  if  it  be, 
it  is  spoken  of  in  some  transient  manner,  as  about  a little  fatigue 
when  looking  at  pictures,  or  something  of  the  kind  which  requires 
much  scrutiny. 

The  symptoms  may  be  very  gradually  developed,  but  occasionally 
they  appear  suddenly ; sometimes  a week  will  comprise  the.  time 
between  a school-boy  being  able  to  do  his  work  and  his  inability  to 
see,  in  consequence  of  the  fatigue  of  his  eyes. 

To  speak  in  the  abstract,  hypermetropia  may  be  said  to  exist  ■when 
convex  glasses  of  a low  value,  say  from  Ty  to  inches  value,  assist 
distant  vision. 

In  proceeding  to  test  the  condition  of  the  refraction,  care  must  be 
taken  to  eliminate  a common  source  of  error.  Our  patient  may 
unwittingly  deceive  us.  If  his  accommodation  be  normal,  he  is  apt, 
unconsciously,  to  suppress  his  manifest  hypermetropia  and  make  it 
latent.  Indeed,  it  might  even  happen  that  trying  him  in  a cursory- 
manner  with  concave  lenses  does  not  materially  help  in  the  investi- 
gation, because  he  may  not  lose  much  definition  by  it.  He  may  lose 
less  than  a myopic  person  would  gain  by  them : more  than  this,  he 
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will  sometimes  astonish  ns  with  the  power  of  seeing  with  them. 
Testing  his  sight  quickly  with  low  convex  lenses  at  a distance,  may 
give  a negative  result,  because  he  has  been  so  long  accustomed  to 
accommodate  for  a distance,  an  act  not  required  in  the  emmetropic 
eye,  that  he  cannot  immediately  relax  that  effort,  which  the  convex 
lenses  are  intended  to  supplant. 

A mistake  is  the  more  likely  to  be  made  when  the  vision  is  acute, 
and  small  type  is  easily  read.  The  investigation  should  therefore  be 
conducted  slowly,  and  in  a subdued  light.  Sometimes  patients  wil- 
fully deceive  us,  from  the  dread  of  being  obliged  to  wear  spectacles. 

In  some  cases  of  doubt  as  to  the  existence  of  liypermetropia,  it 
might  be  necessary  to  use  atropine,  and  paralyze  the  ciliary  muscle 
so  as  to  suspend  all  accommodation,  and  then  to  proceed  with  the 
examination.  The  emmetropic  eye  under  such  a condition,  cannot 
see  near  things  without  a convex  lens,  while  it  can  see  distant  ones. 
Whereas  the  hypermetropic  eye  must  have  a lens  to  see  the  near  and 
distant  things  as  well ; yet  I do  not  by  any  means  recommend  the 
indiscriminate  use  of  this  method,  as  it  is  very  distressing  to  the 
patient,  and  the  information  which  is  gained  by  it  is  only  exception- 
ally useful. 

The  ophthalmoscope  may  he  called  to  our  aid  in  the  diagnosis  of  the 
medium  and  of  the  high  degrees  of  this  affection.  The  direct  method 
of  examination  should  be  employed.  While  the  eye  is  being  ex- 
amined, its  accommodation  is  more  relaxed  than  ordinarily.  The 
fundus,  with  its  details,  can  be  seen  at  a distance  of  fourteen,  fifteen, 
or  twenty  inches,  the  space  required  for  the  definition  increasing  in 
proportion  to  the  intensity  of  the  hypermetropia.  This  is  called  the 
hypermetropic  refraction.  The  image  is,  of  course,  erect.  If  the 
ophthalmoscope  be  moved  from  side  to  side,  the  image  appears  to 
move  in  the  same  direction.  If  the  eye  be  examined  by  the  indirect 
method,  the  emerging  rays  being  divergent,  the  image  is  formed 
farther  off  than  the  focal  distance  of  the  object  lens,  and  is  therefore 
larger  than  it  would  be  in  emmetropia.  Again,  in  this  method  of 
examination  the  disk  diminishes  in  size,  in  proportion  as  the  object 
lens  is  removed  from  the  eye. 

The  unequal  ref  Tangibility  of  the  different  coloured  rays  of  the  solar 
spectrum  has  been  brought  to  bear  as  a test  for  hypermetropia. 
Dark  violet  or  cobalt-blue  stained  glasses,  only  permit  the  blue  and 
red  rays  of  light,  the  highest  and  least  refrangible  rays  of  the 
spectrum,  to  pass  through  them.  The  flame  of  a candle  or  of  gas 
looked  at  through  such  a piece  of  glass  by  a hypermetropic  person, 
would  appear  reddish-blue,  surrounded  by  a red  margin. 

rIo  a myopic  eye  so  treated,  the  red  rays  will  be  nearly  focused 
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on  the  retina,  still  the  blue  ones  form  large  circles  of  dispersion. 
Therefore  the  flame  will  appear  violet-red,  surrounded  by  a blue 
margin. 

In  the  high  degree  of  hypermetropia  the  acuteness  of  vision  is  seldom 
unimpaired.  Complaints  are  made  of  the  want  of  sight.  With  this 
additional  defect  the  diagnosis  is  easy.  It  is  only  necessary  to  resort 
to  the  test  print  to  establish  the  fact  of  the  deficiency  of  vision,  and 
to  employ  suitable  convex  lenses  to  restore  the  power  of  seeing  near 
and  distant  objects  by  increasing  the  visual  angle,  unless  the 
hypermetropia  be  unusally  high,  when  no  augmentation  of  lens 
power  may  be  able  to  bring  the  sight  to  a normal  standard,  in  con- 
sequence of  coexisting  amblyopia.  With  very  high  error  in  refraction 
the  one  eye  is  generally  more  defective  than  the  other,  and  vision  is 
proportionately  deteriorated.  The  worse  eye  is  little  used,  and  with 
the  exclusion,  there  is  a psychical  suppression  of  the  retinal  images,  and 
the  fullest  hypermetropic  amblyopia  ensues.  The  retinal  sensitiveness 
fails  most  in  the  region  of  the  yellow  spot.  This  monocular  dete- 
rioration is  particularly  well  seen  when  internal  squint  is  developed. 

An  abnormally  distant  position  of  the  near  point , may  be  taken  as  very 
conclusive  evidence  of  the  presence  of  hypermetropia.  It  is  an  unerring 
guide  under  the  period  of  manhood.  The  deviation  may  be  slight, 
but  it  is  to  be  detected. 

After  manhood , the  detection  of  hypermetropia  is  easy.  Only  the  very 
lowest  grades  can  then  be  at  all  masked.  IMany  a person  with  low 
hypermetropia  gets  through  life  till  he  is  an  adult,  doing  much  eye- 
work  without  any  optical  assistance,  although  feeling  inconvenience, 
without  clearly  knowing  what  is  the  matter  with  him.  In  manhood, 
however,  the  changes  in  his  crystalline  lenses,  which  would  not  be 
regarded  in  a normal  eye,  so  affect  him,  as  to  oblige  him  to  seek 
optical  assistance. 

The  marked  removal  of  the  near  point,  the  loss  of  acuteness  of 
vision,  the  very  decided  assistance  afforded  to  far  vision  by  a convex 
lens,  and  generally  the  high  value  of  the  lens  needed  for  seeing  suia 

type,  are  sufficiently  confirmatory. 

The  hypermetropic  eye  is  affected  by  senile  changes  very  much  earlier 

than  the  emmetropic  eye. 

Hypermetropic  vision.  Loss  of  the  acuteness  of  sight  frequent  y 
exists,  but  it  does  not  so  much  characterise  hypermetropia  as  the 
existence  of  the  error  in  refraction,  which  requires  another  use  of  the 
power  of  accommodation. 

The  hypermetropic  person  begins  his  accommodation  with  a 
deficiency  The  emmetropic  person  relaxes  the  accommodation  as 

ucli  as  possible,  when  lie  wishes  to  see  accurately  at  an  infinite 
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I distance.  lie  converges  his  eyes  for  near  seeing,  and  accommodates 
for  such  convergence.  In  early  youth  his  near  point  is  six,  five,  or 
four  inches  from  the  cornea.  It  may  be  less. 

The  hypermetropic  person  on  the  contrary,  in  order  to  see  at  a 
distance,  must  bring  his  power  of  accommodation  into  action  to  supply 
his  deficiency  of  refraction.  Commencing  with  this,  he  has  still  for  each 

i convergence,  to  add  as  much  range  of  accommodation  as  the  emme- 
tropic person.  Such  an  eye  unaided  by  optical  help  is  never  at  rest. 

. In  a youth  with  facultative  hypermetropia,  the  eyes  may  fulfil 
their  daily  requirements  without  discomfort,  because  accommodation 
adapts  itself  to  the  refractive  condition,  and  a person  so  young,  learns 
by  necessity,  with  relatively  little  convergence,  to  bring  a relatively 
great  part  of  his  accommodation  into  action.  He  cannot  omit  the 
increased  tension,  but  at  each  convergence  he  finds  himself  still  nearer 
to  the  maximum  of  possible  tension,  and  both  his  absolute  and  his 
binocular  nearest  points  lie  farther  from  the  eye  than  they  do  in 
the  emmetropic  subject.  But,  with  increase  of  age,  the  absolute 
range  of  accommodation  diminishes  ; the  relative,  for-  a definite 
distance  falls  too  short,  and  pain  or  fatigue  now  rapidly  ensues. 
Therefore,  in  the  slightest  degree  of  hypermetropia,  premature  pres- 
byopia occurs,  which  has  more  the  character  of  asthenopia,  the  higher 
the  degree  of  the  facultative  hypermetropia  is,  and  the  earlier  the  age 
at  which  difficulty  in  working  at  near  objects  sets  in. 

In  relative  hypermetropia,  the  case  is  worse.  As  I have  explained, 
there  may  be  accommodation  for  parallel,  and  even  for  diverging 
rays,  but  only  on  condition  that  the  eyes  converge  to  a point  nearer 
than  that  from  which  the  rays  proceed.  Binocular  vision  and  acute 
vision  thereby  exclude  each  other : with  one  eye,  under  excessive 
convergence,  there  might  be  acute  vision ; but  generally  speaking, 
if  one  eye  be  used,  periodic  squinting  follows  in  the  other,  and  is 
succeeded  by  permanent  squinting. 

Vision  in  relative  hypermetropia,  strictly  speaking,  is  never  acute, 
either  for  distant  or  near  objects,  and  all  attempts  at  definition  are 
quickly  followed  by  fatigue.  An  endeavour  is  ever  being  made  to 
discover  the  distance  at  which  small  things  can  be  seen  relatively 
well.  A bright  light  is  sought  for,  because  it  contracts  the  pupil  and 
al  fords  help,  by  reducing  the  circles  of  dispersion  ; and  for  the  same 
purpose  an  attempt  is  made  to  cover  the  pupil  partially,  by  more  or 
less  approximating  the  eyelids.  With  all  this  the  maximum  of 
accommodation  is  brought  to  bear,  and  the  distance  of  the  posterior 
converging  point  is  lessened.  "When  the  illumination  is  weak,  and 
I the  pupil  is  large,  adjustment  is  very  difficult : hence  hypermetropics 
see  badly  in  dim  twilight  or  in  darkened  rooms. 
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Tlie  defective  vision  in  the  higher  degrees  of  relative  hyperme- 
tropia,  and  in  the  absolute,  is  liable  to  be  mistaken  for  myopia 
complicated  with  amblyopia.  Small  print  cannot  be  read,  hence  the 
appearance  of  impaired  vision,  and  larger  print  can  be  read  only  when 
it  is  held  close  to  the  eyes  : hence  the  resemblance  to  myopia,  But 
there  are  the  following  differences  : Objects  at  a distance  can  be 
discerned  as  well  as  those  that  are  near,  and  print  placed  at  the 
distance  of  several  feet  can  be  seen  better  with  low  convex  lenses 
than  without  them. 

The  reason  that  print  is  seen  better  when  it  is  held  nearer  to  the 
eye  than  at  ordinary  reading  distance,  is  because  with  the  approach 
of  the  object  the  retinal  image  is  enlarged.  Besides,  with  the  approxi- 
mation of  it  to  the  eye,  the  greatest  amount  of  accommodation  is 
exercised  with  the  strongest  convergence.  The  pupil  contracts  and 
the  eyelids  are  partially  closed,  so  that  the  circles  of  dispersion  aie 
as  much  overcome  as  possible.  By  practice  also,  the  true  form  of 
objects  is  deduced  from  imperfect  retinal  images.  There  is  more  of 
this  than  credit  is  given  for  : the  remark  applies  to  myopia  as  well. 

Treatment . To  neutralise  the  optical  defects  by  proper  convex 
lenses,  and  to  prevent  the  ciliary  muscle  from  being  unduly  taxed,  is 
to  effect  all  that  can  be  accomplished ; but  this  must  be  well  done,  or 
the  eye  will  suffer  as  much  from  the  deficiency  of  the  assistance,  or 
the  surplusage,  as  if  it  were  used  unaided.  The  effects  likely  to 
accrue  to  the  eye  without  help  are,  deterioration  of  vision,  asthenopia, 

congestion  of  the  fundus,  and  squint.  _ . * 

The  defect  should  be  remedied  as  early  as  it  is  detected,  be  that  m 
youth  or  in  childhood.  Such  lenses  should  be  adapted  as  will,  so  far 
as  it  is  possible,  enable  the  wearer  to  see  objects  as  well  as  they  can 
be  seen  by  the  normal  eye,  with  the  same  amount  of  accommodation. 
Yet  it  must  be  remembered  that  under  no  condition  can  the  hyper- 
metropic eye  equal  a normal  one  in  full  power,  because  of  loss  of 
acuteness  of  sight,  or  deterioration  of  adjustment,  or  the  slig  1 
unavoidable  defects  attaching  to  the  use  of  lenses.  _ 1 

Theoretical  rules  for  selecting  the  value  of.  the  lequire  en®es 
worse  than  useless.  There  are  too  many  disturbing  cn’cums 
optically  and  vitally,  and  too  much  variation  in  the  quality  of  the 
sight  of  persons,  to  admit  of  the  application  of  scales  an  aits. 
Actual  trial  must  be  made  after  such  a manner  as  I have  s own 

for  assisting  the  myopic  eye.  . . . 

jn  low  hypermetropia,  where  as  yet  the  near  point  is  wit  Inn  le 

normal  range,  and  the  acuteness  of  vision  is  maintained  by  forced 
adjustment,  and  fatigue  ensues  only  when  reading,  and  exceptionally 
when  looking  long  at  more  distant  objects,  with  little  or  no  alteration 
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in  the  range  of  accommodation,  I should  experimentally  supply 
lenses  of  the  value  of  -o'T  inches.  A sufficient  trial  can  he  made  only 
by  the  patient  at  his  own  house,  and  on  several  long  occasions. 
According  to  his  report,  whether  these  lenses  be  sufficient  or  not, 
am  I guided  in  what  should  be  done.  If  the  fatigue  be  removed  the 
lens  will  do,  or  even  a lower  power  may  suffice ; if  not,  one  of  a 
higher  power  is  required.  Here  one  set  of  lenses  will  generally 
suffice.  Although  a very  low  power,  say  or  y^,  would  assist  the 
eyes  for  prolonged  use  in  distant  sight,  unless  such  use  be  demanded, 
the  hypermetropic  person  will  get  on  sufficiently  well,  and  be  quite 
satisfied  without  the  assistance.  A late  patient  of  mine,  set.  32,  whose 
near  and  far  points  were  normal,  and  whose  acuteness  of  sight  was 
unimpaired,  but  who  suffered  very  much  pain  from  forced  adjustment 
for  reading,  and  even  for  looking  at  pictures,  or  any  distant  things 
intently,  happily  found  that  after  she  had  taken  to  lenses  of  for 
reading,  the  eyes  were  not  fatigued  as  formerly  by  attending  picture 
galleries,  &c. 

In  medium  and  high  hypermetropia  only  the  manifest  hypermetropia 
should  at  first  be  neutralised.  If  the  latent  also  is  neutralised,  or,  in 
other  words,  the  total  hypermetropia,  the  effect  on  the  patient  will  be 
painful  and  insupportable.  Lenses  of  lower  powers  should  therefore 
first  be  used,  and  afterwards  higher  ones.  The  latent  hypermetropia 
will,  in  ad  probability,  become  manifest  when  the  strain  is  taken 
off.  The  habit  of  forced  accommodation  cannot  be  laid  aside 
abruptly,  and  by  using  such  lenses  at  once  as  might  ultimately  be 
required,  we  # confer  on  the  patient  an  excess  of  refractive  power,  and 
practically  render  him  myopic.  The  habit  of  instinctive  accommodation 
is  overcome  much  more  rapidly  by  some  persons  than  others,  but 
several  changes  are  generally  necessary,  and  some  time  must  elapse 
before  the  lens  which  neutralises  the  total  hypermetropia  can  be  worn 
with  comfort.  Here,  most  persons  will  require  two  lenses,  the  one 

for  near  vision,  the  other  for  far,  if  clear  distant  sight  be  a 
necessity. 

Where  the  hypermetropia  is  of  the  highest  type  the  near  point  will 
have  receded,  the  range  of  accommodation  will  have  been  reduced, 
and  in  an  adult  some  loss  of  the  acuteness  of  vision  will  have  taken 
place.  Two  sets  of  lenses  are  now  wanted,  the  one  for  reading  and  close 
work,  the  other  for  distant  sight.  The  selection  ofttimes  is  an  easy 
matter  The  first,  the  high  power,  must  be  chosen  by  trial  with  a test 
prmt.  I select  that  which  will  enable  the  smallest  print,  or  the  seoond, 
nr  , to  be  load  at  the  distance  that  a normal  eye  at  the  same 
g SGG  a ■distance  that  would  be  called  an  easy  reading 

n ,e  G'Gn  01  twelve  inches  from  the  eye.  According  therefore  to  the 
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ago  of  the  patient  and  the  requirements  of  his  eyes  should  the  lenses 
he  chosen.  The  second  I choose  also  by  large  test  print  placed  at  fifteen 
or  sixteen  feet,  or  farther  away,  from  the  eye.  The  size  of  the  print 
for  this  must  depend  on  many  things,  the  patient’s  age,  range  of 
accommodation,  acuteness  of  vision,  for  which  no  written  rules  can 
be  given ; how  to  do  it  must  be  learnt  practically.  As  each  power 
of  a lens  can  confer  only  a definite  assistance  to  the  patient,  that  lens 
must  be  selected  which  will  meet  the  demands  of  the  eye.  A e may 
adjust  for  seeing  certain  print  at  the  length  ol  a room,  but  our 
patient  may  need  it  for  seeing  at  a hundred  yards  off.  It  so  happens 
that  we  must  learn  what  our  patient  wauts. 

When  the  liypermetropia  increases,  as  is  commonly  the  case  in  old 
age,  lenses  of  higher  and  higher  values  must  be  employed  .Some- 
times a strong  reading  hand-glass  must  be  resorted  to. 

When  there  is  a disparity  in  the  powers  of  the  hypermetropic  eyes, 
but  the  two  are  yet  used  for  binocular  vision,  the  lenses  should  be 
chosen  according  to  that  eye  which  has  the  greatest  range  of  accom- 
modation, which  sees  best  near  and  far. 

ASTHENOPIA. 

This  may  be  defined  to  be  inability  to  maintain  the  adjustment  of  the 
eye  for  short  distances,  for  a sufficient  period  without  fatigue. 

There  are  not  any  objective'  signs.  The  eyeballs  look  healthy. 
Tlieir  associated  movements  are  natural,  and  their  converging  power 

is  unimpaired.  _ _ . 

Subjective  symptoms.  Fatigue  of  sight  from  rapid  exhaustion  of 
the  muscle  of  accommodation  during  close  use  of  the  eyes,  that  is, 
when  the  smallness  of  objects  demands  close  approximation  of  the 
eyes,  as,  for  instance,  in  reading,  or  doing  needlework,  or  perhaps  m 
writing,  especially  by  insufficient  light,  or  by  artificial  light.  The 
fatigued  muscle  relaxes,  and  the  convexity  of  the  crystalline  lens 
decreases,  and  objects  being  seen  in  increasing  circles  of  clispeision, 
vision  is  indistinct  and  confused,  and  a feeling  of  fatigue  of  the  03  es 
with  tension  follows.  Close  vision  cannot  be  maintained,  lhe 
sufferer  soon  learns  that  he  can  recover  his  sight  by  closing  his  eyes  • 
and  rubbing  them,  but  he  is  unaware  that  it  is  by  the  pause  and  rest 
to  the  ciliary  muscle,  however  short,  .that  he  obtains  the  relief.  The 
eyes  can  be  used  by  repeated  pauses,  and  the  longer  they  rest  the  * 
longer  also  is  the  time  of  their  uninterrupted  employment.  After 
a while,  ranging  from  weeks  to  months,  the  retina,  which  has  been 
called  on  for  extra  work  and  definition  on  account  ol  the  defective 
refraction,  gets  fatigued,  and  objects  seem  to  swim  before  the  eyes  • 
whenever’  near  work  is  done.  At  last  symptoms  of  vascular  and 
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nervous  irritation  appear,  which  increase  during  a straining  effort  to 
see.  The  first  makes  itself*  felt  as  pressure  and  fulness  in  the  eye  ; 
the  second  as  tension  and  pain  in  the  forehead.  Sometimes  the 
pupils  become  contracted  and  the  conjunctiva  reddened.  These 
symptoms  are  quite  compatible  with  temporary  acuteness  of  vision. 

Asthenopic  eyes  seldom  tire  when  employed  on  objects  beyond  a 
range  of  twenty  or  twenty-four  inches,  unless  the  asthenopia  be  in  an 
extreme  degree,  when  vision  even  at  an  infinite  distance  cannot  be  long 
exercised  without  fatigue.  Where  the  hypermetropia  is  well  marked 
the  asthenopia  would  be  always  apparent,  if  an  attempt  were  made  to 
accommodate  the  eye  accurately  for  objects  at  a long  distance  and  for 
a long  time. 

The  chief  cause  of  asthenopia  is  a hypermetropic  formation  of  the 
eye.  There  is,  therefore,  a close  relationship  between  the  two  affections. 
In  the  pure  forms  of  asthenopia  I believe  that  hypermetropia  is  never 
absent.  Most  persons  with  severe  asthenopia,  of  whom  I make  inquiry, 
tell  me  that  some  defect  of  vision  evidentl3r  existed  in  childhood  dining 
their  earliest  educational  period,  which  prevented  their  reading  small 
print  quickly,  and  that  the  deficiency  was  attributed  to  inattention  or 
dullness.  At  such  time  it  was  probably  the  hypermetropia  that  most 
troubled  them. 

Asthenopia  then  arises  from  want  of  sufficient  refraction  in  the 
eyeball.  Fatigue  of  the  ciliary  muscle  is  produced  in  the  attempt  to 
keep  up  the  required  focus,  and  such  fatigue  is  but  a symptom  of  the 
affection,  and  not  the  affection  itself.  I will  explain  this  more  fully. 

Condition  under  which  asthenopia  occurs.  In  the  emmetropic  eye, 
the  accommodation  for  different  distances  which  is  alfected  by  the 
muscular  system  of  accommodation'  does  not  produce  fatigue.  The 
asthenopic  eye,  being  originally  defective  in  refraction,  exerts  extra- 
ordinary tension  of  accommodation  for  all  close  work,  and  at  first 
overcomes  the  hypermetropia.  With  an  increase  of  age  the  accommo- 
dation diminishes,  and  the  fatigue  is  first  felt  when  there  is  insufficient 
light,  or  by  artificial  light.  The  symptoms  mostly  appear  from  the 
twentieth  to  the  twenty-fifth  year  of  age.  The  fatigue  is  that  of  the 
muscle  of  accommodation. 

The  period  of  the  development  of  asthenopia  depends  chiefly  on  the 
degree  of  the  existing  hypermetropia  : the  higher  that  degree  the 
earlier  is  the  asthenopia  noticed.  This  accounts  for  the  occasional 
development  of  asthenopia  at  the  early  age  of  ten. 

Occupation,  too,  has  its  influence.  In  those  employments  where 
there  is  long-continued  application  of  the  eyes,  with,  of  course, 
tension  of  accommodation,  especially  by  insufficient  light,  tho  affec- 
tion appears  the  earlier. 
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Asthenopia  must  not  be  confounded  with  presbyopia.  In  astlienopia  acute 
vision  is  effected  only  by  special  effort  of  the  power  of  accommodation, 
whether  the  object  be  at  ten  or  twenty  inches.  In  the  commencement 
of  presbyopia  in  an  emmetropic  eye,  although  acute  vision  at  eight  or 
ten  inches  is  impossible,  at  twelve  or  sixteen  inches  it  can  be  exercised 
without  any  special  exertion,  and  at  a great  distance,  a convex  lens 
of  the  lowest  power  blurrs  the  object.  The  hypermetropic  eye,  there- 
fore, is  not  benefited  by  removing  the  object  a little  farther,  while 
the  presbyopic  by  such  an  act  is  greatly  benefited.  The  former  is 
soon  obliged  to  cease  working,  while  the  latter  can  work  provided 
the  visual  angle  at  the  distance  of  sixteen  inches  be  not  too  small. 
Far  advanced  presbyopia  in  the  aged  is  more  like  hypermetropia, 
because  convex  glasses  are  required  for  seeing  objects  around 
distinctly.  But  there  is  still  the  difference  that  in  it,  however  much 
the  eyes  may  be  exercised  with  their  imperfect  vision,  they  do  not 
fatigue  when  lenses  are  not  used. 

There  is  some  chance  of  confounding  asthenopia  with  the  incon- 
venience felt  on  continued  exertion  of  the  eyes,  in  consequence  ot 
irritation  of.  the  internal  ocular  tunics,  as  in  the  congestion  of  myopia 
and  in  some  affections  of  the  retina  and  of  the  choroid,  especially 
when  patients  do  not  describe  their  symptoms  accurately. 

I am  always  on  my  guard  to  prevent  a mistake.  Here  there  is 
no  asthenopic  fatigue  in  reading,  and  the  print  does  not  become  dim, 
but  after  a time  so  much  discomfort  or  pain  sets  in  that  the  eyes  must 
be  rested.  I find  that  the  quickest  way  of  making  a diagnosis  is  to 
describe  both  affections  slowly  and  clearly  to  the  patient,  and  to  let 

him  say  which  of  them  he  suffers  from. 

Asthenopia  and  hypersemia  of  the  optic  disc,  and  of  the  retina,  are 

often  combined. 

Treatment.  This  consists  in  the  use  of  suitable  convex  lenses  as 
spectacles,  and  the  proper  value  of  these  can  be  learned  only  by 
experiment  in  each  individual  instance.  "Where  the  hypermetropia 
is  slight,  the  accommodation  good,  and  the  acuteness  of  vision  noirnal, 
conditions  met  with  only  in  youth,  I order  lenses  of  a low  value,  say 
■ji—j  J-j  or  •jJp-  inches,  in  spectacles.  I direct  them  to  be  worn  alway  s 
for  close  work,  but  not  for  a longer  period  than  an  hour  without 
resting  the  eyes,  and  request  my  patient  to  make  a visit  to  me  in 
a week.  At  first  the  lenses  are  apt  to  produce  a sense  of  discon ltoit, 
and  the  patient  declares  that  they  will  never  suit  him.  . Apart  from 
any  misapplication  of  the  necessary  lens  power,  this  arises  from  the 
eyes  still  keeping  up  the  undue  effort  of  accommodation.  Rest  to  the 
eyes  from  all  close  work  for  several  days  is  then  necessary. 

Where  there  is  high  hypermetropia  there  will  be  in  all  probability 
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the  loss  of  acuteness  of  vision,  with  much  receding  of  the  near  point. 
I select,  therefore,  such  lenses  as  will  enable  the  smallest  point  on  my 
test-page  to  be  read  as  close  to  the  eye  as  nine  or  ten  inches,  and 
order  them  to  be  worn  for  a week  under  the  conditions  above 
expressed. 

If  the  selected  lenses  be  of  sufficient  power  the  asthenopia  will  be 
removed,  and  the  fatigue  on  using  the  eyes  will  not  return.  But  an 
asthenopic  eye  cannot  be  worked,  like  an  emmetropic  one,  without 
feeling  distressed.  No  matter  however  well  the  defective  refraction 
be  compensated  for,  the  eyes  can  never  be  brought  up  to  a natural 
standard.  An  emmetropic  eye  will  grow  weary  after  prolonged  use. 
An  asthenopic  one  is  not  fit  for  more  work  than  half  of  what  a 
healthy  one  is  good  for. 

If  the  lenses  be  insufficient,  the  asthenopic  symptom  of  fatigue 
will  most  certainly  return,  although  it  may  be  not  so  soon  as 
formerly.  Most  probably  it  will  now  be  found  that  the  near  point 
of  binocular  vision  for  reading  or  working,  as  defined  by  the 
lenses,  is  too  far  from  the  eyes.  The  insufficiency  must  be  met  by 
farther  experiments  with  higher  lenses,  till  the  proper  power  is 
selected. 

But  the  lenses  may  be  too  high,  and  this  is  declared  in  the  necessity 
for  holding  the  object  to  be  looked  at  too  near  to  the  eye,  whereby  a 
sense  of  discomfort  is  occasioned,  which  is  called  muscular  asthenopia. 
The  remedy  is  to  resort  to  much  weaker  lenses,  just  sufficient  to  reduce 
the  asthenopia. 

As  soon  as  the  senile  changes  of  the  eyes  appear,  the  power  of  the 
lenses  must  be  increased.  It  is  a groundless  fear,  often  expressed  by 
patients,  that  the  demand  for  higher  lenses  will  be  greater  than  can 
be  supplied.  I am  frequently  obliged  to  give  assurance  of  this,  and 
to  reiterate  it.  Again  and  again  patients  come  to  me  merely  to  be 
reassured.  Those  who  are  troubled  with  muscie,  generally  have  the 
greatest  dread  of  blindness.  Nothing  that  may  be  said  can  subdue 
the  dreadful  apprehension  of  some  people. 

I am  well  aware  that  asthenopia  is  classed  by  some  surgeons  under 
two  forms,  the  accommodative  and  the  muscular.  The  first  is  that 
which  I have  treated  of.  The  second  is  named  the  muscular  form, 
attributed  to  relative  or  absolute  deficiency  of  power  in  the  internal 
recti  muscles,  whereby  they  cannot  maintain  proper  convergence  for 
. near  sight.  I do  not  recognise  this  as  asthenopia,  and  I have  considered 
the  so-called  insufficiency  of  the  recti  muscles,  but  which  I believe  to 
be  partial  paralysis,  in  the  chapter  on  “Paralysis  of  the  Muscles  of  the 
Eye,”  and  in  that  on  “ Squint.” 
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MYOPIA,  OR  SHORT-SIGHTEDNESS. 

In  myopia , distant  or  parallel  rays  of  light  are  brought  to  a 
focus  before  they  reach  the  retina,  and  the  image  which  is  formed  on 
the  retina  is  blurred  and  indistinct.  Only  divergent  rays,  that  is, 
rays  coming  from  near  objects,  are  accurately  focused  on  the  retina. 
A B,  Fig.  193,  is  a diagram  of  a myopic  eye. 

Fig.  193. 
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The  dotted  semicircle  represents  the  outline  of  a normal  eye. 
Parallel  rays  are  meant  to  be  shown  by  the  parallel  and  dotted  lines. 
These  meet  at  x'  the  focus  of  the  refracting  or  dioptric  media,  and 
which  is  the  position  of  the  retina  of  an  emmetropic  eye.  In  the 
elongated  myopic  eye  the  rays  cross  and  re-diverge  after  they  are 
focused,  and  therefore  form  a circle  of  dispersion,  y,  x,  z on  the 
myopic  retina. 

The  diverging  lines  are  intended  to  show  the  manner  in  which 
rays  are  returned  from  the  myopic  retina.  Being’  reflected  out  of 
the  eye  from  a given  point,  say  at  x,  they  proceed  at  a smallei  angle 
of  divergence  than  in  a normal  eye ; and  as  the  dioptric  media  are 
normal,  they  are  the  quicker  brought  together,  and  they  issue  loith 
in  sharp  convergence. 

While,  therefore,  the  myopic  eye  can  see  near  objects,  it  cannot  see 
distant  ones  well  without  optical  assistance. 

The  myopic  far-point  is  always  at  a definite  distance.  In  excep- 
tionally high  cases  it  may  be  within  a few  inches  of  the  cornea,  dhe 
near  point  bears  a proportion  to  the  far.  The  lower  the  grade  of  the 
myopia,  the  farther  will  be  the  former,  and  the  farther  also  the  latter. 
When  the  far  point  is  very  close  to  the  eye,  there  is  little  difference  in 
the  distance  between  it  and  the  near  point.  In  such  instances  there 
is  scarcely  any  power  of  accommodation,  or  not  any. 

■ A person  with  normal  eyes  will  understand  the  state  of  vision  in 
shortsightedness  by  looking  at  a landscape  through  convex  lenses. 
The  experiment  may  be  made  more  interesting  by  Bis  holding  before 
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such  lenses  concave  ones  of  equal  value.  The  artificial  myopia  will 
then  he  removed,  and  the  eyes  will  see  as  usual. 

A necessity  at  once  arises,  for  the  sake  of  description,  for  artificially 
classifying  myopia  according  to  the  position  of  the  far  point.  Three 
grades  will  suffice.  The  low,  is  recognised  where  the  far  point  is 
at  twenty  inches;  the  medium,  where  it  is  at  ten  inches;  the  high, 
where  it  is  at  five  inches,  and  upwards  ; usually  expressed  by  the 
values  of  the  respective  reducing  lenses,  as  myopia  of  T'¥,  and  4-. 

General  state  of  vision.  In  low  myopia  remote  vision  may  be  so 
little  affected  that  the  presence  of  the  defect  may  not  be  felt.  Near 
things  are  seen  as  distinctly  as  by  persons  with  normal  vision,  with 
much  less  strain,  and  therefore  less  fatigue.  And  low  myopias  have 
a range  of  accommodation  equal  to  that  of  emmetropics.  Even  with 
myopia  of  -jA,  most  kinds  of  work  can  be  done  with  the  naked  eye. 

In  high  myopia  there  may  be  simple  increase  or  intensity  in  the 
defect  of  sight,  the  far  point  shortening,  without  any  disturbance  or 
derangement  of  vision,  but  only  discomfort ; but  usually  the  acute- 
ness of  vision  suffers,  because  there  is  so  commonly  associated  some 
pathological  change  in  the  fundus  of  the  eye-ball,  by  which  minute 
objects  cannot  be  seen.  Then  the  range  of  accommodation  is  very 
limited,  or  nearly  lost.  Besides,  when  the  eyes  are  used  for  binocular 
vision  there  must  be  great  convergence,  an  act  which  causes  strain  of 
accommodation . 

The  diagnosis  of  myopia  is  generally  easy.  The  myopic  person  sees 
near  things  distinctly,  but  distant  objects  appear  indistinct,  unless 
they  are  looked  at  through  a suitable  concave  lens. 

To  determine  the  question  of  the  existence  of  the  defect,  test  print 
should  be  employed.  If  numbers  one,  two,  three,  or  four  can  be  read, 
and  if  print  of  double  the  size  cannot  be  read  at  double  the  distance 


at  which  the  first  was  discernible,  myopia  must  be  suspected.  The 
distance  at  which  a person  with  medium  or  high  myopia  usually  reads 
a book  in  small  type  nearly  expresses  his  far  point  of  clear  vision. 

I he  next  step  of  inquiry  in  a case  is  to  apply  a convex  lens.  The 
print  should  be  held  just  beyond  the  range  of  the  patient’s  vision,  and 
if  this  be  six,  eight,  ten,  or  twenty  inches,  a convex  lens  of  4-,  or  4-  or 

TV,  or  inches  power  should  be  tried,  and  if  vision  be  'improved 
myopia  is  certainly  present. 

The  degree  of  myopia  may  now  be  found.  If  there  be  disparity 
between  the  eyes,  that  eye  should  be  tried  which  is  generally  used. 
If  there  be  none,  the  two  should  be  tested  together.  Without  a 
change  of  position  the  print  should  be  looked  at  with  lenses  of  lower 
and  higher  powers,  to  ascertain  what  is  required  to  give  the  most  dis- 
oung  persons  possess  a maximum  accommodation, 
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and  are  apt  to  select  lenses  which  are  too  high.  During  the  exami- 
nation the  eyelids  must  not  he  partially  closed,  as  is  the  habit  with 
myopic  persons  when  looking  at  a distance,  for  the  purpose  of  some- 
what covering  the  pupil,  to  cut  off  some  of  the  lateral  rays  of  light, 
and  thus  diminish  the  circles  of  dispersion  which  are  formed  on  the 
retina.  The  less  the  degree  of  the  myopia  the  farther  must  the 
print  be  placed  from  the  eyes,  and  therefore  the  larger  must  it  be. 

We  must  guard,  however,  against  hastily  concluding  that  a person 
is  short-sighted  simply  because  lie  brings  objects  close  to  his  eyes, 
for  this  is  done  in  many  cases  of  amblyopia  from  various  causes. 

The  accommodation  of  the  myopic  eye  is  the  same  as  that  of  the 
normal  eye  at  corresponding  periods  of  life,  excepting  in  high  degrees, 
when  it  is  less,  or  even  nearly  absent. 

Myopia  can  also  farther  be  diagnosed  by  means  of  the  ophthalmo- 
scope. For  this  purpose  the  direct  method  ought  first  to  be  employed, 
by  which  is  meant  that  the  mirror  alone  is  to  be  used,  without  the 
convex  or  object  lens.  High  myopia  is  at  once  detected.  The  image 
is  formed  a few  inches  in  front  of  the  cornea,  and  is  apparent  to  the 
examiner  a few  inches  farther  off.  The  peculiarity  consists  in  the 
close  proximity  of  the  eyes  of  the  observer  and  the  observed,  and  it 
is  called  the  myopic  refraction.  It  is  in  marked  contrast  to  hyper- 
metropic refraction,  in  which  the  eyes  are  very  far  apart.  A clear 
and  enlarged  view  of  the  fundus  is  thus  obtained.  The  optic  disc  is 
particularly  wrell  seen. 

The  indirect  method  of  examination  has  its  advantages.  With  it 
the  image  is  reversed;  it  is  inverted  and  virtual.  This  is  fully 
explained  in  the  chapter  on  the  Ophthalmoscope.  If  we  fix  our  eye 
on  one  of  the  retinal  vessels,  and  then  move  our  head  slightly  from 
side  to  side,  they  will  seem  to  move  in  an  opposite  direction.  After 
the  fundus  has  been  focused,  the  degree  or  intensity  of  the  myopia 
may  be  judged  of  by  the  quickness  with  which  the  focus  is  got,  as 
the  opthalmoscope  is  carried  towards  the  eye.  This  is  a useful  test 
in  cases  of  simulated  myopia,  which  sometimes  occur  in  the  practice 
of  military  surgeons.  The  absence  of  such  effects  proves  the  absence 
of  myopia. 

The  myopic  refraction,  as  seen  by  the  direct  method,  will  be  the 
better  understood  if  it  be  contrasted  with  the  indirect,  by  which  the 
parts  will  appear  smaller. 

In  medium  and  low  grades  of  myopia  the  ophthalmoscopic  test 
is  less  applicable.  The  image  is  formed  farther  off,  and  is  not  so 
bright.  The  examiner  must  be  farther ; the  fundus  is  less  illuminated. 
Besides,  if  the  pupil  is  small,  but  a portion  only  of  the  retina  may 

be  seen. 
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Causes.  It  is  a most  uncommon  occurrence  for  myopia  to  appear 
after  the  fifteenth  year  of  age,  and  it  is  never  acquired  after  the 
twentieth  in  eyes  that  are  normal.  In  the  supposed  exceptions  the 
primitive  errors  in  refraction  have  been  overlooked,  and  the  effects 
have  not  been  detected  till  the  defect  was  progressing. 

The  hypermetropic  eye  never  becomes  myopic. 

The  predisposition  to  myopia  is  almost  invariably  congenital  and 
hereditary.  Having  once  occurred  it  is  liable  to  be  transmitted  to 
progeny,  and  under  fresh  exciting  causes  it  is  more  and  more 
developed,  and  more  surely  hereditary.  Children  of  highly  myopic 
parents  can  hardly  escape  the  defect. 

Whether  myopia  ever  exists,  without  hereditary  influence  or 
exciting  causes,  as  an  error  in  development,  is  a question  which  forces 
itself  on  attention.  Whilst  no  one  can  undertake  to  say  that  it 
never  has  such  an  origin,  all  observation  tends  to  throw  doubt  on 
it,  and  to  induce  the  belief  of  an  acquired  origin,  the  result  of  eye 
straining  during  education.  As  so  arising,  it  must  be  introduced 
before  adult  age.  Yet  the  acquirement  is  rare,  while  the  trans- 
mission is  common. 

There  is  no  longer  any  doubt  about  the  nature  of  this  optical 
defect.  The  old  idea  of  the  refractive  power  of  the  eye  being  in 
excess  is  quite  exploded!  Now,  the  doctrine  of  the  too  great  length 
of  the  antero-posterior  axis  of  the  eyeball,  is  that  which  is  received, 
and  is  unquestionably  the  correct  one.  How  this  comes  about  is  thus 
explained  by  Bonders,  whose  theory  stands  almost  unquestioned. 
He  ascribes  it  to  tension  of  the  eye,  which  is  inseparable  from 
looking  at  near  objects.  The  close  approach  of  the  object  to 
the  eyes,  necessary  in  close  sight,  requires  the  constant  and 
strong  action  of  the  internal  recti  muscles  to  produce  that'  con- 
vergence of  the  optic  axes  which  is  requisite  to  bring  correspond- 
ing portions  of  the  retime  into  use.  The  muscular  pressure  thus 
exerted,  and  the  stooping  position  which  is  generally  an  accompani- 
ment, combine  to  cause  congestion  and  accumulation  of  blood  in  the 
internal  ocular  tissues,  which,  from  the  tension  thereby  induced, 
gradually  yield,  especially  in  the  direction  in  which  muscular  support 
is  deficient ; that  is  to  say,  directly  backwards.  The  eyeball  thus 
assumes  a more  or  less  oval  form ; the  choroid  and  the  sclerotica 
become  thinned  and  atrophied,  and  in  advanced  cases  may  bulge  so 
as  to  form  a posterior  staphyloma.  In  some  individuals,  when  the 
orbits  are  shallow,  and  the  myopia  considerable,  this  alteration  can 
be  distinctly  recognised,  if  the  eyeball  be  strongly  directed  inwards 
or  downwards.  In  connection  with  this  ascribed  cause  the  injurious 
effect  of  eye  work,  by  insufficient  light,  must  be  mentioned,  because 
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weak  illumination  renders  it  imperative  that  objects  should  he  closer 
to  the  eyes,  and  hence  the  stronger  convergence.  So  it  is  that  the 
same  causes  which  produce  the  myopia  are  very  favourable  to  its  farther 
development.  It  seems  that  the  worst  effect  is  noticed  in  hoarding 
schools,  where  the  pupils  read  in  the  evening  hy  weak  light,  and 
■write  with  pale  ink.  But  there  is  a predisposing  congenital  disposition 
of  the  parts  at  the  hack  of  the  eye,  hereditary,  no  doubt,  which  will 
he  noticed  under  the  head  of  the  pathological  states  of  the  myopic 
eye.  The  reason  given  why  watchmakers  and  others,  who  look  all 
day  through  a magnifying  glass,  and  stoop  so  as  to  approximate  the 
eye  and  the  object,  do  not  get  myopia,  is  because  they  only  use  one 
eye,  and  therefore  they  converge  hut  little,  or  not  at  all. 

Myopia  is  therefore  an  accompaniment  of  civilization,  being,  it  is 
said,  unknown  among  barbarous  nations.  It  is  so  far,  in  one  sense, 
respectable  to  be  myopic.  It  prevails  chiefly  among  the  cultivated 
classes,  who,  in  childhood  and  in  youth,  have  to  spend  many  con- 
tinuous hours  in  close  study.  It  is  rare  among  the  poorer  classes, 
and  of  these  the  inhabitants  of  towns,  as  might  be  expected,  from  the 
nature  of  the  occupations  in  which  many  of  them  are  engaged,  are 
more  liable  to  it  than  the  inhabitants  of  the  country. 

There  is  no  truth  in  the  constantly  repeated  assertion  that  the 
cornea  is  unduly  convex  in  myopia.  This  is  a convenient  theory, 
but  it  fails  to  stand  the  test  of  careful  examination.  From  a number 
of  accurate  observations  made  by  Donders,  with  the  ophthalmometer, 
he  arrived  at  the  unexpected  conclusion  that  the  cornea  in  such  cases 
is,  on  the  average,  actually  flatter  than  in  emmetropic  eyes ; and, 
farther,  that  in  the  most  myopic  persons  the  cornea  is  the  flattest. 
Similar  investigations  have  led  Professor  Helmholtz  to  form  the  same 
opinion. 

Development  and  progress.  In  congenital  myopia  the  symptoms 
maybe  sufficiently  marked  to  attract  attention  in  childhood.  I have 
seen  the  high  form  of  the  affection  in  a child  five  and  a half  } cam 
old.  This  boy  was  well  suited  with  the  power  of  his  father  s 
spectacles,  which  were  of  very  high  value.  Usually  there  is  no 
internal  evidence  of  anything  abnormal  till  perhaps  the  tenth  or 
the  fourteenth  year  of  age. 

Any  decided  decrease  in  the  far-point  is  due  to  the  addition  of 
staphyloma  posticum,  and  the  point  may  lessen  until  it  is  only 
three  or  two  inches  from  the  nose.  In  high  myopia,  there  is 
always  a tendency  to  such  implication,  and  it  occurs  generally  ia 
youth,  very  rarely  in  manhood.  Under  these  conditions,  the  power 
of  accommodation,  whatever  it  may  have  been,  is  nearly  lost. 

But  there  is  not  necessarily  an  onward  aggravation  of  the 
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symptoms.  They  may  stop  at  any  time.  Nor  is  the  progress 
regular.  It  is  often  irregular.  There  may  bo  an  arrest  of  the 
morbid  course,  ami  then  an  increase.  Sure  prognosis  is  therefore 
impossible,  and  all  that  can  be  said  is,  that  the  worst  is  to  be  feared 
if  the  staphyloma  be  large  and  progressive,  the  edge  of  the  crescent 
losing  its  definition,  being  blended  in  diffuse  atrophy,  or  if  it  be  of 
recent  formation,  and  if  there  be,  as  well,  inflammation**  of  the 
fundus.  Such  inflammation  is  very  threatening.  It  declares  itself 
in  cloudiness  of  sight,  with  other  deterioration  of  the  visual  power,  in 
intolerance  to  light,  in  tenderness  of  the  eyeball  when  pressed,  all 
of  which  are  produced  by  degeneration  of  the  internal  ocular  tissues, 
the  several  morbid  states  of  which  are  readily  seen  with  the  ophthal- 
moscope. 

In  the  advanced  examples  of  progressive  myopia,  in  which 
binocular  vision  is  yet  available,  there  is  much  forced  convergence 
of  the  eyeballs ; because  the  axis  of  vision  cuts  the  long  axis  of  the 
cornea  at  an  acute  angle,  or  cuts  the  cornea  at  a point  external  to  the 
centre  of  its  curve  ; and  this  may  be  to  such  a degree  as  to  make 
the  eyes  appear  to  squint.  The  tax  is  often  too  much  for  the 
internal  recti  muscles,  and  by  a sort  of  curative  influence  only  one 
eye  is  used,  and  the  other  involuntarily  turns  outwards,  thereby  pro- 
ducing external  squint.  But  relief  is-  given  to  the  eye  which  is 
straightened,  in  the  increase  of  the  far  point.  Very  near-sighted 
old  people  seldom  use  but  one  eye  for  near  vision,  and  almost 
always  the  same  eye.  The  neglect  of  the  one  eye  more  readily 
happens  when  there  is  disparity  in  the  focal  ranges. 

Low  degrees  of  myopia  may  not  increase,  indeed  they  generally 
remain  as  they  existed  at  adult  age,  where  the  occupation  does  not 
necessitate  use  of  the  eyes  for  close  work,  and  the  eyes  are  otherwise 
healthy. 

Myopia  undcryoes  modifications  from  aye.  This  has  not  escaped  the 
notice  of  all  classes  of  society,  and  some  of  the  effects  have  given 
rise  to  the  erroneous  popular  idea  that  nearsightedness  is  the  best 
kind  of  sight,  that  it  is  strong  sight.  What  a fallacy,  to  suppose 
that  a diseased  eye  is  better  than  a sound  one ! The  alterations  are 
merely  those  caused  by  senile  changes  in  the  lens  and  in  the  ciliary 
muscle.  They  are  most  developed  in  low,  but  slight  in  medium, 
and  not  at  all  in  high  myopia.  Some  loss  of  accommodation  is  first 
noticed.  The  near  point  has  receded.  It  may  so  happen  that  low 
convex  lenses  are  required  for  seeing  near  objects.  This  explains  the 
common  puzzle  that  the  same  eyes  sometimes  want  both  convex  and 
concave  lenses.  In  time  the  far  point  recedes. 

Myopic  eyes  may  be  dissimilar  in  their  refraction,  the  one  being  moro 
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nearsighted  than  the  other.  While  this  is  rare  in  low,  it  is  very 
common  in  high  myopia. 

One  eye  may  be  myopic,  and  its  fellow  normal,  or  presbyopic,  or 
hypermetropic. 

Binocular  vision  is  often  lost  in  ldgli  myopia.  This  is  owing  mostly 
to  the  unequal  vision  of  the  eyes,  the  disparity  above  spoken  of, 
in  consequence  of  which  one  eye  only  is  used.  But  it  may  be  lost 
without  any  visual  disparity,  and  through  paralysis  of  one  of  the 
internal  recti  muscles,  or  both  of  them,  by  which  squinting  is 
produced. 

Pathological  states  of  the  myopic  eye.  There  are  certain  morbid 
conditions  of  several  of  the  ocular  tissues  which  are  most  marked 
in  high  myopia ; less  in  the  medium  degree ; least,  and  sometimes 
not  at  all,  in  the  low  form. 

In  the  choroid  coat  the  most  palpable  changes  ensue.  The  membrane 
is  practically  atrophied  at  the  fundus  of  the  eye,  especially  in  the 
vicinity  of  the  optic  nerve,  and  for  the  most  part  on  its  outer  edge, 
constituting  the  so-called  myopic  crescent.  A circumscribed  form 
of  the  affection  is  frequently  in  association  with  thinning  of  the 
corresponding  portion  of  the  sclerotica,  a state  which  is  designated 
staphyloma  posticum.  Hence  it  is  that  the  terms  myopia  and 
staphyloma  posticum  are  often  used  synonymously.  I must  speak 
of  the  atrophy  in  detail. 

Myopic  crescent.  This  is  a cresentic,  strongly  reflecting  surface, 
mostly  existing  between  the  -outside  of  the  nerve  and  the  boundary 
of  the  pigment  of  the  choroid.  Fig.  194  is  a good  illustration. 


Fig.  194. 


c myopic  .crescent,  n,  termination  of  optic  nerve,  a,  the  disk,  a,  a,  retinal  arteries. 
v,  v,  retinal  veins. 
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In  its  development  it  acquires  a paler  shade  than  the  rest  of  the 
choroid,  and  at  first  the  larger  choroidal  vessels,  extending  across  it, 
in  a horizontal  or  radiating  direction,  are  frequently  seen  with 
unnatural  clearness.  They  seem  more  numerous  than  natural, 
because  the  smallest  of  them  are  seeu  against  the  white  ground. 
Between  the  straightened  vessels,  the  remaining  pigment  in  the 
stroma  appears  as  small  oblong  brownish-grey  spots,  and  the  choroid 
capillaries  seem  no  longer  to  carry  blood.  The  atrophied  place 
now  looks  grey  or  marbled,  and  at  last  white,  reflecting  with  greater 
power  than  the  nerve  surface  itself,  although  the  latter  has  also 
become  whiter.  Sometimes,  especially  near  the  margin,  some  darker 
pigment  spots,  pigmented  epithelium,  resembling  those  in  the  adjoin- 
ing red  tissue,  remain  in  the  ati’ophied  place.  Occasionally  it  is 
much  excavated  ; this  is  apparent  by  the  curve  in  the  retinal  vessels 
on  its  outer  margin.  The  crescent  is  therefore  caused  by  the 
sclerotica  going  through  the  atrophied  choroid.  The  stroma 
pigment  in  the  intervascular  spaces  is  diminished,  and  the  epithe- 
lium of  the  pigment  cells  is  reduced. 

So  far  the  term  crescent  applies,  but  there  are  varieties  in.  this  form 
of  the  atrophy.  The  degeneration  may  pass  in  a diffuse  manner,  and 
without  boundary,  into  the  normal  tissue.  It  may  be  so  slight, 
whether  diffuse  or  defined,  as  to  be  only  just  noticeable.  It  may  be 
semi-annular,  and  the  longer  it  is,  the  broader  it  also  is.  It  may 
be  annular,  completely  encircling  the  disk,  in  which  case  it  is  always 
broader  on  the  outer  than  on  the  inner  side,  where  it  is  often 
narrower  than  above  and  below.  It  may  be  bounded  very  irreg’u- 
larly,  being  ramified.  Or  it  may  stand  as  an  isolated  spot,  a little 
separated  from  the  disk.  Where  it  is  large  enough  to  be  called 
extensive,  other  parts  of  the  choroid  are  generally  diseased. 

Low  myopia  may  exist  in  young  persons  without  the  atrophy, 
although  it  is  rarely  absent  at  the  fortieth  year.  The  higher  the 
myopia,  the  more  surely  and  earlier  is  the  atrophy  present. 

It  will  be  more  convenient  to  show  how  the  crescent  is  formed 
when  I am  describing  staphyloma  posticum. 

The  disk.  In  high  degrees  of  myopia,  this  undergoes  a partly 
apparent,  and  a partly  true,  change  of  form.  Respecting  the  first 
the  horizontal  diameter  often  seems  comparatively  smaller.  Respect- 
mg  the  second,  where  the  choroidal  atrophy  is  external,  the  greatest 
diameter  is  in  a direction  perpendicular  to  the  axis  of  such  atrophy 
in  young  myopic  persons  the  disk  is  particularly  red,  constituting 
capillary  hyperamiia.  In  other  respects  it  is  not  altered.  Later  in 
me,  in  high  degrees,  the  defect  is,  on  the  contrary,  in  general, 
iongly  reflecting.  Frequently,  it  is  partially  superficially  excavated, 
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with  a clearer  appearance  of  tho  more  superficially  situated  lamina 
crihrosa.  This  partial  implication,  when  shelving  into  the  staphy- 
loma, makes  the  disk  look  more  oval  than  it  is,  because  it  is  seen 
foreshortened,  hence  the  apparent,  or  deceptive  change  to  which  I 
have  alluded.  Or,  somewhat  excavated  over  the  whole  surface,  ap- 
parently atrophic,  and  sometimes  passing  into  the  strongly  reflecting 
atrophy,  without  any  marked  boundaries. 

It  is  difficult  to  form  an  estimate  of  the  exact  size  of  the  disc,  on 
account  of  the  very  complicated  influences  exercised  by  the  myopic 
refraction  on  the  magnitude  of  the  inverted  image. 

The  retina.  Tor  the  most  part,  this  coat  accommodates  itself  to 
the  posterior  enlargement  of  the  eyeball,  and  no  disturbance  to 
function  ensues.  But  a large  and  rapidly-forming  crescent  may  so 
influence  it  as  to  impair  sight.  I will  speak  of  some  of  the  morbi 

changes  which  may  ensue.  . 

Circumscribed  changes  in  the  yellow  spot , and.  in  the  fovea  centralis. 

These  interfere  with  direct  vision.  They  consist  exceptionally  of  an 
extension  of  atrophy  from  the  myopic  crescent,  or  of  independent 
spots  of  atrophy,  appearing  as  scattered  irregular  granular  pigment, 
sometimes  lying  on  oval  or  angular  bright  red  spots,  or  sometimes 
without  such  spots,  surrounded  by  diffuse  pigment.  Or,  as  c aiw 
groups  of  pigment  either  on  a white  ground,  or  alternating  with 
white  spots.  Or,  as  a single  sharp-defined  bluish  and  elevated  spot, 
which  has  probably  its  origin  in  extravasation  of  blood  _ 

The  retinal  vessels  are  seen  with  great  clearness  m high  myopia, 
and  particularly  over  the  crescent.  Their  straight  course  is  very 
characteristic,  and  is  due  to  the  stretching  of  the  return  m its  adapta- 
tion to  the  sclerotica.  The  calibre  of  the  vessels  is  scarcely  alte  . 

Other  changes , not  essentially  connected  with  myopia,  but  appeal- 
ingth  Ust  part  when  it  is  high,  consist  of  choroiditis  dissemi- 
nata, of  extravasated  blood  in  the  retina,  m one  or  more  spots  of 
detachment  of  the  retina  either  by  blood,  or  moie  o en y ser 
exudation.  Another  state,  which  I have  not  seen,  is  described as .a 
deposit  of  a grey,  moveable,  slender,  and  long  flake,  passing  fiom  the 

disc  into  the  vitreous  humour.  a , 

In  the  vitreous  humour,  when  it  becomes  fluid,  moveable  flakes  are 

The  lens  may  lose  its  transparency,  whereby  cataract  ensues,  and 

this  is  more  common  where  there  is  detachment  of  the  re  ina,  vi  1, 

or  without,  secondary  iritis.  . . . . , ■ 

Rfmhvloma  Posticiim.  Much  laborious  microscopic  investigation  has- 

Wn  bestowed  on  this  difficult  and  intricate  subject,  by  several  mos 
Worthy  and  scientific  labourers;  and  there  is  attached  to  .t  a 
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degree  of  pathological  and  practical  interest  which  is  not  inferior  to 
that  appertaining  to  any  of  the  abnormal  states  of  the  eye,  in 
association  with  the  defects  in  question. 

A preliminary  partial  anatomical  survey  of  the  region  of  the 
eyeball  which  receives  the  optic  nerve,  is  requisite  for  the  proper 
explaining  of  the  morbid  structural  changes  which  ensue.  A figure 
also,  after  Bonders,  will  afford  material  assistance.  To  Ed.  Jaeger 

especially  the  honour  is  due  for  working  out  this  subject  in  a series 
of  dissections. 


Fio.  195. 


Ihe  optic  nerve  lias  a double  fibrous  sheath,  an  outer  and  thicke 
one,  a,  which  becomes  identified  at  a'  with  the  sclerotica,  and  ai 
internal  and  thinner  one,  b,  which  accompanies  the  nerve  as  far  a; 
the  choroid  d,  and  externally  joins  it,  throwing  also  some  fibres  inti 
the  sclerotica  b ; while,  internally,  it  blends  with  the  lamina  crihrosi 

f:  Befws®?  the  two  &br0lls  sheaths,  a and  b,  is  the  connects 
tissue-sheath  c,  consisting  of  loose  connective  tissue,  which  passes 
close  to  the  lamina  cribrosa  c . 

r/ 

d 


I 190 ’lo^m  T»nat,°my  WU1  n°'V  L°  m°rC  roadily  “derstood.  F 
. ■ iiom  Ifondors,  represents  a section  of  the  region  with  wh 
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we  are  concerned,  of  an  eyeball  with  circular  staphyloma  posticurn. 
The  following  explanation  is  given. 

The  external  sheath  a,  escapes  near  the  sclerotica,  from  the  nerve. 
A small  part  a',  here  turns  inwards,  but  the  greatest  part  a",  inclines 
outwards  towards  the  sclerotica.  The  inner  sheath  b , continues 
closely  to  surround  the  nerve,  near  the  nerve-surface  /,  forms  the 
lamina  cribrosa,  and  now  passes  at  U outwards  into  the  sclerotica, 
running  to  meet  the  fasciculus  a , of  the  outer  sheath  turning  in- 
wards. This  thin  fasciculus,  a b,  bounds  the  loose-connected  tissue 
c,  which  at  c,  has  acquired  a great  breadth,  and  is  therefore  evidently 
very  much  extended.  The  sclerotica  consequently  here  consists 
almost  exclusively  of  a thin  fasciculus,  a b',  derived  from  the  two 
nerve-sheaths,  and  this  is  covered  anteriorly  by  the  completely 
atrophic  pigmentless  choroid  d'. 

The  following  explanation  of  the  development  of  the  staphyloma 
posticurn  1 accept. 

In  the  normal  eye,  the  sclerotica  near  the  optic  nerve,  especially  on 
the  outer  side,  possesses  its  least  power  of  resistance,  or,  in  other 
words,  is  most  extensible;  and  when  extension  occurs,  the  outer 
sheath  of  the  nerve  is  removed  from  the  nerve-substance,  while  the 
connective-tissue-sheath  is  extended  as  at  c\  b'  represents  the 
attenuated  sclerotica  in  front  of  the  sheath,  and  with  it,  the  stretched 
choroid  d\  and  a part  of  the  lamina  cribrosa.  With  such  changes, 
the  retina  must  rest  on  the  unsupported  sclerotica  and  choroid.  It  is 
only  in  a more  outward  direction,  that  the  external  sheath  of  the 
optic  nerve  a,  strengthens  the  sclerotica.  With  this  extension  the 
origin  of  the  myopic  crescent  seems  to  be  connected.  The  choroid  d', 
is  immediately  united  with  the  optic  nerve  through  the  nerve-fibies, 
and  mediately  through  the  connection  with  the  inner  sheath  of  the 
nerve. 

At  the  borders  of  this  attachment,  writes  Bonders,  “ its  vessels  cease  ; 
on  any  extension,  therefore,  obstruction  to  the  circulation  in  the 
extreme  terminations  of  the  chorio-capillaris  must  easily  arrive,  and 
thus  the  condition  for  incipient.  We  find  something  similar  in  the 
origin  of  emphysema  of  the  lungs  from  atrophy  oi  the  most  dis- 
tended pulmonary  vesicles,  which  thereby  also  finally  lose  both  their 
capillary  network  and  their  pigment.  Now,  if  the  excessive  exten- 
sion has  here  once  begun,  and  the  resistance  is  thus  diminished,  it  is 
more  unlikely  that  the  condition  should  become  stationary,  than  that 
it  should  be  progressively  developed ; and  it  actually  is  the  rule  that 
the  atrophy  of  choroid  advances  more  and  more,  without  the  visual 
axis  in  slight  degrees  of  staphyloma,  necessarily  becoming  persistently 
longer  and  longer.  The  extension  at  the  margin  of  the  optic  nerve 


MYOPIA. 


643 


takes  place  often  only  at  one  side,  and  indeed  principally  at  the  out- 
side, with  which  the  atrophic  crescent  keeps  pace  at  the  same  side. 
The  number  of  my  observations  is  not  sufficiently  great  to  enable  me 
to  form  a positive  opinion,  but  it  appears  to  me  very  likely  that,  if 
the  apex  of  the  staphyloma  falls  nearly  in  the  optic  nerve,  the  outer 
sheath  has  given  at  all  sides  of  the  nerve,  and  that  to  this  the 
annular  and  circular  atrophy  of  the  choroid  also  correspond.  If,  as 
is  usually  the  case,  the  apex  of  the  staphyloma  is  situated  at  the 
outside  of  the  optic  nerve,  atrophy  of  the  choroid  is  also  found 
especially  at  this  side ; and  even  the  fact,  that  the  yellow  spot,  to 
which  the  apex  of  the  staphyloma  often  corresponds,  is  situated  at 
the  outside  of  and  a little  beneath  the  nerve  surface,  and  that  the  axis 
of  the  atrophic  crescent  usually  extends  in  this  same  direction,  indi- 
cates most  distinctly  that  there  is  a connection  between  the  apex  in 
question  and  the  direction  in  which  the  atrophy  of  the  choroid 
advances.  Whether  the  sharply-defined  atrophy  of  the  choroid  does 
not  reach  farther  than  over  the  extended  connective  tissue  b',  I cannot 
decide.”  Again,  “ In  the  ordinary  cases,  when  the  optic  nerve  does 
not  lie  in  the  apex  of  the  staphyloma,  it  may  be  a question,  whether 
the  extension  does  not  commence  rather  in  the  region  of  the  yellow 
spot,  and  only  secondarily  become  communicated  to  the  outside  of  the 
optic  nerve.  This  view  is  the  more  admissible,  not  only  because  by 
it  the  position  of  the  optic  nerve  at  the  inside  of  the  ellipsoid  would 
be  explained,  but  also  because  in  very  young  persons,  with  com- 
paratively high  degrees  of  myopia,  the  crescentic  atrophy  of  the 
■ choroid  is  still  often  absent,  or  at  least  is  very  slight.  We  can  also 
very  easily  imagine  how  extension  in  the  region  of  the  yellow  spot 
gives  rise  to  the  atrophy.  In  the  yellow  spot  the  choroid,  which  here 
abounds  in  pigment,  is  more  intimately  connected  with  the  sclerotica. 
If  the  membranes  here  give  way  backwards,  the  extension  will  be 
equal  on  all  sides,  and  the  choroid  will,  moreover,  the  more  easily 
maintain  its  connection  with  the  sclerotica  because  precisely  here  it  is 
more  intimately  connected  with  it.” 

The  anatomical  changes  which  ensue  in  staphyloma  posticum,  are 
attended  by  an  alteration  in  the  form  of  the  posterior  part  of  the 
eyeball.  The  actual  figure  will  depend  on  the  form,  the  extent,  and 
the  position  of  the  myopic  crescent.  Where  the  staphyloma  is 
extensive,  the  polar  portion  of  the  sclerotica  is  flattened.  Sometimes 
the  sclerotica  becomes  pointed,  the  eyeball  running  to  a point  at  the 
optic  nerve.  Sometimes  it  bulges  on  both  sides  of  the  optic  nerve. 
The  relative  positions  of  the  optic  and  the  corneal  axes  therefore 
vary  much.  This  stretching  of  the  sclerotica  produces  the  bluish  ap- 
pearance which  is  so  characteristic  of  ordinary  staphyloma  sclerotica. 
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The  development  of  the  staphyloma  always  increases  the  length 
of  the  antero-posterior  diameter  of  the  eyeball. 

I cannot  hut  attribute  the  origin  of  staphyloma  posticum  to  a con- 
genital condition,  a state  of  congenital  weakness  of  the  parts  around 
the  optic  nerve,  but  especially  on  its  outer  side,  by  which  they  are 
incapable  of  the  resistance  required  to  preserve  the  integrity  of  the 
eyeball  under  certain  trying  conditions.  That  it  arises  out  of 
an  arrest  of  development  is  most  probable,  from  what  is  known 
about  the  formation  of  the  back  of  the  foetal  eye,  the  separate 
growth  of  the  sides,  and  the  ultimate  closure.  The  congenital  defect 
of  coloboma  of  the  choroid,  strengthens  this  theory.  As  the  last 
point  in  evidence  may  be  mentioned,  the  occasional  existence  of  the 
staphyloma  in  infants. 

That  staphyloma  posticum  arises,  and  that  it  may  progress,  without 
any  inflammation  of  the  interior  of  the  eyeball,  is  certain.  When  it 
is  in  slight  degree,  it  is  sometimes  accompanied  by  symptoms  of 
irritation  which  may  be  unimportant.  When  it  is  in  high  degree, 
inflammation  is  often  present,  especially  at  a late  period. 

State  of  sight  arising  oat  of  pathological  changes  in  the  myopic 
eye. 

In  low  myopia  we  hear  of  no  complaints.  It  is  in  the  medium  and 
the  high,  that  there  is  disturbance  of  sight,  superadded  to  the  defect 
of  refraction. 

It  is  often  a matter  of  astonishment  to  surgeons  to  find  marked 
anatomical  changes  in  the  fundus  oculi,  with  slight  subjects  e 
symptoms,  or  none.  This  is  explained  by  the  alterations  being 
chiefly  in  the  choroid,  and  of  slow  growth,  and  by  which  gradual 
development  the  retina  is  but  little  influenced.  There  is  not  any 
very  marked  effect  till  there  are  changes  in  the  region  of  the  yellow 
spot.  Even  with  a few  atrophic  patches  of  white  and  yellow,  there 
may  be  tolerable  central  vision,  but  diffuse  atrophy  may  here  spoil 
the  sight.  Rapid  development  of  staphyloma  posticum  is  always 
attended  by  marked  deterioration  of  visual  power. 

Muscse  volitantes,  small  or  large,  black  or  grey,  and  pliotopsia, 
are  early  effects,  that  cause  much  distress.  They  produce  much 
mental  depression  from  their  supposed  association  with  blindness. 
The  pathological  muscco  may  be  floating  or  fixed.  They  are  due 
respectively  to  proliferation  of  the  hyaloid  cells,  and  to  partial 
detachment  of  the  choroid  and  retina,  spots  of  atrophy  chiefly  in  the 
lower  half  of  the  eyeball,  from  serous  exudation  or  extravasation  of 
blood,  or  retinal  haemorrhage. 

The  enlargement  of  the  blind  spot  is  a common  occurrence.  At 
first  the  outer  part  of  the  object  looked  at,  is  misty,  then  a black 
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spot  is  formed,  and  this  always  appears  in  the  visual  field,  and  causes 
partial  interruption  to  vision. 

Fatigue  of  the  eye,  consequent  on  close  use  of  it,  and  pain,  follow 
in  the  next  stage,  and  are  accompanied  with  hypersemia  within  and 
without  the  eyeball.  The  disturbance  is  greater  when  the  existing 
ocular  tension  and  extension  of  the  retina  give  rise  to  general  irritation 
of  the  latter.  Now  amblyopia  may  ensue,  so  that  print  and  writing 
look  dim,  and  there  is  imperfect  definition  of  everything.  Straight 
edges  seem  irregular  or  broken,  or  curved  lines  are  distorted  and 
interrupted. 

Contraction  of  the  field  of  vision,  or  limitation,  as  it  is  more 
commonly  called,  declares  the  loss  of  retinal  impressions. 

"Without  limitation  of  the  visual  field,  or  scotomata,  and  even 
when  the  ophthalmoscope  does  not  reveal  a morbid  fundus  oculi,  direct 
vision  may  be  much  diminished  in  the  region  of  the  yellow  spot. 

The  vitreous  humour  is  morbidly  influenced  when  the  fundus  oculi 
is  unusually  diseased,  and  floating  exudations  may  trouble  the  patient, 
and  even  interfere  with  vision.  Fluidity  of  the  humour  often  ensues. 

Opacity  of  the  lens,  cataract,  is  a likely  complication,  after  the 
above  changes  have  occurred.  . 

Treatment.  Practical  surgery  is  inapplicable. 

The  defect  in  any  degree,  is  incurable.  Only  relief  can  be  afforded, 
and  this  by  the  means  of  concave  lenses. 

It  is  for  medium  and  high  myopia,  that  treatment  is  chiefly 
required. 

First,  as  to  concave  lenses  wherewith  to  overcome  the  errors  of  refraction. 
These  give  upright  virtual  diminished  images  of  objects  at  the 
person’s  far  point,  or  a little  beyond,  and  make  them  clear  and 
perceptible,  with  the  exercise  of  a little  more  effort  of  accommodation, 
and  at  a greater  visual  angle,  than  the  normal  eye  would  require  for 
seeing  the  same  distinctly.  Such  lenses  also  make  the  objects  appear 
at  a greater  distance  than  they  really  are.  This  effect  has  been  thus 
explained.  The  myopic  eyes  with  their  appropriate  lenses,  really 
see  the  virtual  images  of  distant  objects,  at  the  negative  focal  length 
of  the  lenses,  but  mentally  refer  them  to  their  true  planes  of  situation. 
Mr.  Laurence,  from  whom  I quote,  gives  an  experiment  in  illustration. 
He  writes:  “View  the  object  with  either  eye  in  such  a way  as  to  see 
it  simultaneously  both  through  and  not  through  a lens ; we  then  at 
once  perceive  the  object  at  its  real  distance  from  the  eye,  its  image  at 
a distance  from  the  lens  exactly  equal  to  its  focal  length.” 

Certain  rules  must  he  attended  to  in  the  selection  of  lenses.  Too 
strong  ones  make  myopic  eyes  hypermetropic,  and  thus  produce  a 
constant  strain  upon  whatever  amount  of  accommodation  that  exists, 
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and  thereby  develop  bad  consequences  in  the  over-distended  eyeballs. 
The  degree  of  the  myopia  must  be  first  determined,  and  for  this 
the  test  print  should  be  employed.  Ascertain  carefully  the  distance 
at  which  the  paragraph  number  three,  or  four,  or  even  five,  can  be 
distinctly  read.  That  is,  ascertain  the  far  point.  If  it  be  legible  at, 
say  eight  inches,  lenses  of  seven  inches  and  a half  value  will  be 
theoretically  required  to  neutralize  the  myopia.  Half  an  inch  is 
allowed  for  the  distance  from  the  eyeballs  to  the  lenses.  When  the 
far  point  exceeds  twelve  inches,  the  distance  from  the  eyeballs  to  the 
lenses  may  be  disregarded.  In  practice,  however,  it  will  generally 
be  found  that  lenses  so  chosen  are  too  strong.  I will  explain  this. 
In  reading  at  a distance  of  eight  inches,  there  is  necessarily  con- 
siderable convergence  of  the  optic  axes,  and  associated  with  this,  theie 
is  tension  of  the  ciliary  muscles,  so  that  the  eyes  are  accommodated 
for  near  vision ; but  when  the  lenses  are  put  on,  and  distant  objects 
are  looked  at,  the  eyeballs  become  parallel,  the  ciliary  muscles  are 
relaxed,  the  crystalline  lenses  become  less  convex,  and  the  refractive 
power  of  the  eyes  being  thus  considerably  reduced,  they  do  not 
require  so  much  optical  help.  Such  a test,  then,  is  merely  an 
approximative  one.  The  required  accuracy  is  readily  obtained  by 
supplementing  another.  Let  the  same  lenses  be  used  for  looking  at 
the  twentieth  paragraph  of  the  test  print,  at  the  distance  of  twenty 
feet.  Then  hold  before  them  a pair  of  convex  lenses  of  a very  low 
value,  say  rt*,  or  Ax-  these  act  as  correctors,  and  improve  the 
vision,  it  shows  that  the  concave  lenses  are  too  strong.  Should  they 
deteriorate  the  vision,  remove  them,  and  supply  them  place  with  a 
pair  of  concaves  of  very  low  value,  to  make  sure  that  the  originals 
are  strong  enough.  If  the  vision  be  improved,  it  is  evident  that  they 
are  not  sufficiently  strong.  By  applying  these  rules  with  care,  and 
in  detail,  sufficient  accuracy  can  be  got.  As  an  invariable  rule, 
concave  lenses  reduce  in  a degree  the  acuteness  of  vision  of  the 
myopic  person. 

Whether  spectacles , as  I shall  now  say  instead  of  lenses,  ought  to  be 
used  for  reading  and  close ' work , and  if  so,  whether  the  same  should  be 
employed  for  near  and  for  distant  vision,  is  next  to  be  considered.  . 

When  the  myopia  is  low,  in  which  case  there  is  generally  a an 
amount  of  accommodation,  spectacles  are  not  necessary  toi  what  is 
called  close  use  of  the  eyes.  A person  with  refraction  so  litt  e 
defective,  holds  his  book  nearly  as  far  as  he  whose  eyes  are  norma  . 
He  ought  not  to  use  spectacles  to  look  at  anything  within  the  limit 
of  clear  vision,  because  if  he  do,  he  will  unduly  tax  his  accommodation. 

When  the  myopia  is  medium,  and  the  accommodation  is  good, 
spectacles  will  be  most  likely  required  for  reading,  because  the  book 


myopia. 


647 


ought  not  to  be  held  nearer  to  the  eyes  than  eleven  or  twelve  inches, 
and  the  same  will  generally  suit  also  lor  far  vision. 

When  the  myopia  is  high,  for  instance  4 or  higher,  spectacles  must 
be  always  used.  Type  cannot  be  read  unless  it  be  held  close  to  the 
eyes,  and  with  the  inevitable  forced  convergence,  the  recti  muscles 
press  the  eyeball,  and  thereby  increase  any  existing  staphyloma,  in  a 
manner  already  explained.  I have  mentioned  too  that  often  to 
relieve  the  discomfort  which  ensues,  one  eye  only  is  used.  The  loss 
of  binocidar  or  stereoscopic  vision,  is  more  than  compensated  for  by 
the  acquired  comfort.  For  reading  and  writing,  and  seeing  all  near 
objects,  spectacles  are  indispensable.  But  it  must  be  remembered  that, 
if  the  very  slight  accommodation  which  exists  be  quite  neutralized, 
an  unpleasant  effect  will  be  produced,  because  the  images  are  so  very 
much  reduced.  It  is  enough  if  a book  in  ordinary  type  can  be  read 
at  a distance  of  fourteen  inches.  Higher  spectacles  will  be  needed 
for  seeing  distant  objects,  and  it  is  better  even  here  not  to  neutralize 
the  myopia  altogether  if  spectacles  be  always  worn.  The  neutral- 
ization is  admissible  only  if  hand-glasses  be  occasionally  resorted  to. 
But  the  far  sight  in  very  high  myopia  is  seldom  satisfactory,  and 
the  loss  of  accommodation  limits  the  extent  of  visual  range. 

It  is  a good  practical  ride,  to  adapt  the  spectacles  to  the  actual 
visual  necessities  of  the  individual.  Ascertain  what  is  required  of  his 
eyes,  leam  what  is  the  minimum  demand,  for  by  this,  comparatively 
low  powers,  according  to  the  degree  of  the  myopia,  may  suffice,  a 
matter  of  no  small  advantage,  as  I shall  show. 

The  myopic  eye  can  never  be  made  equal  to  the  emmetropic  eye , especially 
with  respect  to  the  relative  degree  of  accommodation,  for  each  con- 
vergence. The  difference  is  in  proportion  to  the  high  degree  of  the 
myopia.  When  spectacles  of  high  value  are  used,  the  retinal  images 
are  much  reduced,  and  objects  that  lie  very  wide  of  the  visual  line  are 
distorted,  on  account  of  the  great  deviation  of  the  lateral  rays.  These 
disadvantages  are  intensified  as  their  value  increases.  And  they  are 
so  much  the  more  apparent  if  there  be  amblyopia.  In  consequence 
of  this,  I generally  encourage  the  use  of-  lower  spectacles  than  would 
be  ordinarily  selected  for  seeing  at  long  ranges.  Stenopceic  spectacles 
may  now  be  of  use,  by  reducing  the  circles  of  dispersion. 

In  high  myopia,  even  with  the  most  artistically  adjusted  spectacles, 
vision  is  very  often  imperfect,,  from  the  incidental  pathological  con- 
ditions of  the  choroid,  and  of  the  retina,  already  described,  and  besides, 
from  the  elongation  of  the  eyeball,  and  the  consequent  stretching  of 
the  retina  also  mentioned,  whereby  its  perceptive  power  is  diminished. 
With  such  defect  and  disease,  the  less  minute  work  that  is  done,  the 
better  for  the  eyes. 
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The  recognition  and  treatment  of  intra-ocular  irritation  and  inflam- 
mation, no  uncommon  effects  of  high  myopia. 

All  oculai  congestion  tends  to  increase  any  existing  staphyloma 
posticum. 

Capillary  hypersemia  of  the  retina  and  of  the  disk  is  a common 
state,  hut  it  seldom  becomes  intense  and  passes  into  definite  disease, 
unless  the  eyes  are  overworked.  Then  there  arise  fatigue  and 
pain,  and  muscse,  with  sometimes  intolerance  to  light.  Spasm  of 
accommodation  may  be  brought  on.  Irritation  even  of  a high 
degree  may  arise  in  youth.  An  examination  with  the  ophthalmoscope 
makes  the  diagnosis  sure. 

A decided  inflammatory  attack  of  the  internal  tunics  could  not  be 
mistaken.  Besides  the  subjective  symptoms,  there  would  be  objective 
ones  within  the  eyeball,  as  I have  said,  and  very  often  also  without 
it.  Such  disturbance  involves  the  retina  and  the  choroid.  The 
vitreous  humour  frequently  participates  in  the  inflammatory  action. 

These  several  morbid  conditions  are  produced  by  other  causes,  as 
well  as  by  myopia.  The  treatment  is  on  this  account  systematically 
given  in  the  chapter  where  the  diseases  of  the  choroid  and  the  retina 
are  considered.  But  I must  speak  here  of  the  deleterious  effects  of 
wearing  improper  spectacles,  and  say  what  is  called  for  remedially  in 
this  respect. 

Unduly  high  spectacles  may  produce  an  attack  of  inflammation. 
All  myopics  have  a tendency  to  get  improper  ones.  • The  spectacle- 
makers  encourage  them  in  the  error.  When  the  eyes  are  affected  from 
this  cause,  they  should  be  rested.  They  should  not  be  used  by 
artificial  light,  nor  used  at  all,  for  close  vision.  After  the  attack 
seems  to  have  passed,  the  cessation  from  work  will  besides  rest  the 
accommodation,  and  then  there  can  be  ascertained  the  minimum 
power  of  the  spectacles  that  will  be  sufficient  for  the  ordinary  demand 
that  is  made  on  them,  and  such  only  should  be  used.  At  first,  they 
ought  not  to  be  subjected  to  any  prolonged  work,  but  rested  for  a few 
minutes,  at  intervals,  which  should  be  regulated  according  to  the 
circumstances  of  individual  cases. 

While  reading,  the  book  should  be  raised  to  the  head,  to  avoid  any 
tendency  to  ocular  congestion,  which  a stooping  position  may  occasion. 
Writing  should  be  done  at  a high  and  sloping  desk. 

During  an  attack  of  intense  irritation  or  inflammation,  in  elderly 
and  old  persons,  there  might  be  marked  decline  in  the  acuteness  of 
vision  in  the  course  of  a few  weeks  or  months.  Yet  if  there  be  no 
palpable  morbid  internal  changes,  there  is  hope  not  only  of  preventing 
any  such,  but  also  of  improvement  in  the  subjective  symptoms,  by 
which  reading  and  writing  may  be  affected.  But  there  can  be  little 
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scope  for  tlio  restoration  of  direct  vision,  if  the  visual  hold  he  obscured 
by  a defined  scotoma,  and  still  less,  if  the  cause  of  such  be  oplithal- 
moscopically  visible.  In  such  a case  complete  blindness  is  likely  to 
follow,  although  it  is  not  inevitable.  There  is  always  a tendency 
to  the  recurrence  of  an  inflammatory  attack,  and  where  it  has 
done  structural  damage,  each  additional  one  is  apt  to  spoil  the  eye 
more. 

At  all  times,  the  use  of  very  high  spectacles  dazzles,  and  the  inconve- 
nience is  so  great  that  often  they  are  put  away,  and  others  are  resorted 
to  which  are  too  weak  to  sufficiently  neutralize  the  myopia.  The  evil, 
which  is  often  a very  serious  one,  may  be  remedied  by  the  very  simple 
expedient  of  tinting  the  lenses,  instructions  for  effecting  which  are 
given  in  the  chapter  on  the  Construction  of  Spectacles. 

Precautionary  and,  in  a manner,  preventive  measures,  applicable  in  early 
life.  This  applies  to  the  emmetropic,  as  well  as  to  the  myopic  eye. 

A child  who  is  very  fond  of  reading,  and  is  always  over  a book, 
should  be  made  to  interrupt  the  habit,  so  as  to  avoid  the  prolonged 
use  of  his  eyes  for  hours,  and  the  consequent  fatigue.  There  should 
be  a break  and  a rest.  Two  hours’  reading  or  writing  at  a time  is 
enough.  Minute  print,  especially  from  bad  type,  should  be  avoided. 
The  smaller  the  print  the  closer  must  it  be  held  to  the  eyes,  and  the 
greater  must  be  the  convergence  of  the  eyeballs,  with  all  the  accruing 
disadvantages  already  spoken  of.  That  print  only  should  be  used 
which  can  be  read  at  least  ten  inches  from  the  eyes.  It  should  be 
raised  to  the  eyes  so  that  stooping  is  avoided.  There  should  be 
always  sufficient  light  for  reading,  whether  by  day  or  artificial  light. 

The  myopic  child  demands  all  the  above  rules,  even  with  stricter 
application,  and  more  especially  if  the  atrophy  of  the  choroid  around 
the  optic  disk  be  diffuse  rather  than  circumscribed.  He  is  sure  to  carry 
his  eye  nearer  to  objects  than  his  myopia  requires.  As  soon  as  it  is 
discovered  that  his  myopia  is  medium  or  high,  he  should  be  supplied 
with  spectacles.  There  can  be  no  greater  mistake  than  to  withhold 
them.  His  employment  should  not  be  that  which  requires  laborious 
use  of  the  eyes  on  minute  work.  If  he  receive  sufficient  optical  help, 
and  if  due  attention  be  paid  to  every  general  therapeutic  ride  relating 
to  his  defect,  and  if  he  avoid  over-working  his  eyes,  he  will  most 
possibly  escape  the  actual  diseases  incidental  to  his  myopia,  and  even 
irritation  and  the  discomfort  which  arises  out  of  it. 

Boys  seldom  receive  attention  on  account  of  near-sightedness.  I 
am  frequently  consulted  about  myopic  girls,  because  of  their  not 
being  able  to^see  music  without  poking  their  heads  over  the  keys  of 

tie  piano.  I he  music  learning  is  nearly  always  the  starting  point 
for  attention  to  their  eyes. 
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Adaptation  of  spectacles  token  the  eyes  have  different  foci.  To  furnish 
each  eye  with  a lens  according  to  its  individual  want,  is  admissible 
so  long  as  the  difference  in  the  refraction  is  less  than  one-thirtieth. 
With  greater  disparity,  the  eye  which  is  usually  employed  for  distant 
vision,  namely  the  least  near-sighted  of  the  two,  should  be  supplied 
with  a lens,  while  the  other  is  left  alone,  because  a lens  adapted  to  it 
as  well  would  cause  confusion  of  vision. 

Senile  changes  in  the  myopic  eye  require  changes  of  spectacles.  The 
value  of  which  must  be  decreased  as  the  far  point  recedes. 


ASTIGMATISM.  CYLINDRICAL  EYE. 

The  term  astigmatism  is  used  to  express  a state  of  sight  resulting 
from  want  of  symmetry  in  the  anterior  portion  of  the  eyeball.  The 
rays  of  light  do  not  unite  by  convergence,  and  form  in  a regular 
manner  in  one  point  or  focus  on  the  retina,  but  reach  it  partially  or 
irregularly,  some  of  them  coming  to  a focus  in  front  of  it,  or  not 
forming  any  focus,  whereby  circles  of  dispersion  or  diffusive  images 
fall  on  the  retina,  and  indistinctness  of  vision  is  produced. 

We  owe  the  recognition  of  astigmatism  to  our  countrymen : Dr. 
Thomas  Young,  who  showed  that  it  exists  nearly  in  all  eyes. 
Astronomer-royal  Airy  pointed  out  when  it  passes  into  a condition 
of  disease.  Professor  Whewell  invented  the  name.  Until  within 
a few  years,  the  subject  was  treated  of  only  in  English  literature. 

Normal  astigmatism.  The  cornea  is  not  of  a uniform  curvature, 
but  has  different  radii  in  its  several  meridians.  It  is  not  a segment 
of  a sphere ; that  is,  a surface  of  revolution  in  which  the  curvature  of 
all  its  sections  through  the  axes  is  equal.  It  is  a segment  of  an 
ellipsoid,  and  the  axes  are  unequal,  and  therefore  it  refracts  unequally 
in  its  meridians.  The  most  marked  deviations  from  syniinetiy  are 
called  for  the  purposes  of  teaching  the  chief  or  principal  meridians, 
more  correctly,  astigmatic  meridians ; and  these  are  usually  found  in 
the  vertical  and  the  horizontal  directions.  Such  directions  aie 
seldom  strictly  vertical  or  horizontal,  indeed,  they  vary  considerably  , 
therefore  when  they  are  spoken  of  as  being  in  the  one  or  the  other  of 
these,  it  must  be  understood  that  the  term  includes  variations.  Ike 
curvature  of  the  vertical  meridian  is  generally  the  greater  of  the  two. 
There  are  exceptions,  so  that  the  maximum  of  curvature  may  he 
horizontal,  and  the  minimum,  vertical. 

In  consequence  of  this  almost  ' universally  prevailing  conical 
arrangement,  and  of  there  being  only  one  fixed  and -definite  power 
of  accommodation,  very  few  persons  can  see  all  parts  of  objects 
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equally  well.  Vertical  and  horizontal  rays  of  light  have  somewhat 
dilferent  foci.  It  is  found  that  fine  vertical  and  horizontal  lines 
which  are  on  the  same  plane,  for  instance,  drawn  on  the  same  piece 
of  paper,  are  not  successively  seen  at  the  farthest  point  of  distinct 
vision  with  the  like  definition,  hut  that  as  a ride,  the  vertical  are  better 
made  out  farther  than  the  horizontal.  In  the  same  kind  of  experi- 
ment, two  threads  made  to  cross  each  other  at  right  angles,  and  at 
the  same  plane,  are  not  discerned  with  the  same  acuteness.  To  get 
equal  sharpness,  the  one  must  be  brought  nearer  to  the  eye  than  the 
other.  This  is  the  explanation : In  order  to  see  the  vertical  line 
acutely,  the  rays  which  diverge  from  it  in  a horizontal  direction 
must  be  brought  to  a focus  on  the  retina.  It  is  not  necessary  that 
those  diverging  in  a vertical  direction  should  also  converge  into  one 
point,  as  the  diffusion-images  still  existing  in  a vertical  direction 
cover  one  another  on  the  vertical  line.  On  the  other  hand,  in  order 
to  see  a horizontal  line  acutely,  it  is  necessary  only  that  the  rays  of 
light  diverging  in  a vertical  plane  shoidd  unite  in  one  point  upon 
the  retina.  Horizontal  lines  are  generally  acutely  seen  at  a shorter 
distance  than  vertical  ones  ; consequently,  rays  situated  in  a vertical 
plane,  which  are  refracted  in  the  vertical  meridian  of  the  eye,  are 
more  speeddy  brought  to  a focus  than  those  of  equal  divergence 
situated  in.  a horizontal  plane ; and  the  vertical  meridian,  therefore, 
has  a shorter  focal  distance  than  the  horizontal. 

So  long  as  the  astigmatism  keeps  within  a certain  limit,  it  is 
practically  unimportant.  Thousands'  of  astigmatic  persons  are  not 
aware  of  their  natural  defect,  and  this  shows  that  the  asymmetry  is 
seldom  sufficiently  marked  to  interfere  with  ordinary  occupation. 
While  then  it  does  not  spoil  the  acuteness  of  vision  and  needs  no 
appliance -•  for  correction,  it  is  called  normal  ; but  when  it  is  so 
substantial  an  optical  deviation  as  to  require  to  be  neutralised,  it  is 
called  abnormal.  The  distinction  is  of  course  an  arbitrary  one, 
because  there  is  no  natural  boundary,  and  any  degree  of  the  defect  is 
capable  of  being  detected.  Again,  a person’s  occupation  will  have 
a determining  influence.  A degree  that  would  be  unnoticed  when  the 
eyes  are  employed  in  seeing  large  objects,  may  be  at  once  distressing 
when  minute  work  has  to  be  done. 


REGULAR  ABNORMAL  ASTIGMATISM. 

(The  existence  of  this  is  mainly  due  to  asymmetry  of  the  cornea. 
In  a high  degree  there  is  sometimes  a complication  arising  out  of 
asymmetry  of  the  crystalline  lens,  although  the  corneal  influence 
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predominates.  For  the  present,  however,  I postpone  the  consideration 
of  the  lens’  influence.  In  this  sub-division  the  term  astigmatism 
alone  will  be  used  ; and  by  it,  abnormal  astigmatism  will  bo 
meant. 

Astigmatism  is  often  hereditary,  and  for  the  most  part  both  eyes 
are  similarly  affected,  but  the  one  may  escape  ; or  the  one  may  be 
implicated  in  a different  degree  and  manner  to  the  other. 

The  astigmatic  disturbance,  whatever  its  degree  may  be,  is  less 
appreciable  when  the  power  of  accommodation,  that  is  adjustment, 
is  in  fullest  activity.  A given  amount  which  in  early  life  is  unfelt, 
will  cause  disturbance  at  adult  age.  Late  in  life,  the  contraction  of 
the  pupil,  incidental  to  advanced  age,  has  a correcting  tendency. 
High  astigmatism  is  manifest  in  childhood. 

Subjective  symptoms.  Astigmatism  is  likely  to  be  mistaken  for  high 
degrees  of  hypermetropia,  or  of  myopia,  on  account  of  the  more  or  less 
loss  of  acuteness  of  vision  which  attends  them.  The  insufficiency  of 
spherical  lenses  to  remedy  the  defect  should  always  arouse  the 
suspicion  of  astigmatism. 

As  myopia  may  be  acquired  in  astigmatism,  if  the  eye  be  much 
taxed  with  forced  accommodation,  a knowledge  of  the  likelihood  of 
its  presence  might  prevent  it  from  being  mistaken  for  the  original 
affection. 

An  astigmatic  person  generally  holds  objects  close  to  his  eyes  in 
order  to  enlarge  them,  and  so  in  a measure  compensates  for  any  loss 
of  the  acuteness  of  vision. 

While  there  may  be  tolerable  recognition  of  the  size  and  figure  of 
most  bodies  that  are  near,  there  is  a wrant  of  definition  for  certain 
objects,  particularly  those  made  up  of  lines  disposed  in  different 
directions,  in  the  same  plane.  When  they  are  apart,  they  are  looked 
at  alternately,  and  the  accommodation  corrects  any  aberration. 
When  they  are  close,  the  diffusion  images  of  the  one  direction  fall 
over  the  defined  images  of  the  other  for  which  the  object  is  accommo- 
dated, and  confusion  ensues.  The  lines  of  adjoining  letters  seem  to 
cover  eaeh  other.  In  capital  Homan  letters  this  soon  occurs. 

Things  at  a distance  are  sometimes  seen  double.  There  is  a 
blurring  effect,  and  the  edges  of  the  lines  seem  to  be  drawn  out  in  a 
horizontal  or  in  a vertical  direction,  according  to  the  form  of  the 
astigmatism. 

Lines  of  equal  length  in  two  opposite  directions  do  not  appear 
equally  long,  and  there  arises  an  incorrect  estimation  of  the  images 
which  are  formed  by  them.  A square  figure  will  have  the  appearance 
of  an  oblong. 

But  no  statement  which  a patient  may  give,  can  be  taken  as 
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corroborative  of  the  presence  of  astigmatism,  however  strong  a sus- 
picion it  might  arouse  of  its  existence.  A special  examination  is 
requisite.  Indeed,  this  must  be  done  in  every  case,  even  with  the 
I most  determining  preliminary  information. 

Examination  to  ascertain  the  presence  of  astigmatism.  The  examiner 
must  be  prepared  to  find  that  the  astigmatic  sight  differs  from  that 
I due  to  loss  of  the  sensibility  of  the  retina,  amblyopia,  in  which 
everything  looked  at  is  ill  circumscribed,  and  recognised  with  un- 
certainty. And  from  that  caused  by  opacity  of  the  vitreous  humour, 
or  of  the  crystalline  lens,  in  which  the  diffuse  light  falling  on  the 
retina  causes  mistiness  of  vision,  and  destroys  the  contrast  between 
the  light  and  shade  of  objects. 

The  examination  should  be  commenced  by  finding  the  principal 
astigmatic  meridians  of  the  cornea,  the  maximum  and  the  minimum 
of  curvature. 

The  light-test  is  a valuable  one.  It  consists  in  looking  at  a small 
round  point  of  light,  at  a distance  of  from  ten  to  fifteen  feet,  the  exact 
distance  being  chosen  according  to  the  patient’s  range  of  accommo- 
dation. The  less  the  range,  the  nearer  should  he  be  to  the  light. 
The  examination  may  be  arranged  for  bright  day-light  through  a 
hole  in  the  window  shutter,  or  in  a screen  placed  against  the  light,  but 
I prefer  artificial  light,  and  use  a darkened  lamp  with  a rotating  disk 
opposite  the  flame,  in  which  there  are  small  round  apertures,  varying 
in  sizes  from  the  diameter  of  half  a line  to  two  lines.  The  aperture 
selected,  and  I generally  use  the  smallest,  should  be  covered  with  a 
thin  piece  of  ground  glass,  so  that  no  direct  rays  of  light  from  the 
flames  shall  pass  through  the  apertures.  A small  hole  in  a metallic 
cylinder  placed  around  the  flame  of  a lamp  answers  nearly  as  well. 

To  the  astigmatic  eye  the  light  hole  will  give  a diffusive  image, 
that  is,  will  appear  elongated  in  opposite  directions ; the  longer  limb 
corresponding  to  the  direction  of  the  minimum,  the  shorter  to  the 
direction  of  the  maximum  of  corneal  curvature.  The  extremes  of 
refraction  are  found  in  meridian  planes  which  are  perpendicular  to 
each  other. 

I he  rays  ol  light  from  a luminous  point,  like  rays  proceeding 
from  any  object,  as  before  explained,  consist  of  two  sets,  vertical  and 
horizontal.  If  the  one  set  bo  focused  accurately,  the  others  form  a 

linear  image,  by  a series  of  circles  of  diffusion  linearly  disposed  on 
the  retina. 

J ler e accommodation  comes  in  to  play,  and  its  effect  must  bo 
recognised,  as  the  diffusion  image  of  the  point  of  light  alters  through 
such,  both  in  size  and  form.  Only  when  the  centre  of  the  focal 
space  corresponds  to  the  plane  of  perception,  does  the  hole  appear 
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nearly  round.  In  every  other  state  of  accommodation,  supposing 
such  to  he  perfect  and  the  astigmatism  to  he  low,  will  it  he  vertically 
or  horizontally  extended  according  as  the  patient  is  focusing  for 
vertical  or  horizontal  rays.  The  same  effect  is  produced  hy  varying 
the  distance  of  the  light-point ; hut  some  distance  may  always  he 
found,  in  which  the  luminous  point  appears  drawn  out  to  a stripe, 
in  the  direction  of  the  chief  astigmatic  meridian.  It  may  happen, 
that  to  obtain  a strictly  accurate  result,  it  is  necessary,  artificially,  to 
paralyze  the  accommodation.  The  enlarged  pupil  is  advantageous 
as  it  proportionately  increases  the  diameter  of  the  circles  of  diffusion, 
and  renders  the  symptoms  of  the  astigmatism  more  marked. 

But  the  myopia  or  the  hypermetropia,  one  of  which  must  be  present, 
may  he  of  such  a nature  as  to  prevent  the  person  under  examination 
from  bringing  either  the  vertical  or  the  horizontal  rays  definitely  to  a 
focus.  To  such  an  one  the  circles  of  diffusion  being  the  same,  the 
luminous  hole  will  appear  as  a diffused  light,  or  as  an  ellipse  with  its 
major  axis  vertical,  or  horizontal,  according  as  the  circles  of  diffusion 
arisino-  from  the  vertical  or  horizontal  rays  are  larger  in  area.  Then 
it  is  imperative  to  supplement  the  light  experiment  with  spherical 
convex  or  concave  lenses,  so  as  to  unite  in  the  retina,  the  less  or  the 
more  refracted  of  the  two  sets  of  rays.  The  direction  of  the  linear 
image  observed  hy  aid  of  the  convex  lens,  gives  the  astigmatic 
meridian  of  the  maximum  curvature,  and  that  observed  hy  the  concave 
lens,  the  meridian  of  minimum  curvature.  Some  ophthalmologists 
systematically  resort  to  these  lenses. 

^ During  the  examination  the  patient’s  head  should  he  kept  perpen- 
dicular, or  mistakes  will  occur  respecting  the  meridians.  Some 
astigmatics  discover  the  influence  of  such  change,  and  while  reading, 
place  the  hook  in  that  direction  which  helps  them  most 

In,  high  grades  of  astigmatism  there  is  chromatic  aberration 
Luminous  objects  sometimes  appear  surrounded  by  variously  coloured 
borders,  the  arrangement  of  which  differs  according  to  the  distance 
of  the  object,  and  the  natural  refraction  of  the  eye.  It  is  capable  off 
modification  within  certain  limits,  by  spherical  negative  or  positive 
lenses.  These  phenomena  are  made  more  apparent  during  the  ex- 
amination by  passing  sunlight  through  dark  liolet,  01  amp  g 
through  dark  cobalt  glasses.  Some  interesting  experiments  have  been 
instituted  with  regard  to  this,  but  they  scarcely  ha\e  an}  piac  ica 

All  the  above  physical  facts  have  been  artificially  illustrated  by 
observing  the  forms  of  the  images  thrown  on  a screen  which  repiesen  s 
+ho  retina,  from  a distant  luminous  point  by  a refractive  combination 
0f  a A-inch  ordinary  spherical  convex  lens,  next  to  which  is  placed 
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ft  •jL.-inch  convex  cylindrical  lens,  witli  its  axis  vertical.  When  the 
screen  is  five  inches  from  this  compound  lens,  the  horizontal  rays 
will  be  accurately  united  to  a focus,  having  been  refracted  by  the 
J-inch  spherical,  and  by  the  -f0  -inch  cylindrical  lens  (f  + jV =-£-).  The 
vertical  rays  are  in  progress  of  union  to  a focus,  but  are  not  yet  united, 
and  will  consequently,  by  their  circles  of  diffusion,  produce  a vertical 
line  on  the  screen.  When  the  screen  is  six  inches  from  the  compound 
lens,  the  vertical  rays  are  united  to  a point,  whilst  the  horizontal  ones, 
having  been  already  united  at  five  inches,  have  diverged  again,  and 
form  a horizontal  line  on  the  screen.  In  an  intermediate  position, 
between  five  and  six  inches,  the  image  is  that  of  a circle,  whilst  in 
front  of  this  circle  it  is  an  ellipse,  with  its  major  axis  vertical ; 
behind  it,  one  with  its  major  axis  horizontal.  If  the  screen  be  fixed, 
as  the  retina  is,  say  in  some  position  intermediate  between  the 
positions  necessary  to  exhibit  the  one  or  the  other  of  the  two  linear 
images,  the  entire  system  of  images  may  be  thrown  forwards  or  back- 
wards, by  means  of  an  appropriate  convex  or  concave  lens,  in  such  a 
way  as  successively  to  bring  the  horizontal  or  vertical  linear  images 
on  to  the  screen.  Or  the  screen  may  be  fixed  altogether  in  front  of  or 
altogether  behind  the  limits  of  the  two  lines,  the  focal  interval.  In 
the  first  position,  one  of  inequality  of  hypermetropia  in  the  two 
meridians,  an  appropriate  convex  lens  will  produce  a vertical  line,  a 
still  stronger  one  a horizontal  line  on  the  screen.  In  the  second 
position,  one  of  inequality  of  myopia  in  the  two  meridians,  a concave 
lens  will  produce  a horizontal  line  on  the  screen,  and  a still  stronger 
one,  a vertical  line. 

Most  of  the  phenomena  of  astigmatism  may  be  observed  by 
anyone,  if  he  will  make  his  eye  asymmetrical  with  a cylindrical 
lens.  If  the  lens  be  positive,  its  axis  should  be  placed  horizontally, 
and  vertically  if  it  be  negative : then  will  be  obtained  the  shortest 
focal  distance  in  the  vertical  meridian,  as  is  generally  the  case  in 
astigmatics. 

So  far,  the  examination  is  supposed  to  prove  the  presence  of  astio-- 
matism.  Another  step  is  to  be  taken. 

Systematic  examination  as  to  idhether  the  rays  of  light  which  pass  through 
the  principal  astigmatic  meridians  form  more  accurate  images  than  those  from 
the  whole  ref  racting  surface  of  the  cornea.  For  this,  a stenopseic  apparatus 
is  wanted.  Such  an  appliance  is  merely  a thin  circular  metal  plate, 
about  the  width  of  a penny,  with  a slit  of  an  indefinite  length,  but 
not  wider  than  from  a third  to  a half  line,  or  a little  more.’  If 
the  aperture  be  too  narrow,  it  will  rather  obstruct  the  light.  If  it 
be  too  wide,  it  will  not  sufficiently  correct  the  astigmatism.  It  is 
required  for  different  cases  to  have  several  plates,  with  slits  of  different 
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sizes ; or  elso,  some  mechanism  by  which  one  slit  can  be  narrowed  or 
widened. 

In  conducting  the  experiment,  the  eye  which  is  not  under  examina- 
tion should  be  covered. 

The  stenopteic  plate  should  be  placed  close  to  the  eye,  and  the  slit 
successively  turned  in  the  directions  of  the  chief  astigmatic  meridians, 
to  ascertain  if  the  acuteness  of  vision  be  thereby  improved.  If  no 
result  is  obtained,  spherical  concave  and  convex  lenses  of  different 
values  should  be  individually  held  before  the  slit.  If  there  be  no 
improvement  of  vision,  with  either  the  one  or  the  other  mode  of 
examination,  astigmatism  is  not  the  cause  which  affects  the  acuteness 
of  sight.  If,  on  the  contrary,  vision  be  improved  by  the  slit  alone,  or 
with  the  addition  of  a lens,  it  shows  that  astigmatism  exists,  enough 
to  be  detrimental  to  sight.  A note  should  now  be  made  of  the 
correcting  angle  or  angles  of  the  slit,  and  of  the  kind  and  value  of 
the  required  spherical  lens  or  lenses. 

The  examiner  must  exercise  caution  and  precision,  and  be  aware 
that  when  the  slit  is  not  quite  coincident  with  one  of  the  chief 
meridians,  the  light-point  may  still  be  somewhat  drawn  out,  partly 
because  the  circles  of  diffusion  are  elongated  in  the  direction 
of  the  slit,  and  partly  because  all  the  normals  of  a meridian  laid 
through  only  one  axis,  do  not  lie  in  one  plane,  and  therefore  all  the 
refracted  rays  do  not  continue  in  the  same  plane.  Mr.  Millard,  of 
334,  Oxford  Street,  has  made  for  me  a rotating  plate,  with  an  index, 
set  to  a spectacle  frame,  and  which  is  slowly  worked  by  a perpetual 
screw,  the  advantage  of  which  is,  that  a patient  can  himself  make 
the  experiment. 

The  character  of  the  astigmatism,  whether  myopic  or  hyperme- 
tropic, having'  been  now  made  out,  as  well  as  the  directions  of  the 
astigmatic  meridian  or  meridians,  we  proceed  to  correct  the  faulty 
vision. 

The  grade  of  the  astigmatism  is  ascertained  by  learning  the  a alue  of 
the  lowest  lens  of  its  kind  which  gives  the  most  acute  vision,  and  by 
such  lens  is  the  difference  in  the  refraction  between  the  two  chief 
meridians  declared.  For  instance,  as  a limited  example,  if  the  vision 
be  most  improved  by  a spherical  convex  lens  of  in  one  of  the  two 
chief  meridians,  and  no  lens  gives  improvement  in  the  other  meridian, 
there  is  hypermetropic  astigmatism  equal  to  A and  so  on.  All  grades 
above  A are  considered  abnormal.  All  above  -A  high.  The  highest 
which  has  been  recorded  is  4. 

Sharp-seeing  eyes  rarely  have  more  than  from  -A  to  T’<r- 

The  optical  disturbance  is  always  in  proportion  to  the  grade  of  the 

astigmatism. 
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In  all  suspected  cases  of  astigmatism,  the  following  questions  must 
therefore  be  determined : 

Its  existence. 

The  directions  of  the  principal  astigmatic  meridians,  that  is,  those 
of  the  maximum  and  minimum  of  refraction. 

The  refractive  state  of  the  eye  in  each  of  the  principal  astigmatic 
meridians. 

Direct  method  of  examination.  This  is  very  inferior  to  the  systematic. 
It  affords  less  definite  results,  occupies  a great  deal  of  time,  and  can 
scarcely  be  used  by  those  who  are  learning  the  subject.  It  embraces 
two  kinds  of  observations. 

Ophthalmoscopic  investigation  by  the  direct  method.  This  gives  decided 
evidence  in  hypermetropic  astigmatism.  In  a normal  eye,  when  the 
retinal  vessels  are  looked  at  by  an  emmetropic  observer,  they  are  seen 
radiating  from  the  optic  disk  in  all  directions,  with  an  equal  amount 
of  accommodation.  In  an  astigmatic  eye,  the  observer  must,  to 
see  all  parts  well,  alter  his  accommodation  during  his  observation. 
To  view  the  horizontal  vessels,  he  must  relax  that  power.  To 
discern  the  vertical  ones,  he  must  exercise  considerable  tension 
of  it. 

If  the  object  lens  be  employed,  the  difference  between  the  normal 
and  the  astigmatic  eye  is  less  marked.  The  object  lens  may  even 
correct  slight  astigmatic  effects.  t 

The  form  of  the  optic  disc  appears  to  be  altered  from  the  normal 
type.  It  seems  to  be  oval  in  the  one  direction  or  the  other, 
according  to  the  form  of  the  astigmatism.  The  disk  is  more 
magnified  in  the  direction  of  the  greater,  and  less  in  that  of  the 
lesser  meridian. 


Trial  with  cylindrical  lenses.  After  the  vision  has  been  brought  up 
to  the  highest  definition  by  spherical  convex  or  concave  lenses,  a 
cylindrical  positive  or  negative  lens,  the  value  of  which  should 
correspond  with  the  spherical  lens  which  most  improved  the  sight, 
should  be  held  before  the  eye,  and  tinned  to  ascertain  if  there  be 
any  position  in  which  vision  is  further  improved.  If  it  be  improved 
there  is  another  proof  of  the  presence  of  astigmatism. 

There  are  objective  symptoms  of  astigmatism.  The  hypermetropic 
formation  of  the  eyeball  above  spoken  of  is  generally  apparent. 

The  form  of  the  cornea  may  be  so  marked  as  palpably  to  declare 
the  existence  of  astigmatism.  Its  vertical  meridian  may  be  perceptibly 
shorter ; or  perceptibly  longer,  so  that  the  corneal  and  sclerotic 
sections  are  not  in  the  same  plane. 

I here  is  a difference  in  the  size  of  the.  reflected  corneal  images,  in 
e ver^cal  and  in  the  horizontal  meridians,  that  from  the  greater 
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The  numbers  are  given  to  indicate  the  astigmatic  meridians.  The  mark  of  minus  indicates  the  left,  and  that  of  plus  the  right, 
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curve  being  more  magnified.  This  is  apparent  also  by  lateral 
illumination. 

Instead  of  the  light-test,  Snellen’s  test-circle,  or  Dr.  Fray’s  striped 

Fig.  198. 


tray’s  strited  letters  reducer. 

.I  ls  m'1^  employed  in  the  primary  investigation.  Sometimes 
cy  are  more  ready  and  convenient. 

he  circle,  or  the  letters  of  full  size,  should  be  placed  at  from  eight 
en  avc  \ e or  twenty  feet  from  the  patient,  according  to  his  refraction 
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and  accommodation,  and  the  examination  commenced.  If  all  parts  of 
either  can  he  seen  distinctly,  astigmatism  does  not  exist.  If  there  he 
astigmatism  enough  to  interfere  with  acuteness  of  sight,  some  lines  of 
the  circle,  or  some  of  the  letters,  will  he  correctly  seen,  and  appear 
black,  while  others  will  he  indistinct  and  pale. 

The  letters,  as  shown  here,  are  reduced  from  the  original,  in  which 
they  are  two  inches  and  two  lines  in  length  and  a line  and  a half 
wide.  The  reduced  form  does  well  for  myopic  astigmatism. 

The  stenopa3ic  plate  should  next  he  used,  with  the  spherical  lenses, 
as  with  the  light-test. 

Pray’s  form  of  test  table  is  the  best  which  has  been  published. 
Twelve  letters  are  chosen,  so  as  to  give  lines  for  every  fifteen  degrees, 
numbering  the  degrees  from  left  to  right,  through  the  half-circle. 
The  letters  with  stripes  at  right  augles  to  each  other,  are  placed  in 
pairs,  so  that  the  attention  of  the  patient  can  be  readily  directed  from 
the  one  letter  to  the  other.  During  the  examination  of  an  astigmatic 
eye,  three  or  four  letters  will  appear  darker  than  the  rest,  but  a care- 
ful scrutiny  will  show  that  in  one  of  them,  the  black  lines  and  the 
white  space  are  more  distinct  than  in  the  other.  If  there  be  difficulty 
in  deciding  between  three  letters  in  a line,  the  middle  one  should  be 
taken  for  special  experiment,  and  afterwards,  a comparison  made  with 
the  others.  By  this,  the  amount  of  astigmatism  is  ascertained.  This 
table  has  been  imitated  by  lines  set  at  different  angles,  and  arranged 
in  small  disks,  for  testing  the  near  point  of  vision. 

So  far,  the  examination  has  been  conducted  for  the  far  point  of: 

vision. 

The  time  has  now  arrived  for  me  to  classify  astigmatism. 

Forms  of  Abnormal  Astigmatism. 

Myopic  astigmatism  signifies  myopia  in  only  one  meridian  of  the 
cornea.  In  strict  definition,  such  a condition  is  extremely  raie. 
Pew  instances  are  met  with  in  which  there  is  total  absence  of  m3  opic 
astigmatism,  however  low  the  degree  may  be  in  the  opposite  meridian. 
It  is  not  taken  into  account,  as  it  is  normal  and  does  not  disturb. 

As  a rule,  according  to  what  has  been  explained,  vertical  lines  are 
seen  at  a greater  distance  than  horizontal  ones. 

Simple  myopic  astigmatism.  Let  it  be  understood  that  the  myopia, 
which  is  tolerably  sure  to  be  vertical,  is  twelve  inches. 

Vertical  astigmatic  meridian,  myopia  = -nr* 

Horizontal  astigmatic  meridian,  normal  = 

Then,  there  is  simple  myopic  astigmatism.  M A = ,V  — « = tt* 

Compound  myopic  astigmatism.  This,  which  is  closely  allied  to 
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the  simple,  consists  of  myopia  in  different  degrees,  in  the  chief 
astigmatic  meridians.  It  is  rare,  and  it  is  difficult  to  be  diagnosed. 
It  has  such  a resemblance  to  ordinary  myopia  with  amblyopia,  that 
it  is  often  mistaken  for  the  combination  of  the  two  affections. 
Near  objects  are  rather  better  seen  than  distant  ones.  Persons  under 
adult  age  find  that  their  vision  is  much  improved  by  spherical 
concave  lenses. 

Let  it  be  understood,  that  the  myopia  in  the  vertical  astigmatic 
meridian  is  fifteen  inches.  In  the  horizontal  astigmatic  meridian, 
thirty  inches. 

Vertical  astigmatic  meridian,  myopia  = T'. . 

Horizontal  do.  do.  myopia  = 

Then  there  is  myopic  astigmatism  = T'T  — Ar  = 

Expressed,  or  written  as,  myopia.  M = ^ + myopic  astig- 
matism. MAjL. 

Hypermetropic  astigmatism . Under  this  head,  fall  most  cases  of 
abnormal  astigmatism.  The  hypermetropic  eye  is  particularly  prone 
to  astigmatism.  In  it,  normal  astigmatism  always  ranges  higher 
than  in  emmetropic  and  myopic  eyes.  It  is  in  this  eye  too,  that  the 
highest  astigmatism  is  to  be  found.  The  loss  of  acuteness  of  vision, 
so  common  with  high  degrees  of  hypermetropia,  is  more  frequently 
than  not,  in  association  with  astigmatism.  There  are  two  forms 
of  hypermetropic  astigmatism. 

Simple  hypermetropic  astigmatism.  The  hypermetropia  is  gener- 
ally very  marked  in  the  horizontal  meridian,  and  it  varies  in  grades, 
from  ho  t°  A,  °r  L In  the  vertical  meridian  there  may  be  emme- 
tropia,  or  the  lowest  grades  of  myopia,  or  very  low  hypermetropia, 
but  not  enough  to  be  taken  into  account.  It  is  rare,  and  is  scarcely 
ever  discovered  in  young  persons,  unless  the  power  of  accommodation 
is  artificially  paralyzed. 

Let  it  be  understood,  that  the  hypermetropia  in  the  horizontal 
meridian  is  sixteen  inches. 

Vertical  astigmatic  meridian,  normal  = A. 

Horizontal  astigmatic  meridian  hypermetropia  = T'Ti . 

Then,  there  is  simple  hypermetropic  astigmatism. 

II A = - -L  _ . 

T « H — TTT* 

Compound'  hypermetropic  astigmatism.  There  is  abnormal  hyper- 
metropic astigmatism  of  the  whole  cornea.  That  is,  a high  grade  of 
hypermetropia  in  the  horizontal  astigmatic  meridian,  and  a low 
grade  in  the  vertical. 

In  both  forms,  the  simple  and  the  compound,  particularly  in  the 
latter,  distant  vision  is  improved  by  spherical  convex  lenses.  ' In  both 
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too,  horizontal  stripes  are  better  discerned  at  a distance  than  vertical 
ones. 

Let  it  be  understood  that  the  hypermetropia  in  the  horizontal 
astigmatic  meridian,  is  twelve  inches.  In  the  vertical  astigmatic 
meridian,  eighteen  inches. 

Horizontal  astigmatic  meridian,  hypermetropia  = A- 
Vertical  astigmatic  meridian,  hypermetropia  = T'-H. 

Then,  there  is  hypermetropic  astigmatism,  II  A = A — A = A* 
Expressed,  or  written  as,  hypermetropia.  H -A  4-  hypermetropic 
astigmatism.  II  A A- 

Mixed  astigmatism.  This  is  a very  exceptional  condition.  There 
is  hypermetropia  in  the  one  chief  meridian,  and  myopia  in  the  other; 
or,  the  contrary  state  prevails. 

Myopia,  predominant,  understood  to  be  in  the  vertical  astigmatic 
meridian,  twenty-four  inches. 

Hypermetropia,  in  the  horizontal  astigmatic  meridian,  forty-eight 
inches. 

Vertical  astigmatic  meridian,  myopia.  M = At- 
Horizontal  astigmatic  meridian,  hypermetropia.  II  = A- 
Then  there  is  myopic  and  hypermetropic  astigmatism. 

M IT  A = M At  and  H A = A- 

Hypermetropia,  predominant,  understood  to  be,  in  the  horizontal 
astigmatic  meridian,  twenty-four  inches. 

Myopia,  in  the  vertical  astigmatic  meridian,  forty-eight  inches. 
Horizontal  astigmatic  meridian,  hypermetropia.  H = A- 
Vertical  astigmatic  meridian,  myopia.  M = A- 
Then  there  is  hypermetropic  and  myopic  astigmatism. 

H M A = H At  & M A = Tit- 

The  lenses,  and  the  stenopseic  plates,  which  may  be  required  for 
conducting  the  necessary  examinations  and  experiments,  are  gener- 
ally used  as  detached  pieces,  but  they  may  be  more  efficiently  and 
readily  employed  by  being  fixed  in  a frame  and  made  to  fit  the  face 
after  the  manner  of  spectacles.  It  increases  the  value  of  such  an 
appliance  by  attaching  to  it  a scale  marked  with  degrees,  by  which 
the  directions  of  the  chief  astigmatic  meridians  may  be  noted. 

Treatment.  The  action  of  one  cylindrical  lens  destroys  that  off 
another  of  the  same  power.  I have  explained  this  together  with  the 
physical  characters  of  cylindrical  lenses  in  the  chapter  on  Geometrical 
Optics.  Hence  the  astigmatic  or  cylindrical  eye  may  be  corrected  by  ■ 
a cylindrical  or  astigmatic  lens.  These  facts  are  made  more  intelli- 
gible, more  impressive  and  very  interesting,  by  experimenting  with 
cylindrical  lenses  on  one’s  own  eye. 
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Simple  myopic  astigmatism.  Having  found  the  myopia  to  he 
twelve  inches,  A>  in  the  vertical  meridian,  a concave  cylindrical  lens, 
of  A inch  value,  should  he  placed  before  the  eye  with  its  axis 
horizontal,  by  which  is  meant  in  the  direction  exactly  opposite  to 
that  of  the  astigmatic  meridian.  This  may,  or  may  not  he,  as  I have 
said,  strictly  vertical.  It  will  therefore  he  in  the  line  of  least 
refraction.  Such  adaptation  is  according  to  the  principles  given  in 
the  chapter  on  geometrical  optics.  The  light  which  passes  through 
the  axis  of  the  lens,  undergoes  no  refraction.  That  which  passes  in 
the  plane  vertical  to  its  axis,  that  is  through  the  cylindrical  surface, 
is  rendered  astigmatic  in  its  refraction,  and  so  counteracts  the 
existing  ocular  astigmatism. 

The  examination  for  the  near  point  of  vision,  or  in  other  words, 
the  acuteness  of  vision,  should  next  he  tried  with  the  cylindrical 
lenses. 

We  now  resort  to  test-print,  to  judge  of  the  practical  residt  of  our 
labour.  It  is  in  reading,  that  astigmatism  is  most  felt.  It  may  he 
proved  that  lenses  slightly  higher,  or  lower,  than  those  originally 
selected,  are  required.  Myopic  astigmaties,  as  they  must  approach 
the  print  nearer  than  the  hypermetropics,  should  he  tried  with  a size 
proportioned  to  their  myopia. 

Compound  myopic  astigmatism.  The  myopia  in  the  vertical 
meridian  being  fifteen  inches,  A>  and  in  the  horizontal  meridian 
thirty  inches,  A»  a concave-spherico-cylindrical  lens  is  required.  A 
concave  spherical  lens  of  the  value  of  -A  inch,  should  he  placed 
before  the  eye,  and  a cylindrical  concave  of  the  same  value,  with  the 
axis  turned  horizontally,  and  the  acuteness  of  vision  tested  as  before. 

When  the  values  of  such  lenses  are  found,  the  spherico-cylindrical 
one  combining  the  two  values  is  to  he  prescribed.  Such  a lens  is  a 
combination  of  a plano-concave  spherical,  with  a concave  cylindrical 
lens.  This  is  obtained  by  cutting  a spherico-cylindrical  lens  in  a 
plane  perpendicular  to  the  axis  of  the  spherical  surface. 

I be  astigmatism  is  therefore  corrected  by  — -A  spherical  -±-  o 
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cylindrical. 

Simple  hypermetropic  astigmatism.  The  hypermetropia  in  the 
horizontal  meridian  being  sixteen  inches,  A,  a convex  cylindrical 
ens  of  -j-^  inch  value,  should  be  placed  before  the  eye  with  its  axis  in 
the  vertical  meridian,  and  the  acuteness  of  vision  examined. 

Compound  hypermetropic  astigmatism.  The  hypermetropia  in  the 
onzontal  meridian  being  twelve  inches,  -A,  and  in  the  vertical, 
eighteen  inches,  -A,  a convex  spherico-cylindrical  lens  is  needed.  A 
com  ex  lens  of  A inch  value  should  be  placed  before  the  eye,  and 
e oie  such  lens,  a positive  cylindrical  lens  of  A inch  value  and 
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vision  tested.  The  positive  spherico-cylindrical  lens  must  combine 
the  above  values.  The  direction  of*  the  axis  is  to  be  vertical.  The 
astigmatism  is  therefore  corrected  by  Ar  spherical,  -,'tt  ° cylindrical. 

Mixed  astigmatism.  Bi-cylindrical  lenses  are  required.  In  such 
lenses,  the  surfaces  of  curvature  are  concave  on  the  one  side,  and 
convex  on  the  other.  Tlieir  axes  are  at  right  angles  to  each  other, 
therefore  parallel  incident  rays  of  light  after  refraction,  converge  in 
the  plane  of  the  one  axis,  and  diverge  in  that  of  the  other. 

Myopia  predominant.  Myopia  in  the  vertical  astigmatic  meridian, 
being  twenty-four  inches,  M An 

Hypermetropia  in  the  horizontal  astigmatic  meridian,  being 
forty-eight  inches,  II  Am 

A convexo-concave  cylindrical  lens  is  needed.  The  concave 
surface  should  be  of  Ar  inch  negative  focal  value.  The  convex 
surface  should  be  of  At  inch  value.  The  axis  of  the  concave  surface 
should  be  placed  in  the  direction  of  the  hypermetropic  meridian ; and 
that  of  the  convex  surface  in  the  direction  of  the  myopic  meridian. 

The  double  astigmatism  is  therefore  corrected  by  Ar  convex 
cylindrical,  and  Ar  concave  cylindrical. 

Hypermetropia  predominant.  Hypermetropia  in  the  horizontal 
astigmatic  meridian,  being  twenty- four  inches,  H At>  myopia  in  the 
vertical  astigmatic,  meridian,  being  forty-eight  inches,  M Am 

Then  there  is  need  of  a concavo-convex  lens.  The  concave  surface 
should  be  of  At  inch  value.  The  convex  should  be  of  Ar  inch  value. 

The  axis  of  the  convex  surface  should  be  placed  in  the  direction  of 
the  myopic  meridian  ; and  that  of  the  concave  surface  in  the  direction 
of  the  hypermetropic  meridian.  Each  will  therefore  be  perpendicular 
to  the  other. 

The  double  astigmatism  is  therefore  corrected  by  A-  concave 
cylindrical,  and  Ar  convex  cylindrical. 

When  treating  of  myopia,  I pointed  out  conditions  in  which  it  is 
not  always  expedient  to  neutralize  the  whole  of  the  defect.  Similar 
remarks  were  made  in  reference  to  hypermetropia.  It  is  supposed 
that  the  same  end  can  be  attained  in  astigmatism,  by  deducting  the 
desired  degree  of  myopia  or  hypermetropia,  from  the  ascertained 
refraction  of  the  two  principal  meridians.  This  complicated  method, 
though  capable  of  being  expressed  in  formula),  is  scarcely  applicable 
in  practice. 

The  effect  of  the  crystalline  lens  in  regular  abnormal  astigmatism. 
After  the  most  laborious  investigations  by  many  labourers  in  this 
most  difficult  field,  very  little  lias  been  discovered.  It  is  certain  that 
the  deep  position  of  the  crystalline  lens,  must  diminish  the  elfect  of 
any  asymmetry  in  it.  It  is  tolerably  certain  that  with  high  corneal 
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astigmatism,  asymmetry  of  tlie  crystalline  lens  also  exists,  but  such 
asymmetry  modifies  rather  than  increases  the  regular  or  corneal 
astigmatism,  in  virtue  of  the  form  of  its  surfaces,  or  from  slight 
obliquity.  The  crystalline  lens  acts  therefore  in  such  a direction,  that 
the  astigmatism  for  the  whole  eye  is  nearly  always  less  than  that 
proceeding  from  the  cornea. 

Actual  dislocation  of  the  crystalline  lens  causes  symptoms  allied  to 
astigmatism.  Of  these  I shall  speak  when  treating  of  lens  diseases. 

Setting  of  the  cylindrical  lenses  in  the  spectacle  frame.  The  closer 
these  lenses  are  earned  to  the  eyes  the  better,  in  order  to  reduce 
the  inevitable  displacement  of  the  nodal  points. 

When  spherico-oylindrical  lenses  are  used,  if  both  be  convex,  or 
both  concave,  the  surface  of  least  curvature  in  each  instance,  should 
correspond  to  the  eye.  When  they  are  concavo-convex,  or  convexo- 
concave,  the  same  rule  should  be  observed. 

The  axes  of  the  surfaces  of  curvature  should  correspond  to  the 
principal  meridians  of  the  refractive  system  of  the  eye.  This  will 
necessitate  the  lenses  being  set  for  reading,  or  for  distant  sight,  as 
the  patient  may  require. 

The  optician  must  be  duly  instructed  in  all  these  matters.  At  all 
times  most  explicit  and  careful  instructions  should  be  conveyed  to 
him,  respecting  the  position  in  which  the  cylindrical  lens  should  be 
placed  in  each  individual  case. 

Results.  It  is  to  be  regretted  that  the  treatment  does  not  accomplish 
all  that  can  be  desired  of  it,  for  the  cylindrical  lens  does  not  com- 
pletely counteract  the  astigmatism.  The  causes  are  well  known. 

Absolute  coincidence  of  the  nodal  points  in  the  different  meridians 
cannot  be  obtained.  The  consequence  is,  that  the  form  of  bodies  is 
elongated  in  the  direction  opposite  to  that  in  which  the  astigmatism 
appeared,  before  it  was  corrected.  Some  of  this  imperfection,  and 
most  of  it  in  many  cases,  may  be  prevented  by  attending  to  the’ rules 
which  I have  given  for  getting  correct  lenses. 

In  the  movements  of  the  eyeballs,  the  directions  of  the  axes  of  the 
cylinders  lose  perfect  coincidence  with  the  principal  corneal  meridians, 
and  the  correction  of  the  astigmatism  is  accordingly  imperfect. 

The  accommodation  changes  in  the  accommodating  apparatus  in  the 
astigmatic  eye,  and  particularly  after  the  correction  of  the  astigmatism, 
does  not  produce  corresponding  effects  of  accommodation  * in  both’ 
principal  meridians. 

I know  from  my  own  experience,  that  several  patients  who 
have  been  supplied  by  others  and  by  myself  with  cylindrical  lenses, 
ave  t own  them  aside  and  resorted  to  spherical  convex  or  concave 
lenses.  Some  have  preferred  using  the  stenopceic  plate  set  in  a 
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spectacle  frame,  in  association  with  a convex  or  a concave  spherical 
lens. 

Besides  the  asymmetry  of  the  cornea,  it  has  been  made  out  that 
the  eye,  taken  as  a whole,  is  not  symmetrical.  That  the  refracting 
media,  considered  as  one  mass,  shows  a difference  of  radius  of  curva- 
ture in  its  several  meridians.  That  the  regular  astigmatism  of  the 
entire  system  does  not  correspond  exactly  in  direction,  nor  in  degree, 
to  that  of  the  cornea.  That  the  maximum  of  curvature  lies  closer  to 
the  vertical,  than  to  the  horizontal  meridian. 

Acquired  abnormal  regular  astigmatism.  When  the  pupil  is  decentred 
from  accident  or  disease,  or  in  consequence  of  an  operation,  the  eyeball 
is  rendered  asymmetrical,  and  the  symptoms  of  astigmatism  occur. 

After  the  operation  for  the  extraction  of  cataract,  the  form  of  the 
cornea  is  often  altered,  on  account  of  the  slightly  irregular  manner  in 
which  the  corneal  flap  heals.  Astigmatism  is  thereby  produced. 

Inflammation  of  the  cornea,  which  causes  any  irregularity  in  the 
corneal  curves,  will  make  the  eye  astigmatic. 

More  or  less  dislocation  of  the  crystalline  lens,  from  accident  or 
disease,  will  produce  symptoms  allied  to  those  of  astigmatism.  I will 
speak  of  this  particularly  in  the  chapter  on  Diseases  of  the  Crys- 
talline Lens. 

The  essential  difference  between  this  and  congenital  astigmatism  is 
too  apparent  to  need  being  enlarged  on. 

Irregular  astigmatism.  This  depends  on  the  faulty  refraction  of  rays 
of  light  in  the  one  and  the  same  meridian,  that  is  through  the 
crystalline  lens.  It  differs,  therefore,  from  regular  astigmatism,  iu 
which,  as  I have  shown,  the  faulty  refraction  depends  on  the  differ- 
ence in  the  focal  lengths  of  the  corneal  meridians. 

There  is  normal  and  abnormal  irregular  astigmatism. 

Normal  irregular  astigmatism  is  scarcely  absent  from  any  healthy 
eyes.  It  is  less  apparent  in  youth  than  in  adult  age,  because  of  the 
better  power  of  accommodation.  Its  chief  characteristic  is  multiplied 
vision  under  certain  conditions  with  the  one  eye,  known  as  poly  opia 
monocularis.  It  may  be  recognised  by  many  experiments.  The 
mention  of  one  of  them  will  suffice.  Make  a minute  black  spot,  , 
on  white  paper,  and  approach  it  closer  to  the  ey-e  than  the 
distance  of  clear  vision,  and  it  will  appear  like  a circle  of  greyish 
points.  Slowly  remove  the  spot  from  the  eye,  the  polyopia  will 
gradually  decline,  and  the  spot  is  again  seen  single  and  black. 
During  the  experiment,  in  order  that  the  pupil  be  kept  as  large  as 
possible,  it  is  desirable  to  avoid  tension  of  accommodation.  Thfs 
necessitates  that  the  cyo  be  kept  accommodated  for  the  far  point.  . 

The  spot  may  be  easily  carried  beyond  the  point  of  distinct  vision, 
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to  an  emmetropic  eye,  by  rendering  the  eye  myopic  with  a -L-  or  -V 
inoh  focal  value  concave  lens.  To  continue  with  the  experiment  in 
this  manner  the  spot  should  be  made  a little  larger.  In  this  case 
several  spots  appear,  but  now  there  is  a central  darker  one,  around 
which  paler  ones  are  more  or  less  regularly  grouped. 

It  has  been  clearly  proved  that  the  polyopia  monocularis,  as  well  as 
the  radiant  appearance  of  a light  at  a distance,  or  a star,  for  which 
the  eye  is  not  accommodated,  have  their  origin  in  the  crystalline  lens. 

It  has  been  unequivocally  ascertained  that  the  cornea  is  not  con- 
cerned in  these  effects. 

It  has  not  been  ascertained  with  certainty,  the  manner  in  which 
the  lens  acts  in  irregular  astigmatism,  but  it  is  supposed  that  the 
cause  can  be  traced  to  its  peculiar  organization,  and  that  each  of  its 
sectors  forms  a separate  image.  Besides  this,  that  each  is  astigmatic. 
"With  such  arrangement,  even  with  accommodation,  there  is  imperfect 
coincidence  of  the  rays  of  light  on  the  retina. 

From  this  form  of  astigmatism  the  acuteness  of  vision  is  scarcely 
disturbed,  and  it  is  less  when  the  eyes  are  of  equal  refraction,  and 
both  of  them  are  used  at  the  same  time.  The  astigmatism  is  never 
exactly  equal  in  each  eye,  and  therefore  the  retinal  images  are  not 
quite  alike.  But  they  coalesce  in  our  idea,  and  hence  it  is,  considering 
the  astigmatism  only,  that  the  form  of  a small  object  is  more  correctly 
estimated  by  binocular  vision. 

Abnormal  irregular  astigmatism.  The  cornea  comes  here  into  play 
when  it  assumes  a conical  form,  constituting  “ conical  cornea.”  I 
prefer  to  delay  a consideration  of  this  till  I speak  of  conical  cornea  in 
the  chapter  on  Corneal  Affections.  I say  the  same  about  spots  on  the 
cornea,  irregularities  in  form  from  inflammation,  transparent  ulcers, 
which  also  cause  irregular  astigmatism. 

Crystalline  lens  influence.  There  may  be  an  effect  through  some 
physical  alteration  in  the  lens  tissue.  It  may  occur  while  the  lens  is 
transparent,  but  it  is  more  common  when  lenticular  cataract  is  forming. 
A patient  with  incipient  cataract,  is  almost  certain  to  tell  you  that- 
with  the  cataractous  eye  luminous  bodies  are  multiplied.  The  moon 
is  generally  mentioned. 

Treatment.  Fortunately  irregular  astigmatism  by  itself,  rarely 
interferes  with  acute  vision.  That  it  sometimes  co-exists  with  regular 
astigmatism,  and  complicates  it  in  a manner  which  prevents  relief 
from  cylindrical  glasses,  is  well  known. 

High  irregular  astigmatism  is  irremediable. 

The  polyopia  of  low  astigmatism  generally  disappears  when  the  loss 
of  accommodation  is  compensated  for  by  proper  spectacles. 


CHAPTER  XXIX. 

DISEASES  OF  THE  EYELIDS. 

RESTORATION  OF  THE  EYELIDS  BY  PLASTIC  OPERATIONS TRICHIASIS — 

ENTROPIUM ECTROPIUM EPICANTILUS INFLAMMATION  OF  THE 

EYELIDS  AND  OF  THE  EYEBROW — (EDEMA  OF  THE  EYELIDS — 

PALPEBRAL  SWEATING — CONGENITAL  FISSURE  OF  THE  EYELIDS 

ABSCESS  OF  MEIBOMIAN  GLAND ACNE  CILIARIS HERPES ECZEMA 

PALPEBRARUM XANTHELASMA  PALPEBRARUM. 

Several  diseases  which,  are  met  with  about  the  eyelids  are  described 
among  different  classes  of  affections  according  to  the  plan  of  this  work. 
For  instance,  tumours,  malignant  affections,  injuries  both  mechanical 
and  chemical,  and  wounds,  are  given  in  chapters  devoted  to  these 
subjects.  In  this  chapter  are  described  only  those  affections  which 
are  proper  to  the  eyelids. 


RESTORATION  OF  THE  EYELIDS  BY  PLASTIC  OPERATIONS. 

Restoration  of  an  eyelid  which  has  been  lost,  in  the  strict  sense  of 
the  term,  is  impossible.  Plow  can  a transplanted  piece  of  skin 
represent  the  beautiful  and  complex  palpebra,  with  its  glandular 
apparatus,  muscular  and  mucous  tissues  ? At  the  very  best,  and  when 
the  most  is  done  that  a plastic  operation  can  effect,  the  result  is  very 
miserable,  and  is  to  be  deplored  rather  than  admired.  The  amount 
of  benefit  in  any  direction  is  but  small ; yet  some  little  ad\  antage 
may  be  derived  from  the  application  of  this  form  of  surgery. 

Restoration  is  generally  applicable  when  a part  of  the  eyelid  or  the 
whole  of  it  has  been  lost  through  its  entire  thickness  from  disease , an 
accident , or  an  operation.  Yet  this  is  not  without  exceptions,  for  it  is 
well  known  that  the  upper  eyelid  will  to  a great  extent  supply  the 
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loss  of  tli©  under,  and  the  under  that  of  the  upper.  Even  when  a 
large  portion  of  both  eyelids  has  been  removed,  contraction  may 
follow  sufficient  to  prevent  the  necessity  of  any  operation  for  com- 
pensation. 

Indeed,  when  the  under  eyelid  is  lost,  the  deformity  and  incon- 
venience arising  from  its  want,  is  so  trifling  that  an  operation  is 
nearly  always,  according  to  my  own  experience,  unnecessary.  The 
contraction  of  the  cicatrix,  for  the  most  part,  brings  the  skin  of  the 
cheek  to  the  level  of  the  orbit.  The  palpebral  opening  is  reduced 
transversely,  and  from  above  downwards,  in  consequence  of  the 
descent  of  the  upper  eyelid. 

The  loss  of  the  upper  eyelid  is  more  injurious. 

Yet  it  is  only  when  the  eyeball  is  permanently  exposed , the  cornea 
incipiently  affected,  and  the  loss  of  sight  endangered,  that  an  operation  is 
specialty  indica  ted  and  justifiable. 

Sometimes  the  eye  may  be  sufficiently  protected  by  the  act  of 
winking  by  day,  but  yet  be  injuriously  exposed  during  sleep. 

A man  had  phlegmonous  erysipelas  of  the  face*,  and  such  was  the 
damage  done  to  the  skin  from  the  scarring  and  contraction  that  both 
eyelids  of  each  eye  were  everted.  In  this  state  he  came  to  me.  Each 
tarsus  was  turned  sharply  backwards.  By  very  strong  winking 
efforts  the  eyeballs  were  just  covered  by  the  exposed  and  villous 
palpebral  conjunctiva.  During  sleep  they  were  fully  exposed.  The 
cornea  suffered.  The  one  became  cuticular,  the  other  ulcerated  and 
opaque.  This  poor  sufferer  declined  all  surgical  relief. 

It  may  be  necessary  to  remove  part  of  the  eyelid,  or  the  whole  of 
it  for  cancer,  and  other  diseases  about  the  eye. 

It  may  be  necessary  to  do  the  same  operation  after  bites  from 
rabid  animals.  Such  bites  on  any  uncovered  paid  of  the  body  are 
the  more  serious  from  the  free  contact  of  the  dangerous  saliva ; and 
with  this  greater  chance  of  the  morbid  inoculation,  no  well-assured 
method  of  treatment  should  be  neglected. 

A lad,  eight  years  old,  was  brought  to  St.  Bartholomew’s  Hospital, 
when  I was  house-surgeon,  by  an  elder  sister,  in  consequence  of 
injuries  received  from  having  been  knocked  down  by  a strange  dog, 
while  at  play  with  his  schoolfellows.  On  the  upper  eyelid  of  the 
right  eye  was  an  abrasion  about  three-quarters  of  an  inch  long,  and 
half  an  inch  broad.  All  the  information  that  could  be  collected  was, 
that  the  dog  leaped  at  him  and  knocked  him  down.  As  one  of  his 
knees  bore  the  evidence  of  a fall,  and  the  face  was  covered  with  mud, 
t e eyelid  was  supposed  to  have  suffered  from  the  same  cause. 

. resflng  'v  !ls  applied,  and  I sent  directions  to  his  mother  to  make 
inquiries  about  the  dog.  Just  two  months  after,  the  poor  lad  re- 
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appeared  at  the  hospital  with  hydrophobia,  and  died  the  next  day. 
At  the  inquest  a hubbub  was  made,  and  a question  raised  as  to  the 
neglect  of  removing  the  eyelid  ; but  I was  able  to  prove  that  the 
probability  of  danger  was  pointed  out  to  the  sister,  and  that  I had 
done  my  duty.  It  appeared  that  the  mother  had  learned  a day  or 
two  after  this  that  the  dog  was  killed  as  rabid,  but  was  persuaded  by 
a neighbour  not  to  let  me  know.  To  have  resorted  to  such  a severe 
measure  as  the  removal  of  an  eyelid  without  any  evidence  that  the 
part  had  been  bitten,  would  have  been  as  culpable  as  to  neglect  it, 
had  I been  in  the  possession  of  ail  the  facts. 

Treatment.  Ail  that  is  written  farther  on,  in  ectropium,  about 
plastic  operations,  applies  here.  Indeed  so  much  is  given  which  is 
common  to  this  subject  as  well,  that  little  is  left  to  be  pointed  out. 

Any  portion  which  remains  of  the  edge  of  the  damaged  eyelid 
should  be  saved.  The  conjunctiva  also  should  be  saved,  for  no 
part  of  it  ought  to  be  removed,  whether  thickened  or  otherwise; 
nor  of  the  skin,  whether  hardened  or  contracted  ; nor  of  the  cellular 
tissue. 

The  incisions  to  prepare  the  bed  for  the  flap  should  be  so  made 
through  integument,  or  even  cicatrix,  that  some  part  of  the  old  tissue 
shall  form  the  free  edge  of  the  lid.  In  this  there  is  the  double 
advantage  of  having  an  outline  that  is  not  likely  to  contract, 
and  a better  supported  flap  with  its  vascular  supply  insured. 

As  this  operation  is  more  extensive  than  the  plastic  one  for  most 
cases  of  ectropium,  it  is  the  more  important  that  the  state  of  the 
integuments  whence  the  flap  is  taken  should  he  quite  healthy . 

It  is  sufficient  if  the  eyeball  can  be  so  far  protected,  especially 
above,  as  to  save  it  from  being  destroyed.  Any  operation  beyond 
this  is  superfluous,  and  may  probably  fail,  from  its  magnitude.  The 
more  limited  an  operation  of  this  kind  the  moie  leadily  is  lepair 
effected. 

I append  two  cases  of  restoration  of  the  lower  eyelid.  One  was 
done  by  Dr.  D auingarten , in  a child  six  months  old,  labouring 
under  aneurism  by  anastomosis  on  the  right  lower  eyelid.  The  rapid 
increase  of  the  growth,  encroachment  on  the  cheek,  great  size,  and 
the  imminent  danger  of  rupture  induced  its  extirpation.  The  flap 
was  borrowed  from  the  temple,  and  slipped  laterally  into  the  re- 
quired place  ; the  upper  edge  was  fixed  to  the  tarsus  by  means  of 
four  points  of  suture,  the  inner  by  six,  the  outer  remaining  free. 
Union  by  the  first  intention  followed,  and  on  the  fourth  day  the  last 
suture  was  removed.  In  a week  the  loss  of  substance  in  the  temple 
was  repaired,  and  the  eyelid  presented  a good  appearance. 

The  other  was  performed  by  Dr.  Ammon.  The  lower  eyelid  was 
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involved  in  the  excision  of  a suspicious-looking  tumour.  The  flap, 
in  this  instance,  also  was  taken  from  the  temple.  Primary  adhesion 
was  not  effected,  yet  the  flap  survived,  and  in  five  weeks  adhered, 
by  granulations. 

The  late  Dr.  Richard  Mackenzie,  of  Edinburgh,  was  successful  in 
a large  facial  operation,  including  the  restoration  of  the  lower  eyelid 
and  other  parts.  The  case  was  one  of  unusual  destruction  of 
features.  Nearly  the  entire  cheek,  with  the  lower  eyelid,  the  side 
of  the  nose,  and  the  half  of  the  upper  lip,  were  destroyed  by  mortifi- 
cation after  scarlet  fever.  Necrosis  followed,  and  the  nasal  bones 
were  lost,  with  the  greater  part  of  the  superior  maxillary  bone. 

The  child,  now  seven  years  old,  was  in  good  health,  and  the  parts 
in  the  neighbourhood  of  the  extensive  cicatrix  in  a perfectly  sound 
condition.  The  absence  of  the  lower  eyelid  had  given  rise  to  a 
vascular  condition  of  the  conjunctiva  of  the  right  eye,  and  the 
part  of  the  cornea  which  was  exposed  was  dull,  and  slightly 
nebulous. 

Dr.  Mackenzie  attempted  to  restore  the  lost  parts,  by  bring- 
ing up  a large  flap,  consisting  of  the  lower  lip,  and  of  the  integu- 
ments over  the  base  of  the  jaw,  so  as  to  fill  up  the  whole  gap  at  once. 
The  contracted  flap  was  retained  as  much  as  possible  in  the  situation 
of  the  upper  lip,  and  his  object  so  far  attained  as  to  bring  the  parts 
into  a condition  nearly  similar  to  that  of  simple  harelip. 

About  six  weeks  later,  by  the  harelip  operation,  the  edges  of  the 
cleft  were  brought  into  apposition  ; perfect  union  was  established, 
and  the  natural  appearance  of  the  upper  lip  was  thus  nearly 
I restored. 

The  deformity  of  the  face,  although  much  diminished,  was  still 
very  great,  from  the  absence  of  the  nose,  eyelid,  and  greater  part  of 
! cheek.  A third  operation  was  performed,  three  months  after, 
and  the  gap  was  filled  by  a large  flap  of  skin  brought  from  over  the 
ramus  of  the  jaw,  the  base  being  situated  over  the  upper  part  of  the 
malar  prominence,  and  its  extremity  corresponding  to  the  angle  of 
the  jaw.  In  addition  to  the  improved  appearance  of  the  features, 

1 articulation  was  rendered  much  more  distinct. 


The  child,  nothing  daunted  by  what  she  had  undergone,  was  now 
anxious  to  have  her  appearance  still  further  improved  by  the  forma- 

tmnof  a nose.  This  proposal  was  negatived,  as  the  operation  is 
applicable  only  in  adults. 


The  true  Italian,  or  Taliacotian  method,  of  transplanting  a flap  of 

L nunal^e?n.eXe°Uted  by  Mr-  W-  Joues-  The  details  are  in 
hand  ^ ltba*miC  Manual.”  The  integument  was  taken  from  the 
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Fra.  199. 


Fig.  200. 


TRICHIASIS.  CILIA  FORCEPS. 

The  first,  Fig.  199,  have,  on  their  rounded  points,  a broad  fine  cross- 
cut, or  file-like  surface,  for  taking  secure  hold.  The  edges  are  so 
much  rounded  that  they  oannot  cut.  The  blades  are 
strong  enough  to  admit  of  proper  pressure  being  exerted 
at  their  extremities  during  use.  This  is  my  usual 
instrument. 

The  second,  Fig.  200,  have  round  ends,  with  perfora- 
tions in  them. 

Trichiasis  signifies  a misdirection  of  the 
cilia,  or  eyelashes,  towards  the  globe  of  the 
eye,  upon  which  they  more  or  less  rest. 
Practically,  the  term  is  not  applicable  until 
the  maldirection  has  arrived  at  a state  that 
occasions  some  inconvenience  or  injury  to 
the  cornea.  It  is  frequently  associated  with 
entropium. 

Trichiasis,  although  among  the  most  com- 
mon affections  of  the  eye  that  call  for 
surgical  relief,  demands  as  serious  attention 
as  any  in  the  Ophthalmic  catalogue ; for, 
notwithstanding  it  does  not  rapidly  destroy 
the  eye,  yet,  if  allowed  to  proceed  unchecked, 
or  if  merely  partially  relieved,  it  becomes, 
sooner  or  later,  from  the  constant  irritation 
and  subsequent  changes  which  it  causes  in 
the  eyeball,  one  of  the  most  destructive 
diseases. 

The  effects  vary,  according  to  the  extent  of 
the  displacement  of  the  hairs,  and  the  part 
of  the  eyeball  that  is  touched.  When  the 
conjunctiva  is  fretted,  inflammation  of  that 
part  ensues,  and  it  may  be  circumscribed.  When  the  cornea  leceives 
the  contact  of  the  cilia,  the  worst  symptoms  ensue.  Corneitis  is  &■ 
common  effect,  with  ulceration  and  prolapse  of  the  iris.  W ith  these 
there  is  generally  pain,  with  the  sensation  of  a foreign  body  in  the 
eye.  Also  epiphora,  intolerance  to  light,  and  blepharospasm.  The 
eyeball  may  be  involved  in  inflammation,  which  may  become  chronic, 
and  produce  atrophy. 

Trichiasis  varies  in  degree , from  a slight  deflection  of  some  of  the  ciha, 
just  sufficient  to  touch  the  eyeball,  to  the  inveterate  implication  of  all 
except  the  smaller  ones  at  the  corners,  which  are  usually  exempt.  But 
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the  greater  portion  are  seldom  inverted,  unless  there  be  entropium 
as  well. 

The  figure  was  taken  from  a good  specimen  of  the  affection.  A 


Fig.  201. 


few  of  the  cilia  just  touched  the  cornea,  and  a small  bunch  rested  on 
the  sclerotica.  The  edge  of  the  eyelid  was  natural,  and  not  in  the 
least  turned  in.  There  then  was  trichiasis  only. 

The  manner  in  which  the  more  internal  of  the  cilia  may  turn 
inwards  either  in  a limited  number  in  one  or  more  places,  or  along 
the  greater  length  of  the  eyelid,  has  induced  some  surgeons  to  suppose 
that  there  is  actually  a new  production  of  an  inner  set  of  hairs,  from 
follicles  produced  after  birth,  a supplemental  development  from  a 
more  internal  part  of  the  eyelid.  The  name  of  distichiasis  has  been 
given  to  this  ideal  state.  Fig.  202  well  illustrates  the  appearance. 


Fig.  202. 


It  has  been  a question  much  discussed  whether  this  is,  or  is  not 
the  case ; whether  new  cilia  spring  forth,  or  old  ones  deviate.  I 
have  not  myself  been  able  to  gather  any  facts  that  support  the 
crea  i\e  theory.  All  the  evidence  that  I can  collect  is  adverse  to  it. 
i-he  supposed  new  row  is  a mere  deception. 
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Tlie  chief  argument  against  the  growth  of  supplemental  hairs  is, 
that  they  do  not  exist  congenitally,  and  there  is  no  such  thing  as  a 
secondary  formation  of  hair  in  any  part  of  the  surface  of  the  hody, 
the  hair-follicles  being  all  of  primary  development.  It  is  well  known 
that  hair  is  occasionally  found  in  the  ovaries,  and  other  situations 
where  it  is  not  a natural  product.  But  this  is  no  argument  for  its 
abnormal  position  on  the  eyelids.  Its  growth  on  parts  that  ha\  e 
been  repeatedly  blistered,  has  suggested  the  idea  that  it  might  like- 
wise be  generated  in  the  eyelids  as  a result  of  chronic  inflammation. 
Experience  does  not  support  the  theory,  which  is  advanced  in 
ignorance  of  the  fact  that  the  surface  of  the  human  body  at  the  time 
of  birth  equals,  if  not  surpasses,  in  the  number  of  hair-follicles,  that 
of  any  other  animal ; and  when,  from  accidental  causes  in  after  life 
hair  springs  forth,  it  is  owing  merely  to  hyper-nutrition  of  original 

germs. 

The  utmost  that  can  be  urged  is,  that  in  the  eyelid  an  animating 
influence  might  be  exerted  on  dormant  bulbs  ; but  the  an  angement . 
of  the  parts  renders  most  doubtful  the  existence  of  such  an  occult 

capability. 

I do  not,  therefore,  recognise  any  such  separate  disease  as- 
distichiasis. 

Some  surgeons,  who  are  not  disposed  to  believe  in  the  creation  of  . 
new  hairs,  assert  that  the  displaced  cilia  are  growths  from . old 
follicles,  which  pierce  the  eyelid  in  the  wrong  place.  . But  this  is  - 
both  anatomically  and  pathologically  incorrect ; for  the  internal  cilia 
are  close  against  the  cartilage,  and  issue  by  the  side  of  the  edge,  as 

near  to  it  as  it  is  possible.  _ . . Jj 

The  very  fine  hairs  that  proceed  from  the  skin  at  the  margin  oM 

the  eyelid,  and  close  to  the  eyelashes,  do  not,  so  far  as  I know,  ever 

grow  and  produce  disturbance.  _ , 

Sometimes  the  eyelashes  are  twisted  in  many  directions.  Ine« 
next  illustration,  Eig.  203,  is  from  an  unusually  severe  case. 

The  upper  eyelid,  the  only  one  affected,  had  been  involved  ini 
it  b inner  surface  in  chronic  inflammation  for  three  years,  and  vas, 
much  thickened  at  the  edge.  The  cilia  were  healthy.  IS  one  o 
them  were  lost,  or  imperfectly  formed,  but  they  were  scatteie  • 
There  were  two  well-marked  rows,  the  upper  of  which,  fioni  1 s 
unnaturally  high  position,  had  as  much  the  appearance  of  a new  I 
row  as  the  under,  from  its  inner  position,  had  of  a supernumerary | 
growth.  Not  the  least  interesting  fact  is,  that  a year  after  t e. 
sketch  was  taken,  when  the  inflammatory  symptoms  had  declinei , 
and  the  edge  of  the  eyelid  was  nearly  reduced  to  its  natural  tluu-  ‘ 
ness,  the  cilia  had  in  a great  measure  regained  their  lost  relations, 
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aiul  the  duplex  arrangement  was  no  longer  recognisable,  mere 
bushiness  remaining. 

Cause.  Excluding  chemical  and  traumatic  injuries  to  the  eyelids, 

Fio.  203. 


most  of  the  causes,  direct  and  remote,  that  produce  trichiasis,  are 
palpable. 

The  inversion  may  be  a permanent  state  of  distortion  of  the  cilia 
by  some  traumatic  means,  without  any  other  diseased  condition. 
Or  it  may  be  an  idiopathic  affection,  due  to  a pathological  change  in 
the  edges  of  the  eyelid  itself,  from  strumous  inflammation  of  the 
conjunctiva,  by  which  the  posterior  edge  is  lost,  and  cicatricial  tissue 
is  formed,  producing  contraction,  and  involving  the  cilia  follicles. 
This  is  not  always,  it  is  true,  apparent  when  the  trichiasis  is  partial, 
but  it  is  generally  sufficiently  well  marked  to  be  easily  recognised 
when  it  is  extensive. 

The  displaced  cilia  may  be  healthy , or  abortive  and  pale , from  original 
disease  of  the  hair  follicles,  or  defective  growth  from  frequent  pluck- 
ing. Pulling  them  out  is  a cause  of  their  sickliness. 

The  cilia  that  fret  the  eye,  may  be  so  minute  as  to  escape  the  observa- 
tion of  those  unaccustomed  to  look  for  them.  Even  with  a knowledo-e 
of  their  presence,  their  exact  position  may  not  readily  be  detected, 

1 an(l  minuteness  does  not  diminish  their  powers  of  mischief.  Tliere- 
j fore’.  witl1  'tlie  sensation  of  something  in  the  eye,  attended  by 
; continued  inflammation  of  the  conjunctiva,  or  of  the  cornea,  or 
superficial  ulceration  of  the  cornea  with  or  without  opacity,  and  with 
any  of  these  states,  intolerance  of  light,  the  existence  of  trichiasis 
may  be  suspected,  and  disarranged  lashes  should  be  searched  for. 

' It  is  no  uncommon  circumstance  for  the  individual  who  suffers 
from  the  effects  of  trichiasis  to  be  ignorant  of  the  nature  of  his 
malady.  Eyes  are  lost  under  such  a condition. 

A young  woman  had  an  inverted  cilium  in  each  upper  eyelid  that 
touched  the  cornea  and  produced  ulceration,  which  ended  in  penetra- 

x x 2 
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tion  and  prolapse  of  the  iris.  After  this,  as  the  cicatrix  on  each  eye 
was  insensible,  there  was  no  more  irritation.  The  appearance  of  the 
two  eyes  was  remarkably  symmetrical.  The  poor  creature  was  nearly 
blind.  She  told  me  that  all  the  treatment  she  received  had  been 
directed  to  the  inflamed  state  of  the  eyeballs. 

In  Mr.  Liston’s  museum  there  was  a preparation  exhibiting  four 
or  five  delicate  eyelashes,  which,  as  in  the  case  above,  not  only  cost 
the  patient  her  sight,  but  were  the  cause  of  ruin  to  her  constitution, 
through  the  use  of  fruitless  antiphlogistics  to  subdue  the  inflamma- 
tion that  they  produced. 

In  the  later  stages,  when  the  cornea  has  lost  its  sensibility,  the 
disease  is  still  more  likely  to  be  overlooked,  or  mistaken.  This  is 
never  till  there  is  general  corneal  opacity,  or  opacity  of  that  portion 
touched  by  the  hairs.  But  the  general  irritation  of  the  eyeball, 
with -the  accompanying  spoiling  effects,  may  be  going  on. 

The  treatment  of  trichiasis  is  palliative  and  temporary,  or  radical 
and  permanent. 

Of  the  palliative , that  alone  is  worthy  of  notice  which  is  so 
naturally  resorted  to,  the  pulling  out  of  the  cilia  by  forceps.  Of  a 
method  so  generally  adopted,  and  apparently  so  universally  appli- 
cable, it  is  well  to  ascertain  in  what  species  of  implication  it  is 
advisable  to  be  practised,  and,  besides  this,  how  long  in  any  instance 
it  may  be  persevered  in. 

The  condition  of  the  cilia  that  irritate,  and  the  state  of  the  eyelid 
on  which  they  are  seated,  should  be  taken  into  consideration. 

Where  the  irritation  is  occasioned  by  a few  well-formed,  but 
inverted  hairs  proceeding  from  an  eyelid  that  does  not  seem  other- 
wise unhealthy,  there  cannot  be  a doubt  about  the  propriety  of  using 
the  cilia-forceps,  because  there  may  not  be  a return  of  the  inversion ; 
and  even  if  the  hairs  so  treated  show  on  their  reproduction  a 
tendency  to  become  distorted  to  a like  degree,  their  injurious  effect 
can  be  anticipated,  and  the  process  of  extraction  repeated  It  thus 
becomes  a mere  matter  of  consideration  to  the  patient  w et  er  10 
shall  submit  to  the  periodic  repetition  of  the  process,  or  to  a rather 
more  severe  and  effectual  plan,  resulting  in  a cure.  . 

When  the  extraction  is  followed  by  an  increase  in  the  uum  er 
of  inverted  cilia,  and  abortive  ones  may  spring  from . one  fo  c e, 
the  application  of  the  cilia-forceps  has  reached  its  limit,  and,  as  a 
rule,  should  be  discontinued.  There  cannot  be  a doubt  that  © 
continued  removal  of  any  of  them  by  force  is  very  frequen  y 
hurtful  to  the  follicles,  renders  the  direction  of  them  more  pen  ersQ, 
causes  abortive  productions,  tends  to  involve  the  contiguous  folia  es> 
and  to  increase  the  trichiasis,  and  should  not  be  persevered  in.  0 
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also,  where  the  eyelid  is  unhealthy,  and  the  offending  cilia,  although 
few  in  number,  are  abortive,  and  grow  directly  inwards,  extraction 
is  contra-indicated.  Some  effectual  treatment  then  only  is  admis- 
sible, some  radical  cine ; for  in  the  majority  of  such  cases,  with  all 
the  vigilance  of  both  patient  and  surgeon,  and  extraction  weekly 
practised,  there  will  be  an  impossibility  of  keeping  the  globe  of  the 
eye  exempt  from  their  contact.  The  majority  of  such  fine  cilia  are 
not  in  reality  plucked  out,  but  are  broken  off,  and  with  any  accession 
of  growth,  again  exert  their  injurious  effect,  long  before  the  eye 
recovers  from  the  last  irritation.  Actual  extraction  can  scarcely  be 
done  till  the  lash  has  attained  its  growth,  or  nearly  so.  It  is  said 
that  one  takes  five  months  to  get  to  maturity,  and  then  falls.  The 
follicle  is  supplied  with  several  secreting  bulbs,  and  there  is  always 
ready  a new  lash  to  supply  the  place  of  the  old.  The  succession 
may  be  so  quick,  that  the  future  protrudes  by  the  present  one. 
Notwithstanding  the  gradual  deterioration  of  the  state  of  the  eye 
under  this  palliative  treatment,  patients  will  still  desire  a continuance 
of  it.  Careful  periodic  plucking  will  greatly  delay  the  arrival  of  the 
worst  effects,  while  neglect  or  careless  manipulation  will  hasten  it. 

The  proper  icay  of  using  the  forceps,  is  to  press  on  the  upper  or  the 
under  part  of  the  tarsus,  according  to  the  eyelid  affected,  evert  its 
edge,  apply  the  points  close  to  the  cilium  as  it  emerges,  and  pull  it 
out  in  the  direction  of  its  growth. 

The  radical  cure  consists  in  the  adoption  of  two  operative  measures. 
By  the  one,  skin  is  removed,  and  the  maldirection  of  the  cilia  is 
influenced.  By  the  other,  the  cilia  are  dissected  away,  or  amputated 
with  a part  of  the  eyelid. 

The  first  of  these,  the  excision  of  a portion  of  the  palpebral  shin , in 
depth  and  extent  proportionate  to  the  required  effect,  to  give  a 
slight  outward  position  to  the  edge  of  the  tarsus,  is  a very  valuable 
resource,  applicable  frequently  to  the  upper  eyelid,  and  nearly 
always  practicable  in  the  lower.  It  is  suited  in  general  to  those 
cases  in  which  the  cilia  retain  their  proper  size,  are  merely  slightly 
misdirected,  and  just  touch  the  globe  of  the  eye,  and  exceptionally, 
to  abortive  cilia  that  do  not  grow  much  towards  the  eyeball ; and,  it 
may  be,  its  greatest  extent  of  application  is  to  be  found  when  the 
central  cilia  are  affected.  Its  adaptation  to  any  given  case  is  readily 
decided  by  rendering  the  skin  of  the  eyelid  tense,  and  observing  the 
I effect.  It  is  difficult  to  point  out  what  degree  of  inversion  may  be 
• so  treated  ; that  must  be  left  to  the  judgment  of  the  surgeon.  This 
may  be  said  that,  whenever  the  eyeball  can  be  just  cleared  by  the 
' greatest  admissible  amount  of  eversion,  the  principle  is  yet  available, 
lor  in  all  probability  there  will  bo  improvement  on  the  immediate 
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effect  of  the  operation,  when  tho  irritation  of  the  eye,  and  consequent 
swelling  of  tlie  eyelid,  have  ceased. 

"Where  it  is  desirable  to  act  on  the  entire  length  of  the  tarsus,  that 
is,  in  the  worst  cases,  I operate  in  this  way.  An  assistant  stands 
behind  the  patient,  makes  the  eyelid  tense  by  drawing  its  external 
angle  outwards  and  raising  the  eyebrow.  With  a scalpel,  I cut 
through  the  skin  in  the  direction  of  the  lines  on  the  eyelid  in  the 
following  diagram,  making  the  under  incision  the  first,  and  with 
the  aid  of  the  forceps,  dissect  off  the  flap,  commencing  at  the  inner 
angle,  and  endeavour  not  to  interfere  with  the  subjacent  muscle. 
The  sponge,  if  required,  should  be  used  by  a third  person  when  he 
can  be  commanded.  I apply  three  or  four  sutures. 

As  regards  after-treatment,  water-dressing,  or  greased  lint,  may 
be  used.  I employ  nothing  unless  the  eyelid  be  unhealthy,  when 
one  or  the  other  is  chosen  ; the  latter  when  it  is  likely  that  trouble 
will  not  be  taken  to  renew  the  wet  lint  sufficiently  often,  and  to 
apply  it  neatly  and  properly. 

The  upper  incision  is  not  so  readily  accomplished  as  the  under. 
I recommend  those  who  are  not  in  the  constant  habit  of  operating, 
after  the  first  incision  has  been  made,  to  lay  hold  of  the  centre  of 
the  upper  portion  of  the  skin  with  the  forceps,  and  draw  it  down- 
wards, and  thus  secure  it  for  the  second  cut. 

In  operating  on  the  right  eye,  as  a matter  of  convenience  the 
dissection  should  be  made  from  the  inner  to  the  outer  corner  of  the 

flap.  . . . 

The  operation  on  the  under  eyelid  in  nowise  differs  in  principle 


Fig.  204. 


from  that  on  the  upper.  Tho  variation  in  the  detail  of  the  position 
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of  the  assistant,  and  the  advantage  of  making  the  under  incision 
first,  include  the  dissimilar  points. 

The  partial  operation  is  to  he  done  in  like  manner,  but  it  cannot 
be  generally  depended  on,  unless  a strip  of  skin  not  less  long  than 
half  the  breadth  of  the  eyelid  be  removed. 

After  many  years’  experience  in  this  operation,  I am  unaware 
of  a single  drawback.  It  does  not  interfere  with  the  proper  escape 
of  the  lacrymal  secretions,  as  the  positions  of  the  puncta  are  not 
altered. 

A young  woman,  who  was  obliged  to  leave  her  situation  from 
the  effects  of  trichiasis,  was  sent  to  me.  The  central  cilia  of  the 
upper  eyelid,  and  the  outer  ones  of  the  lower,  were  inverted,  and 
rested  on  the  cornea.  The  cilia-forceps  had  been  repeatedly  used. 
I operated  on  each  eye.  The  very  accurate  sketch  below  shows 
the  state  of  the  eyelids  seven  months  after  the  operation,  and  it 
exemplifies  the  peculiar  adaptation  of  the  principle  to  the  lower 
eyelid,  where  the  cilia  that  were  completely  reversed  were  made 
to  clear  the  eyeball. 


Fig.  205. 


It  must  be  apparent  that  only  with  a knife  can  the  skin  be 
incised  with  that  accuracy  and  closeness  along  the  edge  of  the 
tarsus  which  are  necessary  ; but  even  if  the  scissors  could  be  equally 
1 efficacious,  the  conspicuous  scar  that  is  inseparable  from  their  use, 
! is  more  than  enough  to  proscribe  them. 

The  excision  of  the  cilia , the  second  radical  operation,  may  be 
i partial  or  entire.  It  is  an  effectual  remedy  in  all  stages  of  their 
inversion,  but  the  operation  produces  deformity,  and  disfiguration 
about  the  face  is  secondary  in  importance  only  to  disease.  Besides, 
•the  direct  injury  that  is  inflicted  on  the  Meibomian  glands,  and 
; the  ejects  from  cicatrization,  whereby  their  outlets  get  closed, 

’•  and  the  tarsal  cartilage,  atrophied,  should  induce  us  to  reserve 
' excision  as  a last  or  only  resource  ; when,  in  fact,  the  cilia  are 


680 


DISEASES  OF  THE  EYELIDS. 


viciously  turned  in,  and  cannot  bo  righted  by  the  removal  of  skin, 
as  in  the  above  operation.  It  is  a very  common  impression  that  with 
care  the  glands  may  be  avoided.  No  dissection  in  the  living  subject, 
that  shall  remove  the  cilia  in  an  effectual  manner,  can  fail  also  to 
bring  away  a portion  of  the  cartilage,  and,  therefore,  to  a greater  or 
lesser  extent,  injure  and  destroy  some,  at  least,  of  the  Meibomian 
glands,  because  some  parts  of  their  follicles  always  adhere  to  the 
cartilage.  The  objection  applies  chiefly  to  complete  amputation. 
Partial  excision  is  much  less  severe,  and  may  often  be  advantageously 
resorted  to  when  it  is  expedient  to  get  rid  of  a cluster  of  very  much 
inverted  eyelashes. 

The  following  display  of  the  cilia,  by  the  removal  of  the  integu- 
ments and  muscle,  may  be  a useful  reminder  of  their  position  -on 
the  cartilages.  The  eyelids  are  supposed  to  be  laid  flat,  and  the 
lower  cilia  are  turned  up  to  afford  the  best  view.  The  irregular 
manner  in  which  they  are  planted  in  the  dense  fibro-cellular  and 
fatty  tissue,  admits  the  entire  extent  of  oidy  the  most  superficial  to 
be  exposed.  Their  bases  are  a little  more  than  a line  from  the  edge 
of  the  lid.  Within  each  follicle,  and  near  the  mouth,  are  the  ducts 
of  several  sebaceous  glands.  The  specimen  was  taken  from  an  adult 
female,  and  the  natural  size  has  been  preserved. 


Fio.  2nc>. 


The  second  diagram  shows  the  edge  of  the  eyelids  in  profile,  and 
exhibits  the  relations  of  the  several  parts. 

Fig.  207. 


For  the  'partial  excision , the  eyelid  should  be  secured,  as  in  the 
foregoing  diagram,  for  the  removal  of  the  skin.  An  incision  is 
made  on  either  side  of  the  bunch  to  be  taken  away,  long  enough  to 
reach  beyond  their  follicles  and  through  the  skin  and  orbicularis 
muscle,  and  a third  transversely,  at  the  very  edge  of  the  eyeli  > 
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falling  in  with  the  two  vertical  ones,  as  in  Fig.  208.  The  little  flap  is 
then  raised  and  entrusted  to  the  care  of  an  assistant,  who  keeps  it 


Fir..  208. 


turned  up  with  an  instrument  or  his  finger,  and  attends  to  the 
bleeding  and  checks  it.  The  mass  of  follicles,  with  the  investing 
tissue,  are  carefully  hooked  with  the  tenaculum  forceps,  and  dissected 
out.  The  small  scalpel  should  be  used.  The  flap  is  then  to  be 
restored  and  retained  by  three  sutures,  one  on  each  edge.  Sometimes 
a strip  of  court  plaster  will  suffice.  Unless  the  skin  be  raised  to  a 
greater  extent  than  will  merely  uncover  the  cilia,  there  would  be  a 
deficiency  of  space  for  operating  efficiently,  and  the  base  of  the  flap, 
which  I generally  make  broader  than  the  apex,  would  not  be  suffi- 
ciently wide  to  ensure  its  vitality.  The  destruction  of  healthy  cilia 
is  inevitable  ; no  one  who  has  dissected  the  edge  of  the  eyelid,  and 
made  himself  conversant  with  the  parts,  will  believe  in  any  method 
of  operating  by  which  it  is  proposed  to  remove  a given  number  of 
irregular  lashes,  without  injuring  contiguous  ones. 


Fig.  209. 


The  abo\  e illustration  of  partial  removal  from  the  upper  eyelid, 
was  taken  four  months  after  the  operation. 

The  patient,  a female  forty  years  of  age,  had  been  long  tormented 
by  ten  or  twelve  cilia  that  rested  on  the  globe  of  the  eye ; they  were 
very  minute  and  white,  and  grew  directly  inwards.  She  had  given 
a long  trial  to  the  cilia-forceps. 

The  partial  operation  maybe  executed  on  a more  extended  scale 
than  the  diagram  shows,  and  may  be  applied  at  the  commissure,  as 

we  as  <it,  the  horizontal  edge.  It  may  be  done  in  two  places  on  the 
same  eyelid. 
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Another  method  of  the  partial  operation  is  to  dissect  out  the 
integuments,  muscle,  and  cilia  by  a triangular  flap,  the  base  of  which 
is  at  the  tarsal  edge,  and  then  to  raise  the  integuments  on  either  side 
by  a little  dissecting,  and  to  approximate  their  edges,  as  nearly  as 
may  be,  by  plaster.  This  facilitates  healing,  some  of  which  must 
be  by  granulation. 

Some  operators  do  a modified  operation,  separating  the  cilia,  or 
rather  trying  to  do  so,  from  the  tarsal  cartilage,  by  passing  a knife 
between  them  at  the  edge  of  the  eyelid,  splitting,  as  it  were,  the  edge, 
and  then  remove  them  along  with  the  integuments  and  the  muscle. 
This  is  a most  uncertain  proceeding,  because  the  cilia  are  so  apt  to 
be  cut  across. 

To  remove  a portion  of  the  entire  thickness  of  the  eyelid  with 
the  cilia,  is  an  operation  of  old  date,  and  is  objectionable.  It 
occasions  much  deformity.  Mr.  Tyrrell,  who  had  much  experience, 
after  advising  the  measure  where  several  cilia  are  inverted  together, 
says  : “ Such  a plan  is  not,  however,  advisable  when  there  are  many 
cilia  remaining,  as  the  contraction  of  the  new  cicatrix  is  very  likely 
to  produce  inversion  of  some  of  the  neighbouring  hairs.  The 
patient  must  therefore  be  contented  with  having  them  extracted 
with  forceps  whenever  their  growth  occasions  the  slightest  irritation. 

The  entire  excision  is  called  for  where  there  is  very  decided  inver- 
sion of  the  hairs  in  several  places.  The  indications  are  to  remove 
the  cilia  with  as  little  damage  as  possible  to  the  tarsal  cartilage,  and 
to  leave  the  punctum  lacrymale  untouched. 

When  the  tarsal  margin  is  sufficiently  healthy  to  admit  of  the 
plan,  I always  endeavour  to  save  the  skin  by  reflecting  it.  The  eye- 
lid is  fixed  as  in  the  foregoing  operations.  Three  incisions  are  made, 
one  at  each  corner  of  the  tarsus,  and  one  along  the  margin.  The 


Fig.  210. 


skin  and  muscle  are  then  raised  and  held  back,  the  cilia  dissected  oil, 
and  the  parts  adopted  by  sutures.  It  requires  great  caution  not  to  allow 
some  of  the  cilia  bulbs  to  escape  ; and  unless  the  tenaculum  forceps 
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be  used,  and  the  sponge  be  nicely  employed  by  the  assistant,  so  that 
the  operator  may  clearly  see  the  several  steps  of  his  course,  a lew  are 
likely  to  be  left  behind.  More  care  is  required  than  might  be 
supposed. 

The  diagram  210  shows  the  lines  the  knife  should  take. 

Where  unhealthiness  of  the  eyelid  will  not  allow  of  excision  of  the  cilia 
alone , there  must  be  more  of  an  amputation,  and  the  skin  removed  with  the 
eyelashes.  An  incision  is  made  through  the  skin  and  the  muscle,  at 
about  the  eighth  of  an  inch  above  the  tarsal  margin,  from  the  outer 
angle  nearly  to  the  punctum,  or  from  within  to  without,  according 


Fig.  211. 


to  the  eye  to  be  treated,  as  in  the  diagram,  Fig.  211.  The  dotted 
line  shows  the  direction  to  be  taken  ; one  end  seized  with  the  forceps, 
made  tense,  and  skin,  muscle,  and  cilia  all  dissected  off  in  a mass 
by  vertical  cuts.  Some  of  the  cartilage  is  necessarily  removed. 
This  is  far  preferable  to  cutting  through  the  entire  thickness  of  the 
eyelid. 

The  execution  is  necessarily  slow,  from  the  frequent  demand  for 
the  sponge.  Should  any  of  the  cilia-bulbs  escape  detachment,  a 
point  ascertained  by  scrutinising  the  denuded  surface,  or  the  part 
excised,  they  must  be  removed.  It  is  seldom  that  a few  fine  hairs  at 
the  inner  corner  are  not  left ; indeed  such  must  happen  when  they  grow 
over  and  beyond  the  punctum ; but  it  matters  little,  as  they  are  very 
rarely  inverted,  and  may  be  eradicated  if  they  cause  any  incon- 
venience. The  edge  of  the  cartilage  and  that  of  the  skin,  may  be 
brought  together  with  accuracy  by  a few  sutures. 

Here  is  an  example  of  the  several  operations  for  the  radical  euro. 
The  lower  eyelid  was  operated  on  by  a surgeon,  long  since  deceased. 
The  intention  was  not  quite  fulfilled,  for  the  greater  number  of  the 
cilia  escaped  the  knife,  the  central  ones  only  having  been  removed  ; 
and  when  there  was  a fresh  growth  of  those  that  had  been  merely  cut 
acioss,  trichiasis  was  re-established.  I excised  apiece  of  skin,  everted 
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the  tarsal  margin,  and  rectified  the  evil.  I also  performed  the  entire 
excision  on  the  upper  eyelid.  It  was  considered  hy  the  artist  that  a 
sketch,  with  the  eyelids  approximated,  would  give  the  best  representa- 
tion. (Fig.  212.) 


Ei a.  212. 


In  these  operations,  the  old  surgeons  used  always  to  place  a curved 
spatula,  of  wood  or  of  ivory,  under  the  eyelid,  and  I believe  that 
foreign  operators  invariably  use  it.  During  the  whole  of  my 
practice  I have  never  once  resorted  to  it,  yet  I can  well  understand 
it  may  give  assistance  to  beginners,  and  confidence  to  those  who  do 
not  operate  frequently. 

Other  methods  of  treatment  have,  during  centuries,  accumulated 
into  a long  catalogue.  They  consist  for  the  most  part  in  different 
kinds  of  cauterization  of  the  eyelid,  or  of  the  cilia-bulbs,  with  the 
actual  cautery,  or  escharotics ; and  in  attempts  to  destroy  the  hair 
bulbs  by  suppuration  by  means  of  a seton,  introduced  between  them 
and  the  skin.  But  the  greater  part  of  them  are  obsolete,  and  need 
not  be  farther  mentioned.  Others  are,  in  my  judgment,  far  inferior 
to  the  surgical  measures  I have  advanced.  Sir  W.  Wilde’s  ingenious 
plan  I have  not  tried.  In  a paper  on  Entropium  and  Trichiasis  in  the 
“ Dublin  Journal  of  Medical  Science  ’’for  1844,  he  says,  a single  lash,  , 
or  one  or  two  lashes,  will  sometimes  turn  in  upon  the  eye  and  pi  educe  t 
the  greatest  annoyance.  The  patient  gets  tired  of  plucking  them  . 
out,  and  applies  for  surgical  relief.  In  such  cases,  placing  the  hoi  li- 
sp at  ul  a within  the  eyelid,  he  makes  an  incision  with  a small  knife  p 
down  to  the  root  of  the  inverted  lash,  and,  having  waited  until  the  • 
haemorrhage  has  ceased,  applies  a point  of  nitrate  of  silver  by  means 
of  a small  port-caustic,  down  to  the  bottom  of  the  wound,  and  then  i 
removes  the  lash.  This  seldom  fails,  but  frequently  it  destroys  two 
or  three  of  the  neighbouring  cilia.  He  adds,  partial  distichiasis  also, 
or  more  extended  trichiasis,  may  likewise  be  successfully  treated  h> 
the  same  means. 
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Transplantation  of  the  cilia,  combined  with  the  removal  of  a 
portion  of  the  palpebral  skin,  is  a late  suggestion. 

An  inter-marginal  incision  is  made  along  the  eyelid  between  the 
tarsal  cartilage  and.  the  cilia-bulbs.  The  skin  and.  the  cilia  are  thus 
dissected  from  the  cartilage  along  the  length  of  the  lid,  while  a strip 
is  raised  at  each  corner.  Then  a piece  of  skin  is  dissected  from  off 
the  eyelid.  The  first  incision  is  to  be  made  about  two  lines  from  the 
tarsal  edge ; the  second,  about  three  lines  higher,  and  joining  the 
other  at  each  end.  This  semi-elliptical  piece  is  to  be  taken  away.  The 
flap  which  has  been  raised  with  the  cilia,  is  to  be  stitched  to  the  edge 
of  the  skin  above.  In  other  words,  the  edges  of  the  wound  which 
have  been  left  by  the  removal  of  the  skin,  are  to  be  imited.  The 
objections  to  the  operation  are,  the  damage  it  does  to  the  Meibomian 
glands,  and  the  liability  of  the  flap  to  slough.  More  than  these, 
through  the  contraction  of  the  cicatrix,  the  cilia  are  often  again 
thrown  on  the  eyeball. 


ENTROPIUM,  OR  INVERSION  OF  THE  EYELID. 

Entropium , or  turning  in  of  the  edge  of  either  of  the  eyelids,  may  be 
a traumatic,  or  an  idiopathic  disease.  The  first  is  classed  with  injuries 
to  the  eye  in  another  chapter.  It  is  with  the  second  that  we  are 
now  concerned. 

Idiopathic  entropium  is  met  with  in  three  states.  In  a spasmodic 
form,  f 01  the  most  part  occurring  in  old  people,  and  almost  always 
confined  to  the  lower  eyelid,  the  tarsal  margin  being  healthy  and  the 
eyelid  capable  of  being  readily  righted  or  returned  to  its  place.  In 
a chronic  form,  which  may  affect  both  eyelids,  but  generally  exists  in 
the  upper,  for  the  most  part  associated  with  more  or  less  inflammation 
of  the  tarsal  edge,  whereby  the  cilia  are  mal-directed  or  influenced, 
and  tlie  pliancy  of  the  parts  lost.  In  an  acute  or  inflammatory  form 
when  the  eyelid  is  inflamed. 

Effects.  Inversion  of  the  upper  eyelid  produces  graver  symptoms 
than  that  of  the  under ; because  of  the  constant  contact  of  the  cilia 
with  the  globe  of  the  eye  in  all  the  stages  of  the  affection;  the  cilia 
( here  are  lonSer>  lar8'er,  stronger  and  more  numerous  ; and  in  certain 
cases  from  increased  irritation  due  to  thickening  and  induration  of 
the  tarsal  edge. 

i General  course  of  the  affection.  A feeling  of  something  in  the  eye 
(mowed  by  ulceration  and  opacity  of  the  cornea,  and  either  partial 
| destruction  of  the  eye  for  visual  purposes,  or  loss  of  vision  from  opacity 
1 cornea,  oi  fiom  changes  in  its  internal  parts,  resulting  from 
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general  inflammation,  followed  by  atrophy.  Sometimes  the  cornea 
long  resists  the  irritation  ; the  opacity  is  not  usually  that  which 
attends  corneal  ulceration.  It  creeps  up  slowly  from  the  corneal 
margin,  beneath  the  epithelium,  in  a new  creation  of  round  formative 
cells,  and  grows  over  the  cornea  as  a connective  tissue.  This  con- 
dition may  for  a while  be  stationary.  Then  the  ordinary  inflam- 
matory changes  of  interstitial  deformity  ensue.  A common  termi- 
nation is,  after  months,  or  it  may  be  years,  of  suffering,  for  the 
conjunctiva  to  become  thickened  and  insensible.  13ut  the  severity 
depends  on  the  degree  of  the  entropium,  the  condition  of  the  cilia, 
the  state  of  the  edge  of  the  eyelid,  and  the  constitution  on  which  the 
local  irritation  acts. 

Entropium  of  the  under  eyelid  is  not,  generally  speaking,  a very 
serious  affection.  The  cilia  are  finer,  shorter,  and  less  numerous  than 
those  of  the  upper,  grow  slower,  and  from  their  mode  of  insertion, 
and  the  lowness  of  the  lid,  they  rarely  come  in  contact  with  the 
cornea.  When  they  do  encroach  on  it,  opacity  is  seldom  pioduced, 
and  their  presence  on  the  conjunctiva  of  the  sclerotica  is  less 
irritating.  In  well-marked  cases  there  may  be  no  more  incon- 
venience than  conjunctival  inflammation,  with  slight  lacrymation, 
and  gumming  together  of  the  eyelids  at  night.  E\en  with 
complete  inversion,  the  eyeball  does  not  suffer,  because  the  cilia 
do  not  recline  upon  it ; the  tarsal  cartilage  being  folded  inwards, 
they  are  put  out  of  the  way,  and  lie  at  the  bottom  of  the  ey  e 
in  the  sinus  of  the  conjunctiva.  But  before  this  state  of  perfect 
inversion  arrives,  the  eyeball  has  generally  become  more  01  less  tole- 
rant to  the  contact  of  the  cilia ; because  very  slight  structural  change 
in  the  conjunctiva,  which  is  soon  set  up,  is  sufficient  to  defend  it  fiom . 
their  irritation.  It  is  more  common  in  this  lid  because  the  cartilage 
does  not  resist  its  formation. 

The  ultimate  cause  of  entropium  is  contraction,  of  a part  of  the 
orbicularis  palpebrarum  muscle.  I have  taught  this  foi  many  3 ears,, 
and  in  former  editions  of  this  work  I have  given  anatomical  descrip- 
tions of  the  muscle,  with  delineations,  in  illustration  of  my  viev s. . 
There  is  sufficient  power  in  the  ciliary  portion  of  the  muscle  to 
produce  the  inversion.  When  I was  first  investigating  flu  subjut, 
one  of  my  ophthalmic  colleagues  showed  me  that  he  could,  by  his 
will,  bring  this  so-called  ciliary  muscle  into  spasmodic  action,  an 
invert  the  edges  of  both  his  lower  eyelids,  produce  the  most  comple 
entropium,  and  conceal  his  long  and  numerous  cilia.  Lately  I ha\e 
met  with  a patient  who  could  do  the  same  thing. 

There  are  other  theories  respecting  the  cause  of  the  disease  which  ' 
I am  forced  to  notice,  because-  they  are  still  believed. 
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One  attributes  it  to  relaxation  of  the  skin  of  the  eyelid.  To  say 
that  looseness  of  the  skin  allows  of  the  inversion,  would  be  to  affirm 
that  in  a healthy  eye  the  skin  is  antagonistic  to  some  power  acting 
on  the  eyelids  ; a statement  unphysiological  and  erroneous.  The 
skin  is  never  tense,  but  always  loose,  as  a natural  provision  for 
unrestrained  palpebral  movements. 

Another  ascribes  it  to  thickening  of  the  palpebral  conjunctiva.  In 
incipient  entropium  the  conjunctiva  is  frequently  quite  healthy. 
After  a time,  when  the  entire  conjunctiva  is  involved  in  that  general 
inflammation  of  the  surface  of  the  eye,  as  an  effect  of  the  entropium, 
which  is  sure  to  ensue  in  the  progress  of  the  affection,  the  palpebral 
portion,  from  its  peculiar  structure,  will  show  the  greatest  morbid 
changes.  At  the  same  time,  the  posterior  edge  of  the  margin  of  the 
eyelid  has  generally  disappeared,  and  the  tarsal  fibro-cartilage  is 
thickened  and  hardened.  Again,  cicatrices,  the  result  of  conjunctiva 
disease,  are  frequently  met  with  on  the  palpebral  conjunctiva  without 
the  co-existence  of  entropium. 

A third  supposition  is  that  a primary  change  occurs  in  the  tarsal 
cartilages,  whereby  they  become  curved.  To  examine  into  its 
conectness,  cases  of  the  affection  should  be  chosen  for  the  investiga- 
tion, in  which  the  tarsal  cartilages  have  not  suffered  from  disease. 

It  will  simplefy  the  inquiry  even  more  to  look  principally  to  an 
inverted  lower  eyelid,  because  it  offers  a greater  facility  for  obser- 
vation, as  the  natural  direction  of  its  border  is  outwards,  and  away 
from  the  globe  of  the  eye  ; and  any  change  in  its  direction  can  be 
better  appreciated  than  in  the  upper,  where  the  margin  inclines 
somewhat  inwards.  Besides,  there  is  a very  marked  difference  in  the 
size  of  the  two  cartilages,  and  this  may  throw  additional  light  on  the 
inquiry,  the  upper  being  considerably  broader  and  more  compact 
than  the  under,  as  the  outline  of  them  below  shows.  These  so-called 
cartilages  are . thickened  areolar  tissue,  largely  interspersed  with 
elliptical  nuclei,  and  are  continuous  with  the  tarso-orbital  fascia. 


Fig.  213. 


Ill  the  most  marked  or  aggravated  stage  of  entropium,  then  in  the 
under  eyelid,  the  narrow  cartilage  does  not  rest  against  the  eyeball, 
as  though  it  bound  it,  because  it  is  contracted;  but  it  ' 


is  so  com- 
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pletely  turned  on  itself,  and  rolled  upon  the  eyelid,  that  its  position 
is  completely  reversed,  and  the  cilia  are  hidden.  It  is  dislocated  in 
a manner  which  I attempt  to  explain  by  the  next  diagram. 

It  is  evident,  from  the  narrowness  of  the  cartilage,  that  no  curve 
of  it,  nor  any  kind  of  contraction,  could  produce  these  changes.  But, 
more  than  this,  I have  never  been  able  to  satisfy  myself  that  the 
cartilage  is  ever  altered  or  modified  in  form ; and  if  not,  it  cannot 
have  any  degree  of  influence  in  producing  the  inversion. 


Fro.  214. 


g,  The  eyeball,  c,  The  cilium.  t,  The  tarsal  cartilage. 

In  entropium  of  the  upper  eyelid,  the  inverted  cartilage  rests 
against  the  eyeball,  and  the  convexities  of  the  cilia  are  then  on  the 
cornea,  while  their  extremities  are  directed  outwards,  a position  that 
their  ends  assume  from  the  handkerchief  being  used  in  that  direction 
during  the  frequent  calls  for  its  application.  In  some  aggravated 
cases  they  lie  spread  out  on  the  globe  of  the  eye. 

Now,  this  difference  in  the  direction  of  the  edges  of  the  eyelids 
ought  not,  I think,  to  be  attributed  to  dissimilar  causes,  but  to  the 
same  cause  acting  on  the  dissimilar  physical  construction  of  the 
eyelids  themselves.  Thus  the  upper  cartilage  is  merely  cun  ed, 
because  its  breadth  does  not  allow  it  to  be  rolled  up,  like  the  under. 

The  existing  or  disposing  cause  is  not  always  to  he  discerned.  Although 
I am  now  satisfied  as  to  the  pathology  of  entropium,  it  is  as  difficult 
to  decide  what  are  the  circumstances  that  bring  about  such  unequ 
and  prejudicial  action  of  the  orbicularis,  as  to  account  for  most  cases 
of  squinting,  or  other  deformities,  the  result  of  perverted  muscular 
action.  These  occur  without  the  perceptible  influence  of  any 
excitant ; and  the  most  that  can  be  said  of  them  is,  that  sometimes 
they  follow  other  pathological  phenomena  of  common  occurrence 

which  are  then  regarded  as  excitants. 

In  the  spasmodic  form  in  the  aged,  there  is  really  no  apparent . 
cause  for  all  the  ocular  appendages  may  have  their  textures  natural, 
although  late  in  the  disease  they  are  morbidly  influenced. 
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In  the  chronic  kind,  there  is  generally  associated  more  or  less 
inflammation  of  the  tarsus  with  the  accompanying  roughened 
conjunctiva,  and  it  may  be,  too,  contracted  palpebral  aperture.  I am 
induced  to  use  the  term  “chronic,”  simply  because  chronic  disease 
of  an  inflammatory  nature,  and  the  entropium,  usually  coexist ; but 
strictly  speaking,  the  expression  may  be  inaccurate,  and  the  same 
may  be  said  of  the  word  “spasmodic;”  but  this  is  immaterial,  so 
long  as  I make  known  what  I wish  to  express,  the  phases  of  the 
disease.  Here  the  entropium  is  secondary,  and  the  consequence 
of  the  preceding  disease. 

In  the  acute  state,  inflammation  of  the  integuments  in  which  the 
tarsus  participates,  is  the  direct  cause.  In  any  operation  or  accident 
to  the  eyeball,  especially  in  the  aged,  which  produces  inflammation 
of  the  palpebrte,  entropium  of  one  or  both  eyelids  may  follow, 
although  such  an  effect  is  happily  rare.  The  same  may  be  said  ol 
corneitis  in  children  when  the  palpebrae  are  inflamed. 

Treatment.  In  the  acute  or  inflammatory  form,  if  the  eyelid  be 
returned  to  its  natural  position  and  there  maintained  by  a strip  of 
court  plaster  for  a few  days,  or  till  the  vascular  excitement  has 
entirely  subsided,  the  entropium  will  disappear.  Collodion  may  be 
used. 

In  the  early  stage  of  the  spasmodic  form  in  the  under  eyelid,  the 
above  treatment  by  plaster,  carried  out  for  a few  weeks,  or  even  for  a 
shorter  time,  may  suffice. 

In  the  chronic  form,  with  its  permanent  inversion,  or  with  per- 
sisting inversion  without  the  presence  of  inflammation  of  the  parts, 
a definite  surgical  measure  is  needed,  which  must  be  modified 
according  to  certain  physical  complications.  This  will  be  explained 
and  illustrated  as  I proceed. 

The  fundamental  operation  I adopt  is  founded  on  what  appears  to 
me  to  be  the  pathological  interpretation  of  the  affection,  and  the  objects 
of  which  are,  to  overcome  the  means  of  the  inversion  by  dissecting 
away  the  marginal  thick  portion  of  the  orbicularis,  and  to  remove  as 
much  of  the  skin  of  the  eyelid  as  may  be  necessary  to  produce  such 
tension  as  shall  overcome  the  deformity  which  other  tissues  of  the 
eyelid  may  have  acquired,  from  the  irregular  position  into  which  they 
have  been  thrown  by  the  muscle.  In  a few  instances  of  short  duration 
ot  the  entropium,  I have  dissected  out  the  muscular  tissue  only.  I 
doubt  not  that  this  limited  operation  would  suffice  in  most  cases  if 
done  very  early,  but  usually  patients  do  not  apply  till  there  aro 
niechanical  changes  in  most  parts  of  the  eyelid,  and  then  the  skin 
niust  be  removed  as  well.  ^ 

In  permanent  spasmodic  entropium  this  operation  is  all-sufficient  ; 
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in  chronic  entropium,  generally  nothing  more  is  needed.  When, 
however,  the  tarsal  edge  is  very  much  thickened  and  hardened,  or 
when  there  coexists  severe  trichiasis,  it  is  insufficient  alone  : the  cilia 
must  also  he  excised,  or  perhaps  even  the  edge  of  the  tarsus, 
including  the  cilia  follicles,  cut  off. 

This  is  the  way  to  operate.  An  assistant  stands  behind  the  patient, 
and  having  made  the  eyelid  tense,  by  drawing  it  outwards  and 
raising  the.  brow,  as  is  shown  in  the  operation  for  trichiasis,  the 
operator  makes  two  incisions  through  the  skin  and  the  muscular 
fibres,  in  the  course  indicated  by  the  lines  in  the  following  diagram 


Fig.  215. 


(Fig.  215).  This  will  include  what  I shall  call  the  ciliary  portion  of 
the  muscle.  The  ancient  anatomists  called  it  the  ciliaiy  muscle. 

The  flap  thus  outlined  is  drawn  forwards,  and  slowly  dissected  by 
vertical  strokes  of  the  knife,  from  the  one  corner  of  the  eyelid  to  the 
other,  and  not  taken  away  by  horizontal  cuts,  or  else  the  muscular 
portion  will  not  be  effectually  removed.  The  wound  should  be  very 
carefully  sponged  during  the  operation.  Any  arterial  jet  must  be 
checked  by  sufficient  pressure  with  the  finger.  I have  never  found 
a ligature  to  be  necessary.  The  exposed  surface  must  be  inspected ; 
and  if  any  muscular  fibres  have  escaped,  the  forceps  and  knife  must  be 
re-applied.  The  assistant  should  continue  the  proper  retraction  of 
the  skin  till  the  knife  has  been  laid  aside,  as  essential  to  steady  and 
effectual  dissection.  Three  or  four  sutures  should  be  used.  I mon 

is  always  effected  by  first  intention. 

The  operator  and  his  assistant  must  take  their  positions  aeooi  ing 

to  the  eye  to  be  operated  on.  . # , 

The  cilia  might  appear  to  be  in  danger  of  being  dissected  o , 
in  reality  they  are  not.  A part  only  of  the  dissection  is  oici  t iom, 
and  the  muscle  is  readily  raised,  in  consequence  of  its  looseness,  ioW 
the  dense  fibro-cellular  tissue  in  which  they  lie. 

Abater  dressing  should  be  applied,  and  the  patient  kept  quiet  or 
a few  days.  The  sutures  should  be  removed  on  the  third  day. 
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Double  entropium  of  upper  eyelids.  F.  13.,  a pale,  thin  girl, 
aged  twenty,  suffered  from  entropium  of  both  upper  eyelids.  The 
right  was  the  more  turned  in  of  the  two,  and  the  cilia  of  each, 
except  a few  hue  ones  at  the  corner,  rested  on  the  globes  of  the  eyes. 
The  eyelids  were  not  in  the  least  thickened,  nor  was  trichiasis 
present ; so  that  when  their  edges  were  tinned  out,  the  lashes  were 
nearly  in  their  natural  position,  being  necessarily  a little  disarranged. 
The  upper  parts  of  both  corneas  were  hazy,  the  left  being  the  less 
affected. 

The  illustration  (Fig.  216)  is  an  accurate  representation  of  the 
right  eye  in  profile,  taken  the  day  before  I operated.  I removed 


Fro.  21G. 


rather  more  skin  along  with  the  muscle  from  this  eye  than  from  the 
left,  which  was  treated  at  the  same  time.  On  the  third  day  the 
sutures  were  removed,  and  the  patient  left  the  hospital  for  home. 

Three  months  after,  she  called  to  show  herself.  Faint  scars  merely 
indicated  the  operations.  The  laerymation  and  intolerance  of  light, 

Fro.  217. 


and  the  conjunctival  inflammation,  had  passed  away.  The  right 
cornea  had  much  improved  in  transparency,  and  the  left  was  nearly 
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natural,  tliere  being’  only  a little  loss  of  lustre.  I now  discovered 
that  slie  was  near-sigbted.  Tlie  sketch  (Fig.  217),  taken  at  the 
latter  period,  shows  the  eyelid  righted,  and  the  cilia  raised. 

Double  entropium  of  upper  eyelids,  one  eye  having  been  previously 
operated  on.  E.  H.,  a female,  aged  thirty.  The  upper  tarsal  carti- 
lage of  the  left  eye  was  inverted,  and  nearly  all  the  cilia  were  resting 
on  the  globe  of  the  eye,  causing  considerable  irritation.  The  cornea 
was  ulcerated  and  hazy.  The  eyelid  bore  on  its  upper  part  near  the 
orbit,  a large  and  peculiarly  disfiguring  scar,  the  result  of  the 
removal  of  a portion  of  the  skin  with  scissors  in  an  attempt  by 
some  surgeon  to  remedy  the  deformity.  The  right  eyelid  had  been 
operated  on  by  another  surgeon.  He  had  removed  skin,  used  nitric 
acid,  and  slit  the  tarsus.  I operated  on  the  left  eye  after  the  manner 
I have  advocated,  and  with  success,  as  shown  in  Fig.  218. 


Fie.  218. 


Entropium  of  the  lower  eyelids ; the  right  completely  turned  in, 
and  the  left  only  tilted  or  half-inverted,  with  the  cilia  on  the  globe  of 
the  eye  (Fig.  219).  M.  H.,  aged  sixty-seven.  In  the  left  eye  the 
cilia  were  thrown  against  the  globe  of  the  eye  ; some  of  them  rested 


Fig.  219. 


on  the  cornea  without  sullying  its  transparency.  The  integument 
just  under  the  tarsal  cartilage  bulged  in  a singular  manner. 
the  right  eye  the  lid  edge  was  completely  inverted.  Each  affection 
had  existed  a year  and  a half. 
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The  Fig.  220  was  taken  three  months  after  operation  on  both 
eyes. 

Usually,  it  is  not  requisite  to  dissect  out  more  of  the  skin  than 
will  admit  of  the  easy  removal  of  the  ciliary  portion  of  the  muscle. 
But  where  the  edge  of  the  eyelid  is  a little  thickened  and  indurated, 


Fm.  220. 


and  not  quite  so  easily  acted  upon,  and  in  the  entropium  of  the  aged, 
where,  from  the  reduction  in  the  volume  of  the  eye,  and  from  its 
retraction,  and  the  natural  tendency  to  tegumentary  folding,  a larger 
amount  must  be  excised,  but  not  more  than  is  necessary  to  reduce  the 
edge  of  the  eyelid  to  its  correct  position.  Eversion,  or  depression  of 
the  tarsus,  must  not  be  produced.  The  cause  of  the  deformity  being 
taken  away,  there  cannot  be  a return  of  the  dislocation. 

After-treatment , beyond  water  dressing,  is  seldom  required.  This 
seems  to  point  to  the  fact,  that  the  pathological  changes  in  the  con- 
junctiva are  for  the  most  part  the  consequence  of  the  entropium,  and 
not  independent  conditions. 

Results.  It  is  seldom  that  any  trace  of  the  operation  is  seen  after 
the  interval  of  a few  months,  sometimes  weeks,  provided  that  the 
edges  of  the  skin  have  been  brought  neatly  together,  and  the  sutures 
taken  out  on  the  second  or  third  day,  and  not  allowed  to  be  thrown 
off  by  ulceration. 

The  only  indication  of  the  former  existence  of  disease  that  the 
eyelids  exhibit,  is  the  irregular  disposition  and  staring  arrangement 
which  the  cilia  acquire  from  having  been  in  contact  with  the  globe  of 
the  eye,  and  subjected  to  its  movements.  The  greater  their  length, 
the  more  abundant  their  growth,  and  the  longer  the  duration  of  the 
inversion,  the  more  is  this  apparent. 

It  is  by  observation  alone,  that  an  adequate  idea  can  be  formed  of 
the  rapidity  and  extent  of  the  recovery  of  the  eye,  and  especially  the 
cornea,  from  the  effects  of  entropium.  From  the  moment  that  the 
cilia  cease  to  irritate,  all  the  distressing  symptoms  begin  to  yield ; 
and  so  quickly  is  repair  exhibited,  that  on  the  third  day,  the  period 
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when  I remove  the  sutures,  cases  have  not  been  directly  recognised 
by  those  who  have  assisted  me  with  the  operation ; the  conjunctiva 
having  lost  its  vascularity,  and  lacrymation  being  subdued. 


ENTROPIUM,  WITH  TRICHIASIS. 

With  inversion  of  the  upper  eyelid  there  is  not  infrequently  decided 
trichiasis  ; and  whether,  in  any  particular  instance,  the  two  affections 
are  due  to  the  same  exciting  cause,  or  the  trichiasis  has  been  the 
original  affection,  or  merely  an  effect  of  the  inversion,  matters 
nothing  so  far  as  the  treatment  is  concerned.  I am,  however, 
inclined  to  regard  trichiasis  more  frequently  as  an  effect,  because  it 
is  generally  of  one  form,  that  of  a separation  or  twisting  in  of  the 
innermost  cilia  from  their  fellows,  without  any  alteration  or  degene- 
ration in  the  individual  hairs  ; and  because,-  for  the  most  part,  the 
removal  of  the  entropium  is  generally  sufficient  to  take  it  altogether 
away. 

It  is  prudent,  before  operating  in  any  case  of  entropium,  to 
ascertain  whether  trichiasis  exists,  and  if  so,  to  learn,  if  possible, 
whether  the  restoration  of  the  eyelid  to  its  natural  position  will,  or 
will  not,  counteract  the  mal-direction  of  the  hairs.  Should  it  not, 
then  more  skin  must  be  taken  away,  with  muscle,  than  would 
otherwise  have  been  necessary,  and  a slight  degree  of  eversion  of  the 
centre  of  the  tarsal  margin  produced.  The  amount  is  easily  deter- 
mined. When  it  is  apparent  that  such  moderate  eversion  will  not 
suffice,  the  treatment  must  depend  on  the  extent  of  the  trichiasis ; 
for  if  it  be  general,  the  entropium  and  the  trichiasis  must  be  attacked 
by  one  operation,  and  the  cilia  excised  at  the  same  time,  aftei  the 
rules  given  under  the  head  of  Trichiasis. 

When  the  trichiasis  is  partial,  as  it  usually  is,  the  skin  and 
muscle  should  first  be  dissected  away,  and  then  the  irregular 
cilia  sought  for  and  excised.  When  there  is  a doubt  about  the 
necessity  of  removing  them,  the  entropium  should  be  alone  attended 
to,  and  the  result  observed ; because  it  is  not  always  possible,  befoie 
the  operation  has  been  performed  and  the  eyelid  restored,  as  we  ; 
as  recovered  from  the  inflammation  and  swelling  induced  bv  the 
inversion,  to  ascertain  with  exactness  to  what  extent  the  trichiasis 
may  be  benefited.  If  afterwards,  a bunch  of  hairs  should  turn  in, 
it  must  be  dissected  out  with  care  and  accuracy,  after  the  manner 
already  described. 

With  many  of  the  cilia  broken,  and  some  just  reproduced  alter 
having  been  plucked  out,  it  cannot  be  known  what  direction  they 
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may  assume  when  grown,  and  such  a case  should  he  watched  lor 
several  weeks. 

It  must  he  very  seldom  that  the  removal  of  entropium  from  the 
lower  eyelid  does  not  at  the  same  time  separate  any  irregular  cilia 
from  contact  with  the  glohe  of  the  eye,  lor  a single  exception  only 
has  occurred  to  me. 

I have  never  seen  the  least  unpleasant  result,  or  drawback  ot 
any  kind,  from  slightly  everting  the  centre  of  the  edge  of  the  eyelid. 


ENTROPIUM,  WITH  CONSIDERABLE  THICKENING  OF  THE 

TARSAL  MARGIN. 

The  ordinary  operation  for  entropium  is  unsuited,  when  inversion  of  the 
upper  eyelid  is  associated  with  considerable  changes  in  the  physical 
character  of  the  tarsal  edge,  from  long-continued  inflammation,  hy 
which  it  has  been  rendered  thick  and  very  hard  ; a state  in  which 
disease  of  the  fibro-cellular  tissue  around  the  cilia-follicles  plays  no 
unimportant  part.  The  point  can  always  he  readily  determined,  hy 
trying  how  far  the  eyelid  can  he  everted  hy  the  fingers.  Generally, 
little  or  no  impression  can  be  made  on  the  entropium,  however  much 
the  eyelid  be  lifted.  The  tarsal  edge  is  so  hard  that  it  feels  like  a 
hit  of  wore  under  the  skin.  There  is  not  necessarily  trichiasis.  In 
some  of  the  worst  cases  that  I have  had  to  treat,  the  eyelashes  have 
been  neither  irregular  nor  abortive,  hut  still  they  act  injuriously  on 
the  eyeballs.  I have  seen  the  cornea  with  all  the  appearance  of 
ligamentous  structure. 

My  practice  here  is  to  excise  the  cilia  and  the  diseased  tarsal 
margin,  with  scalpel  and  forceps,  and  bring  the  edges  together 
with  a few  sutures.  There  need  he  no  apprehension  about  passing 
the  threads  through  the  cartilage. 

Entropium,  with  trichiasis,  thickening  of  the  tarsal  margin,  and 
contraction  of  the  palpebral  aperture . There  are  here  all  the  complica- 
tions that  can  occur  in  this  affection.  An  eye  thus  involved  is  in  a 
deplorable  state,  for  with  all  this  outward  deformity,  there  is  much 
internal  disease.  The  conjunctiva  is  thickened  and  granular,  and 
parts  of  it  are  in  that  state  which  is  known  by  the  term  cicatricial. 
It  is  supposed  that  the  tarsal  cartilage  becomes  partially  atrophied. 
I doubt  this.  The  cornea  is  more  or  less  opaque,  and  often  other- 
wise affected.  These  combinations  are  rarely  seen,  except  among 
the  most  destitute  individuals  of  the  community,  and  arise  from 
neglect  of  early  treatment. 

The  narrowing  of  the  aperture  is  due  to  contraction  at  the  outer 
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commissure,  tlie  effect  of  chronic  inflammation,  attended  for  the 
most  part  with  superficial  ulceration  of  that  part  of  the  tarsal 
edges. 

The  cilia  and  the  tarsal  margin  must  he  excised,  after  the  manner 
described  in  the  last  section.  But  more  is  generally  needed,  for  the 
remainder  of  the  tarsus,  by  the  physical  changes  that  have  been 
described,  may  yet  bind  the  eyeball.  The  best  result  is  got  by  cut- 
ting through  the  eyelid  vertically  in  the  centre.  A more  permanent 
effect  ensues  if  the  skin  and  the  under  surface  of  each  side  of  the 
wound  are  brought  severally  together  by  a couple  of  sutures,  because 
there  is  then  quick  healing.  If  this  be  not  done,  suppuration  may 
ensue,  aud  subsequent  contraction  will  then  almost  close  the 
incision. 

After  the  irritation  from  the  entropium  has  been  removed,  the 
chronic  inflammation  ceases,  and  there  is  no  more  palpebral  con- 
traction. Much  suffering  is  checked,  and  an  opaque  cornea  may 
recover  sufficiently  to  afford  useful  sight. 

It  is  not  enough  to  divide  the  tarsus  without  the  other  operations. 

I do  not  recommend  the  operation  for  dividing  the  eyelids  at 
the  outer  commissure,  because  there  is  generally  so  much  chronic 
inflammation  around  this  part  of  the  aperture  that  it  is  almost 
impossible  to  get  the  cut  edges  to  heal  separately,  a condition 
necessary  to  ensure  an  extension  of  tarsal  edge.  If  the  two  edges 
do  not  unite,  they  heal  by  granulation,  and  contraction  ensues, 
whereby  the  effect  of  the  division  is  lost,  and  even  greater  narrowing 
is  caused. 


CONCLUDING  REMARKS. 

Besides  describing  my  own  practice,  some  notice  should  be  taken 
of  that  of  others. 

The  most  common  operation  is  the  removal  of  a transverse  poition 
of  the  skin,  by  pinching  it  up  with  the  finger,  or  by  the  entropium 
forceps,  an  instrument  invented  for  the  purpose,  and  cutting  it  o 
with  a pair  of  scissors. 

That  some  improvement  occasionally  follows  such  contraction  o 
skin,  and  that  more  frequently  in  the  under  than  in  the  upper  lid, 
I am  perfectly  aware  ; but  it  is  apparent  in  incipient  cases  only,  an 
then  it  is  for  the  most  part  temporary.  In  all  well-marked  instances 
of  inversion,  such  methods  scarcely  improve  them  in  the  least.  It  lS 
true  that  excision  of  the  skin  from  the  lower  eyelid,  to  a considerab  e 
extent,  may  always  be  effectual  in  removing  an  entropium  from  A* 
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owing  to  the  configuration  of  its  cartilage,  as  pointed  out.  But  then 
to  bring  about  this  alteration  by  removal  of  the  skin  alone,  the  eyelid 
must  actually  be  depressed  and  everted ; and  thus  one  evil  would 
be  exchanged  for  another. 

The  next  most  frequent  method  is  the  destruction  of  the  skin  of  the 
eyelid  by  the  actual  cautery,  or  some  escharotic,  so  as  to  produce 
a cicatrix,  the  contraction  of  which  is  expected  to  remove  the 
inversion,  and  it  is  thought  to  he  better  if  the  cartilage  be  involved 
in  the  scar.  I declare  it  to  be  inefficient,  and  a clumsy,  painful, 
and  disfiguring  proceeding.  Besides,  the  contraction  often  curves 
the  eyelid  laterally. 

There  is  the  division  of  the  outer  commissure,  and  the  vertical 
incision  of  the  cartilage  at  the  centre.  The  removal  of  a central 
portion  of  cartilage.  Also  the  vertical  cut  at  each  angle,  the 
horizontal  incision  of  the  conjunctiva,  and  the  elevation  of  the 
eyelid  during  the  healing  process,  by  an  instrument  called  the 
suspensorium  palpebrarum,  a sort  of  elevator.  Then  the  still  severer 
method  of  dividing  the  tarsal  cartilage  of  the  upper  eyelid  longi- 
tudinally as  well  as  vertically,  of  the  under  eyelid  vertically  only, 
taking  away  a fold  of  the  skin  besides,  and  fastening  the  eyelid  to 
the  brow,  or  to  the  cheek,  by  means  of  several  fine  ligatures  passed 
through  its  edge,  and  secured  by  strips  of  plaster,  for  the  space 
of  eight  or  ten  days,  followed  up  by  frequently  touching  the  incision 
with  sulphate  of  copper  to  ensure  healing  by  granulation.  All 
these  are  uncertain  in  confirmed  entropium ; for  with  the  cicatrization 
the  power  of  the  muscle  is  wont  to  be  renewed,  and  the  entropium 
returns,  and  the  eye  is  disfigured  by  each  of  them. 

It  would  take  several  pages  to  speak  even  briefly  of  the  many 
other  operations.  Some  are  thoroughly  impracticable  ; others  are 
■ evidently  mere  suggestions,  originating  in  dead-house  dissections, 
and  capable  of  demonstration  on  a normal  eye,  but  useless  in  a 
, diseased  living  eye.  My  duty  as  an  author  is  to  spare  the  student 
the  puzzle  and  confusion  that  the  description  of  such  is  apt  to 
occasion. 


ECTROriUM,  OR  TURNING  OUT  OF  THE  EYELID. 

There  are  variations  of  cctropium , from  the  slightest  eversion  of  a 
part  of  the  tarsal  edge,  to  the  most  marked  turning  out  of  the  whole 
ol  it,  by  which  the  inner  surface  of  the  eyelid  is  freely  exposed. 

Ectropium  is  common  in  the  under,  and  very  uncommon  in  the 
upper  eyelid. 
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j Effects,  'when  the  under  eyelid  is  involved.  Epiphora,  or  overflow  of 
the  tears.  This  symptom  is  always  most  marked  when  the  lacrymal 
papilla,  in  which  the  punctures  open,  is  displaced.  Therefore,  with 
hut  the  least  ectropium  of  the  inner  side  of  the  edge  of  the  lid,  the 
puncture  is  out  of  place,  and  the  tears  overflow. 

In  the  exposed  conjunctiva , marked  changes  occur.  At  first,  there 
is  slight  congestion.  It  then  becomes  hypertrophied,  and  lastly 
granular. 

I have  remarked  that  although  for  a while  it  is  very  sensitive,  a 
period  arrives  when  it  loses  much  of  its  sensibility,  and  gets  actually 
tolerant  to  exposure,  and  even  in  a measure  to  the  presence  of 
extraneous  substances. 

The  tarsal  margin  soon  loses  its  sharp  outline,  and  gets  rounded, 
and  the  inflammatory  changes  by  which  this  is  effected  in  a measure 
spoil  the  Meibomian  apparatus. 

The  cornea  suffers  whenever  the  eyelids  cannot  be  closed.  The 
continual  exposure,  and  the  inability  to  wipe  off  or  brush  aside 
intruding  particles,  produces  inflammation,  opacities,  and  infiltra- 
tions, and  it  may  be,  even  ulcers  and  loss  of  sight.  Dry,  or  cuticular 
cornea  may  ensue. 

The  impairment  of  sight  is  often  hastened  by  acute  attacks  of 
inflammation  of  the  eyeball,  whereby  the  internal  tissues  are  spoiled. 

The  effects , when  the  upper  eyelid  is  involved , are  those  of  irritation 
and  inflammation  of  the  eyeball  from  exposure. 

The  causes  of  ectropium  are  lesions  externally,  that  is,  without  the 
eyelids.  I shall  detail  them  under  four  heads. 

The  first  includes  abscesses  about  the  orbit,  usually  at  the  circum- 
ference ; burns;  scalds;  chemical  injuries  ; ulcerations,  either  simple 
or  specific,  as  from  syphilis,  lupus,  suppuration,  and  sloughing  after 
erysipelas  ; wounds  ; contusions  ; and  surgical  operations.  Of  these, 
the  effect  of  the  cicatrization  of  abscesses  about  the  circumfcience 
of  the  orbit  is  by  far  the  most  frequent.  rlhe  usual  seat  of  suppma- 
tion  is  the  lower  and  outer  part  of  the  edge.  The  next  in  frequency 
is  the  upper  and  outer.  Taking  all  these  causes  into  consideration, 

both  eyelids  are  alike  liable  to  suffer. 

The  second  is  the  consequence  of  disease  of  the  eyelid  itself.  The 
under  eyelid  is  the  more  generally  affected. 

The  third  arises  from  the  enfeebling  effects  of  age. 

The  fourth  is  due  to  palsy  of  the  portio  dura,  hemiplegia  facialis, 
by  which  the  orbicularis  palpebrarum  muscle,  among  those  that  are 
palsied,  no  longer  acts,  and  the  power  of  closing  the  eye  is  lost- 
The  upper  eyelid  cannot  be  depressed,  while  the  under  falls  down 
and  turns  outwards,  becoming  more  everted  in  process  of  time. 
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Details  must  be  given. 

The  eversion  from  i he  first  class  is  the  most  severe.  It  is  associated 
with  damage  of  the  parts  around  the  eye,  and  calls  for  the  exercise  ot 
more  surgical  skill  than  any  other.  Some  of  the  cases  are  beyond 
benefit,  others  can  be  relieved,  and  some  cured. 

Ectropium  of  the  ancler  eyelid. 

In  Fig.  221  is  shown  a well-marked  instance,  from  a child  four 
years  old.  The  scar  on  the  side  of  the  nose  points  out  the  remains 


Fig.  221. 


of  an  abscess  coeval  with  that  on  the  cheek.  Both  were  scrofulous, 
and  unconnected  with  disease  of  the  bone. 

For  the  remedial  measure,  in  a case  of  this  nature,  the  objects  are  to 
procure  a supply  of  healthy  tissue  to  replace  what  has  been  lost,  and 
without  which  there  can  be  no  permanent  improvement,  so  that 
when  the  eyelid  is  liberated  and  put  in  position,  there  shall  be  a 
continuity  of  healthy  structure,  and  to  excise  the  granular  con- 
junctiva. The  second  part  of  the  operation  has  for  its  ends  the 
removal  of  a diseased  tissue,  and  the  making  of  a breach,  by  the 
contraction  of  which  the  swinging  tarsus  is  readily  acted  on  and 
'■  drawn  up  to  the  eyeball.  The  lower  tarsal  cartilage,  as  I have 
shown  in  a diagram  in  the  section  on  Entropium,  is  very  narrow, 
and  very  unlike  the  higher. 

The  actual  loss  of  skin  from  the  abscess  in  such  cases  is,  in  fact, 
1 very  slight.  It  is  mainly  the  cellular  tissue  that  is  destroyed  by  sup- 
i puration,  the  contraction  from  the  loss  of  which  pulls  aside  the  skin, 
and  ties  or  binds  it  down.  Merely  to  release  the  eyelid  from  its 
adhesion  by  any  plan  of  dissection,  and  to  leave  the  wound  to  be 
I filled  up,  and  to  heal  by  granulation,  would  be  perfectly  useless  ; nay, 

1 the  attempt  might  aggravate  the  ectropium  and  add  to  the  scar. 

The  operation  in  this  patient  was.  thus  performed.  The  cicatrix  was 
sparingly  removed,  and  from  either  extremity  of  the  small  oval 


700 


DISEASES  OE  THE  EYELIDS. 


wound  two  straight  incisions  were  made,  after  the  plan  in  the 
following  diagram  ; the  surrounding  skin  was  then  separated  from  its 
attachments  to  a considerable  extent,  especially  on  the  cheek,  by 
which  it  admitted  of  transposition  or  gliding,  so  as  to  serve  the 
place  of  that  which  had  been  damaged  and  removed. 


Fig.  222. 


So  extensively  had  the  cellular  tissue  been  destroyed  by  long 
suppuration,  that  the  eyelid  could  not  he  freed  and  replaced  till  the  i 
dissection  had  reached  nearly  to  the  tarsal  margin. 

A portion  of  the  conjunctiva  was  next  removed  from  the  sinus, 
opposite  the  everted  portion  of  the  tarsus,  and  the  operation  concluded 
by  drawing  up  the  eyelid  as  far  as  possible,  and  fixing  it  by  means  of 
narrow  slips  of  plaster  passed  circularly  and  tightly  from  the  nose  to 
the  temple. 

Cicatrization  was  rapid,  and  the  improvement  so  far  satisfactory. 
Some  deformity  remained,  as  the  curved  cartilage  could  not  be  made 
to  accommodate  itself  to  the  eyeball ; and  a few  weeks  later,  I j. 
removed  that  part  of  the  eyelid  yet  distorted,  with  the  tenaculum 
forceps  and  the  scalpel,  and  applied  two  sutures. 

By  any  one  not  aware  of  the  nature  of  the  operation,  I am  sure 
that  the  former  condition  of  the  eye  could  never  have  been  imagined. 


Fig.  223. 


The  preceding  sketch  shows  a correct  likeness  of  the  alteration  that 
was  effected. 

It  is  not  often  necessary  to  shorten  the  tarsus,  nor  always,  perhaps, 
to  excise  any  conjunctiva  ; hut  when  either  process  is  required,  it  is, 
think,  generally  hotter  to  execute  it  simultaneously  with  the  transposi- 
tion of  the  skin.  I suspect  that  the  tarsus  with'its  coverings  is  never  >i 


ECTROPIUM,  OR  TURNING  OUT  OF  THE  EYELID. 


701 


in  reality  much  stretched.  I doubt  not  that  it  yields  somewhat,  but 
the  depression  must  be  due  principally  to  displacement ; for  when  it  is 
much  pulled  down,  and  apparently  lengthened,  the  upper  eyelid  is 
lowered.  The  surrounding  skin  stretches. 

Cartilage  should  therefore  not  be  removed  except  on  special 
occasions,  for  if  the  tarsus  be  not  elongated  any  loss  will  tend  to 
depress  the  eyelid.  Yet  for  the  removal  of  a piece  of  cartilage  to  be 
really  effectual,  it  must  be  large  enough  to  shorten  the  eyelid  to  the 
natural  dimensions.  The  following  diagram  gives  the  size  of  the 
portion  that  was  taken  in  the  case  under  consideration,  marks 
its  position,  and  shows  the  shape,  which  differs  from  the  V-form, 
usually  recommended.  The  curved  sides  come  easily  together,  and 
make  the  edge  level ; whereas  a retiring  angle  is  produced  by  the 
straight  incisions.  I may  add  that  the  portion  was  taken  from  a 
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part  where  the  tarsus  had  become  bent  and  irregular,  and  had 
acquired  a form  not  to  be  overcome  by  means  that  would  ever  bring 
the  rest  of  the  border  to  the  correct  line. 

The  removal  of  cartilage  from  the  outer  angle,  by  which  a portion 
of  each  eyelid  is  included,  might  be  executed  when  there  is  not  a 
necessity  for  taking  it  from  a given  spot,  and  any  subsequent  scar 
is  somewhat  hidden  by  the  natural  folds  of  the  skin. 

But  with  stretching  of  the  tarsus  at  a given  point,  the  operation 
that  is  illustrated  is  to  be  preferred.  The  corner  operation  has  many 
disadvantages.  It  interferes  with  the  action  of  the  upper  eyelid.  It 
contracts  the  palpebral  aperture,  and  produces  deformity.  It  is  an 
indirect  manner  of  affecting  the  eversion,  and  it  can  never  take  a 
1 curve  out  of  the  cartilage.  It  can  never  be  proper,  except  when  a 

■ very  limited  operation  will  suffice,  therefore  in  some  very  slight 
► case.  & 

! Bem°vmg  a central  bit  of  the  cartilage  has  no  disadvantage  what- 
: ever.  There  is  not  any  cicatrix  to  irritate  the  eyeball  as  some  have 
asserted,  nor  any  injurious  effect,  arising  out  of  tightness. 

Other  methods  embodying  the  same  principle  of  dealing  with  the 
adhesion  of  the  skin,  and  differing  only  in  the  direction  and  extent 
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of  the  cuts,  have  been  proposed  and  practised ; but  mine  is  superior 
on  account  of  its  limit,  the  smallness  of  the  subsequent  scar,  from 
the  absence  of  angular  flaps,  and  the  greater  certainty  of  healing 
by  the  first  intention. 

The  peculiarity  of  a cicatrix,  the  size,  the  position,  and  the  presence  - 
of  more  than  one,  will  require  modifications  in  the  direction, 
number,  and  extent  of  the  incisions.  This  will  be  illustrated 
farther,  when  I speak  of  ectropium  of  the  upper  eyelid. 

An  operator  must  not  restrict  himself  to  any  form  of  flap, 
although  he  must  remember  that  acute  angles  are  the  more  likely 
to  slough. 

Dieffenbach  operated  in  this  way.  A triangular  flap,  including  the 
cicatrix,  being  raised,  the  sections  a a are  extended  freely  on  either 
side,  to  allow  of  the  ready  approximation  of  the  two  sides,  b b ; these 
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being  then  fixed  by  sutures,  the  two  cut  margins  a c and  c a are 
connected  with  the  corresponding  margins  of  the  eyelid  included 
between  c c. 

Most  examples  of  this  class,  especially  those  of  ectropium  from 
abscess,  may  be  treated  on  this  plan. 

When,  however,  from  much  loss  of  skin,  the  eversion  is  excessive, 
transposition  will  seldom  suffice,  and  skin  must  be  boi lowed  by  a j 
plastic  operation,  from  a spot  where  its  loss  cannot  ultimately  b© 
detrimental.  But  even  this  may  be  impracticable,  for  healthy  skin  j 
may  be  out  of  reach,  and  unless  a healthy  piece  can  be  raised,  the  j 
operation  had  better  not  be  undertaken,  h or  instance,  a lad  of  j 
eleven  years  of  age  was  scalded  in  infancy,  the  right  cheek  was  a 
covered  with  cicatrices,  and  the  alteration  of  the  features  actually  j| 
defied  immediate  recognition  of  the  exact  nature  of  the  change.  The  j 
upper  tarsus  was  dragged  down  below  the  level  of  the  under  one,  and 
beneath  it  was  a plane  surface  about  an  inch  square,  at  first  supposed 
to  be  an  ulcer,  but  which  was  the  conjunctiva,  and  below  that  and 
the  distorted  side  of  the  mouth,  a short  and  irregularly  disposed  row 
of  cilia  marked  the  inferior  tarsus.  ITis  condition  was  irremediable. 

Such  plastic  operations  demand  considerable  nicety , and  require  for 
their  effectual  execution  a well-tutored  hand.  Every  circumstance 
should  be  promising,  and  the  patient  in  good  health. 
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The  shin  to  he  borrowed  must  be  healthy.  There  are  two  means  of 
operating'.  In  the  one,  skin  is  raised  from  an  adjacent  part  and 
twisted  round  to  the  required  spot,  so  that  the  axis  may  he  hori- 
zontal, vertical,  or  oblique.  In  the  other,  with  the  maintenance 
of  a connecting  slip,  the  skin  is  slided  laterally  from  a contiguous 
site,  and  without  a twist.  The  adoption  of  either  must  be  regu- 
lated by  circumstances,  the  situation  of  the  part  at  which  the  skin 
is  required,  the  extent  of  the  demand,  and  the  position  from  which 
the  skin  may  be  taken.  The  first  is  most  used,  because  more 
generally  applicable,  and  it  is  executed  in  the  following  manner. 

Fro.  226. 


After  the  cicatrix  has  been  dissected  out  as  symmetrically  as 
possible,  with  the  greatest  saving  of  sound  skin,  and  the  eyelid 
liberated  and  carried  to  its  place,  a flap  of  skin,  cellular  and  even 
adipose  tissue  of  the  required  size,  is  to  be  raised  and  twisted  to  the 
place  made  to  receive  it,  as  is  shown  in  the  preceding  diagram. 

The  new  bit  is  to  be  taken  from  a place  in  a line  with  the  spot  for 
which  it  is  destined.  There  must  be  a sufficient  bridge  or  isthmus 
left  uncut.  It  is  to  be  borrowed  from  the  nearest  point,  so  as  to 
limit  the  twist ; because  the  shorter  it  is  the  less  is  the  circulation 
interfered  with,  and  therefore  the  greater  security  to  the  preservation 
of  vitality,  while  it  moreover  facilitates  coaptation.  Yet  there  should 
not  be  any  stretching  or  straining  of  the  skin,  for  that  would  spoil 
the  chance  of  union. 

When  the  skin  is  healthy,  it  is  very  extensible,  and  can  be  twisted 
round  in  an  almost  incredible  manner.  It  is  advisable  not  to  wait 
till  bleeding  has  ceased,  but  at  once  to  adapt  the  parts  and  apply  the 
sutures,  as  that  will  stop  all  haemorrhage,  and  diminish  the  risk  of 
failure  from  the  exposure  and  chilling  of  the  surfaces,  and  the  ex- 
sanguine state  of  the  flap  is  avoided.  In  all  operations  about  the 
eyelids,  I approximate  the  surfaces  that  are  to  come  together 
as  quickly  as  possible,  irrespective  of  bleeding  • and  numerous 
instances  of  uninterrupted  success  confirm  the  propriety  of  so 
doing.  Perhaps  the  rule  will  hold  good  in  all  cutaneous  opera- 
tions. Of  course  union  could  not  ensue  if  clots  interposed  ; but 

these  do  not  form  during  the  dissection,  neither  do  they  afterwards, 
if  pressure  bo  applied. 
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The  gap  that  is  left  should  be  diminished,  in  whatever  manner 
may  seem  most  expedient.  The  nearer  the  edges  can  be  brought 
together,  and  thus  maintained,  so  much  the  better ; and  the  quicker 
the  surface  heals  the  less  will  be  the  scar. 


Fig.  227. 


It  would  be  still  preferable  when  possible,  to  avoid  the  isthmus 
of  skin  by  an  arrangement  of  the  following  kind,  the  flap  being  taken 
from  below  or  above,  as  occasion  may  require. 

With  all  that  has  been  recommended  failure  will  ensue,  unless 
the  after-treatment  is  well  done.  The  parts  should  be  thoroughly 
supported  by  plaster  and  a bandage,  and  kept  warm  with  cotton 
wool,  and  the  patient  placed  at  perfect  rest.  Such  should  be  the 
nature  of  the  dressing,  that  all  movements  of  the  eyelids  should  be 
prevented.  It  is  seldom  that  this  may  not  be  accomplished  by 
plaster,  compress,  and  bandage.  In  any  exceptional  case,  if  it  could 
not  be  accomplished  otherwise,  I should  not  hesitate  to  stitch  the 
eyelids  together  for  a few  days.  The  sutures  should  be_  moved 
* gradually,  and  not  all  at  once.  If  inflammation  exceed  the  limits  of 
health,  and  pass  into  the  phlegmonous  form,  cold  applications  may 
be  required,  and  even  leeching.  But  more  is  to  be  feaied  fiom 
sloughing  or  congestion,  arising  either  from  want  of  a suflicien 
supply  of  blood,  or  from  some  obstruction  to  the  con\  eying  av..y  o 

the  blood  by  the  venous  channel. 

When  the  skin  has  been  turned  completely  round,  or  nearly  so,  ® 
attachment  may  subsequently  require  to  be  divided,  and  made  a 

by  a little  dissection.  < . , 

There  should  be  jealous  watching  against  making  the 
too  small.  Allowance  should  always  be  given  for  contrac  ion, 
which  goes  on  for  weeks  after,  by  making  it  larger  than  6 
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gap  to  be  filled,  especially  in  fat  persons.  It  is  supposed  to  contract 
about  a sixth.  A pretty  just  idea  of  what  will  in  general  be  required, 
with  the  necessary  twisting,  may  be  obtained  by  practising  on  the 
recently  dead  subject ; indeed,  without  such  preparation,  mistakes 
are  certain  to  be  made  on  the  living.  With  a little  practice,  however, 
rules  of  proportions  will  readily  suggest  themselves.  In  the  case 
from  which  the  first  diagram  was  made,  the  place  to  be  filled  was  an 
inch  long,  but  the  length  of  the  flap  was  two  inches ; less  would  not 
have  been  enough  for  the  twist,  and  to  ensure  sufficient  vascular 
supply.  In  the  second,  where  there  was  only  half  a twist,  the 


Fig.  228. 


propoitions  were  different ; the  flap  to  fill  the  same  sized  wound 
as  the  first,  was  an  inch  and  three-quarters.  It  may  assist  the 
eperator  to  trace  out  with  tincture  of  iodine  the  size  of  the  flap  to  be 
raised. 

The  beautiful  and  accurate  illustration  of  the  operation  on  the 
lower  eyelid,  Fig.  228,  shows  the  usual  result  of  insufficiency  of  flap, 

ooth  in  length  and  in  breadth ; in  other  respects  the  operation  was 
well  executed. 

) The  patient  had,  in  childhood,  fallen  into  the  fire.  The  scars 
ibout  the  cheek  indicate  the  extent  of  injury.  The  outline  of  the 
lap,  and  the  spot  from  which  it  was  taken,  are  just  visible.  The 
transplantation  was  made  at  a hospital  in  London,  when  the  man 
$-vas  t irty  years  old ; and,  according  to  his  statement,  half  the 
• urnc(  down  eyelid,  that  is,  half  the  deformity,  was  removed.  The 
tarsus  had  not  been  shortened,  nor  was  the  conjunctiva  excised. 

z z 
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I assisted  Mr.  Taylor  in  operating  in  the  very  inveterate  case  of 
ectropinm  which  is  given  in  the  chapter  on  Diseases  of  the  Orbit, 
p.  89,  and  to  which  the  reader  is  requested  to  refer.  The  edge  of  the 
tarsus  and  the  conjunctiva  were  carefully  dissected  up,  and  the  flap, 
which,  in  consequence  of  scars  on  the  cheek,  was  taken  from  a spot 
directly  opposite,  placed  in  the  desired  position.  The  proportions 
which  I have  given  in  my  diagrams  were  observed,  and  they  answered 
well.  At  a later  period  a part  of  the  conjunctiva  was  removed.  The 
only  untoward  circumstance  was  sloughing  of  a small  part  of  the  end 
of  the  flap,  but  that  was  immaterial,  as  the  very  correct  likeness, 
Fig.  229,  shows.  The  twist  at  the  base  adjusted  itself  so  nicely 
that  any  treatment  of  it  was  unnecessary.  Mr.  Taylor  ultimately 
proposed  to  effect  still  further  improvement,  but  he  lost  sight  of  the 


Fig.  229. 


girl.  Just  six  years  later  I met  with  this  patient,  and  her  condition 
was  still  better  than  when  I last  saw  her.  The  removal  of  a bit 
more  of  the  conjunctiva  would  have  been  advantageous. 

The  method  of  Dieffenbach  I have  no  practical  acquaintance 
with.  I have  borrowed  the  diagram,  Fig.  230,  from  Ammon’s 
“ Zeitschrift,”  vol.  iv.,  where  it  originally  appeared.  The  account 
of  the  plan  was  first  published  in  Casper’s  “ Wochenschrift  ” for 
1835  ; and  Ammon  was  the  first  to  adapt  it  to  the  lower  eyelid. 

The  operation  is  commenced  by  two  incisions,  one  extending  from 
each  commissure  of  the  tarsus ; and  when  the  lower  eyelid  is  the 
subject  of  restoration,  the  incisions  are  so  inclined  towards  each  other 
as  to  meet  at  an  acute  angle  on  the  cheek ; or  above  the  eyebrow, 
when  the  upper  eyelid  is  defective.  This  triangular  flap  is  then 
dissected  up,  and  completely  removed,  care  being  taken  to  spare  as 
much  as  possible  the  neighbouring  nervous  filaments.  The  space  a 
thus  left  is  that  intended  to  be  occupied  by  the  transplanted  flap  b. 

The  next  step,  whether  for  the  upper  or  the  lower  eyelid,  is  to 


ECTROPIUM,  OR  TURNING  OUT  OF  THE  EYELID. 

carry  a horizontal  incision  from  the  external  canthusover  the  zygoma, 
and  in  a straight  line  towards  the  external  auditory  meatus ; this 
incision  must,  in  any  case,  exceed  in  length  the  breadth  of  the 
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defect  in  the  eyelid.  From  the  extreme  outer  point  of  this  incision 
another  is  earned,  when  the  lower  eyelid  is  required,  downwards 
upon  the  cheek  ; and  for  the  upper  eyelid,  upwards  upon  the  temple. 
In  either  case  the  incision  must  be  nearly  parallel  to  the  outer  line 
of  the  removed  flap ; its  termination  being  on  a level  with,  though 
slightly  approximated  to  the  point  of  the  same.  Here  then,  every- 
thing is  arranged  for  replacing  the  eyelid.  The  new  flap  is  gently 
raised,  and  after  a careful  cleansing  of  the  prepared  space  it  is  re- 
moved to  its  new  position.  The  twisting  of  the  broad  pedicle  which 
is  thus  placed  interiorly,  is  very  slight  in  this  operation ; for  that 
which  formed  the  superior  margin  of  the  flap  becomes  the  edge  of 
the  lower  eyelid,  the  converse  being  the  case  in  the  upper  operation. 
The  same  course,  as  regards  sutures,  is  pursued  in  this  as  in  the 
other  operation.  The  importance  of  saving  the  ciliary  margin, 
in  the  preliminary  dissection,  is  self-evident.  When  that  is  out  of 
the  question,  or  when  it  has  been  originally  lost,  a great  effort  must 
be  made  to  procure  a conjunctival  lining  for  the  edge  of  the  flap,  and 
some  dissection  of  that  membrane  towards  the  eyeball  may  render 
more  of  it  available.  The  conjunctiva  and  the  skin  must  be  adapted 
by  sutures. 

The  plan  of  transposing  the  skin,  by  raising  it  on  either  side  and 
drawing  it  together,  lias  been  done  on  a large  scale  for  the  restoration 
of  the  lower  eyelid,  by  my  friend  H.  Knapp,  late  of  Heidelberg. 
The  patient  had  a hard,  irregular,  and,  as  it  is  called,  cancer  mass, 
which  took  up  the  inner  two-thirds  of  the  under  eyelid,  and  extended 
beyond  the  corner  to  a slight  extent  on  the  skin  of  the  nose.  It 
penetrated  deep  info  the  orbit.  The  operation  was  performed  by 
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making  two  straight  horizontal  incisions  above  and  below  the 
diseased  tissues,  and  vertical  ones  at  each  extremity.  After  the 
removal  of  the  mass  the  horizontal  cuts  were  prolonged  towards 
the  nose,  and  a flap  raised,  and  then  towards  the  cheek,  in  two 
curves,  with  their  convexities  opposite,  and  a flap  there  raised  also, 
with  a broad  base.  The  two  flaps  were  then  drawn  together,  and 
united  by  suture.  As  the  edge  of  the  eyelid  was  removed,  the  con- 
junctiva was  stitched  to  the  flaps.  It  is  said  that  the  wound  united 
rapidly,  and  that  the  patient  was  discharged  fourteen  days  after- 
wards, completely  cured.  The  palpebral  aperture  was  diminished  in 
length.  The  eye  could  be  opened  and  shut  by  the  action  of  the 
upper  eyelid.  The  new  lower  eyelid  was  closely  applied  to  the  eye- 
ball. The  case  is  reported  in  the  “ Archiv  fur  Ophthalmologic,” 
1867,  and  is  illustrated  by  two  diagrams. 

Ectropium  of  the  upper  eyelid.  The  plans  and  details  of  operating 
that  have  been  described  as  necessary  for  the  affection  in  the  lower 
eyelid,  are  required  here.  But  the  dissimilar  anatomical  arrange- 
ments of  this  lid,  and  the  usual  considerable  depth  of  the  abscesses 
that  cause  the  ectropium,  and  through  which  the  contraction  is 
so  much  greater,  render  it  less  favourable  for  amelioration.  Besides, 
it  is  in  the  upper  eyelid,  that  traumatic  ectropium  is  generally  met 
with  ; and  such  cases  demand  more  surgical  ingenuity,  care,  and 
patience  in  treating  them.  Then  I have  found  failure  after  operating 
from  imperfect  union,  whether  of  flap  or  edges,  more  likely  to  occur  ; 
and  this  is  the  more  unfortunate,  as  any  retraction  above,  that  is 
of  the  upper  eyelid,  exposes  the  eyeball  more  than  when  occurring 
below. 

With  ectropium  of  this  class  there  maybe  some  lesion  of  the  tarsus. 
It  may  be  torn  or  cut  through.  Whether  this  complication  be 
attended  to  at  the  same  time  as  the  ectropium,  or  subsequently,  must 
depend  on  many  circumstances,  and  this  the  surgeon  will  decide 
according  to  his  knowledge. 

A boy,  twelve  years  old,  was  wounded  in  the  upper  eyelid.  The 
cut  was  near  the  inner  angle,  and  passed  from  the  eyebrow  to  the 
margin  of  the  eyelid,  completely  dividing  the  tarsal  cartilage.  The 
contraction,  the  eversion,  and  the  deformity  were  great ; but  as  there 
had  been  no  loss,  though  considerable  puckering  of  the  skin,  and  as 
the  distortion  Avas  evidently  due  to  neglect  of  the  recent  injury,  I 
recommended  treatment,  and  promised  much  success.  After  dissect- 
ing away  the  cicatrix,  and  paring  the  edges  of  the  cleft  portion 
through  its  entire  thickness,  I transposed  very  freely,  united  the 
parts  Avitli  sutures  and  soft  steel  pins,  and  strapped  the  eyelids 
together.  Subsequently  I removed  portions  of  the  conjunctiva,  all, 
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indeed,  that  had  been  exposed,  and  had  undergone  change  1 
structure.  The  effect  was  beyond  my  expectation.  J he  delormity 
was  almost  removed;  the  eyeball  was  no  longer  exposed,  and  the 
eyelid,  which  could  now  be  closed  and  brought  to  meet  its  fellow, 

merely  showed  a small  notch  in  the  margin. 

Ectropium  of  the  upper  eyelid,  caused  by  an  accident  from  strong 
sulphuric  acid.  Mr.  Gray  requested  me  to  meet  him  in  consultation 


on  a case  of  this  kind.  Fig.  231  shows  the  eye  closed  to  the  utmost 
that  could  be  effected,  and  gives  some  idea  of  the  effects  of  the  injury. 

In  the  ordinary  state  there  was  a stare,  the  eyelid  was  everted, 
and  the  inside  of  the  cartilage  shown.  At  my  recommendation  Mr. 
Gray  shaved  the  irregular  hairs  of  the  eyebrow,  made  an  incision 
corresponding  to  the  curved  line,  and  dissected  off  the  flap,  which 


Fig.  231 


\ 


\ 


\ 


allowed  the  eyelid  to  descend.  Then  freely  separating  the  edges 
of  the  skin  on  either  side,  he  brought  them  together  over  the  exposed 
surface,  retaining  them  by  sutures,  somewhat  after  the  manner 
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shown  in  tho  diagram,  Fig.  232.  Ultimately  ho  dissected  away  a 
piece  of  conjunctiva  along  the  edge  of  the  tarsus.  The  result  was 
more  satisfactory  than  I had  anticipated,  and  after  four  months  the 
patient  could  nearly  close  the  eye,  the  ectropium  being  removed, 
and  the  corneitis  consequent  on  the  exposure  of  the  eyeball  having 
disappeared. 

Unless  the  flap  to  be  raised  be  dissected  down  to  the  tarsus, 
success  will  not  ensue.  Any  attempt  to  pull  down  undetached 
integument,  and  retain  it  by  force,  must  end  in  failure  of  the  desired 
end.  As  a rule,  the  end  of  the  flap  should  be  angular,  rather  than 
round.  It  was  to  this  operation  I alluded,  when  speaking  of  ectro- 
pium of  the  lower  eyelid. 

Further  hints  respecting  plastic  operations  about  the  eyelids.  All  the 
necessary  conditions  for  success  should  exist  for  an  operation  to  be 
undertaken,  because  failure  leaves  a patient  very  much  worse.  Mere 
experiments  are  unjustifiable. 

Not  until  all  activity  of  the  disease  that  has  produced  ectropium 
has  ceased,  and  the  eyelid  has  reached  its  maximum  of  eversion, 
should  an  operation  be  undertaken.  At  the  same  time,  I must 
observe  that  it  would  be  injudicious  to  delay  operative  measures  when 
the  proper  time  has  arrived ; because  the  issue  would  be  less  sure  or 
perfect,  from  the  more  chronic  disease  of  the  tarsus. 

Whenever  dissections  are  to  be  made  over  the  supra  or  infra- 
orbital foramina,  care  should  be  taken  to  avoid  the  vessels  and  the 
nerves  which  they  transmit. 

There  may  be  a loss  of  sensibility  in  the  borrowed  flap.  This  has 
occurred  in  all  cases  of  plastic  operations  that  I have  seen,  but  it  has 
been  temporary.  In  a few  weeks,  or  months,  sensation  has  returned. 
Should  it  have  been  restored  prior  to  the  division  of  the  twisted 
portion,  this  little  operation  will  again  suspend  it. 

A certain  degree  of  puffiness  follows  the  best  executed  of  these 
operations ; this  becomes  much  less,  and  may  quite  disappear. 

The  hair-follicles  may  be,  from  a cause  which  it  is  difficult  to 
explain,  stimulated  into  activity,  and  may  produce  hair  of  consider- 
able length. 

It  is  to  be  regretted  that  in  these  surgical  measures,  the  most 
difficult  and  uncertain  of  all  that  are  practised  on  the  human  body, 
many  plans  of  operating  are  recommended  which  are  impracticable. 
The  diagrams  usually  accompanying  the  descriptions  are  the  offspring 
of  the  imagination.  These  remarks  are  made  after  trying  most  of  the 
recommendations  on  the  dead  body. 

Cicatrices  on  the  temple  may  produce  more  or  less  partial  eversion 
of  the  corners  of  the  eyelids  ; or  they  may  merely  pull  them  away 
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from  the  globe  of  the  eye.  The  defect  must  be  reduced  by 
removing  a triangular  bit  after  the  manner  here  shown,  although 
I a very  much  greater  portion  must  be  taken  away  than  the  sketch 


Fig.  233. 


indicates,  and  larger  ou  the  one  side,  according  to  which  eyelid  is  the 
more  affected.  It  may  be  also  necessary  to  transpose  the  skin,  and 
perhaps  to  remove  a certain  amount  of  the  conjunctiva,  after  the 
method  already  detailed. 

I have  repaired  cases  of  this  kind  that  seemed  at  first  sight  to  be 
irremediable.  In  an  instance  that  occurred  at  St.  Mary’s  Hospital, 
produced  by  scrofulous  caries  of  the  outer  edge  of  the  orbit,  nearly 
half  of  each  eyelid  was  almost  entirely  everted,  and  the  commissure 
was  pulled  half  an  inch  outwards.  I removed  the  cicatrix  sparingly, 
thoroughly  transposed  the  integument,  and  applied  pins  and  sutures. 
A few  weeks  after,  I excised  a considerable  piece  of  conjunctiva  from 
each  eyelid.  The  improvement  was  so  great,  that  the  defect  was  no 
longer  noticed. 

Second  head.  Ectropium  from  morbid  changes  in  the  eyelids.  Here 
the  affection  is  the  consequence  or  termination  of  palpebral  disease, 
and  generally  of  the  conjunctiva.  It  is  supposed  that  the  eversion 
is  mostly  owing  to  the  contraction  of  the  skin  of  the  eyelid  from  the 
excoriating  influence  of  the  tears.  Ulcerations  that  penetrate  the 
skin  sufficiently  to  produce  a scar,  and  extensive  contraction,  would 
doubtless  be  followed  by  such  an  effect,  be  the  cause  of  that  ulcera- 
ration  what  it  may ; but  ectropium  is  not  usually  associated  with 
ulceration  of  the  exterior  of  the  eyelid.  Roughness  and  even  exco- 
riation of  the  skin,  is  a frequent  effect  of  eversion,  and  both  are 
common  in  lippitudo,  where  eversion  is  absent.  The  direction  of  the 
tarsus  somewhat  indicates,  also,  that  it  is  not  entirely  influenced  by 
tension  of  the  skin,  for  it  is  not  so  much  pulled  down  or  away  from 
the  globe  of  the  eye  as  turned  outwards. 

Causes.  I believe  the  ectropium  to  be  due  to  inflammation,  and 
almost  always  of  a strumous  kind,  existing  in  three  forms.  In  the  one, 
the  conjunctiva  is  first  inflamed,  lacrymation  follows,  with  moro  or 
less  intolerance  of  light.  Afterwards  the  Meibomian  glands  are 
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involved,  and  the  entire  edge  of  the  eyelid  being  implicated,  the  cilia 
drop  out,  or  become  stunted  ; that  state  called  lippitudo  generally 
occurs,  and  the  eversion  follows.  There  seems  to  be  not  only  actual 
loss  of  substance  of  the  eyelid  in  the  rounding  of  its  edge,  but  a 
shrinking  of  the  cartilage  and  the  tarsal  ligament.  This  appears 
to  me  to  receive  corroboration  in  the  circumstance  that,  in  the 
lippitudo  which  generally  precedes,  it  is  not  uncommon  to  observe 
inability  to  close  the  eyelids,  except  with  great  effort.  Perhaps  I 
may  venture  to  surmise  that  the  inflammation  which  lingers  about 
the  eyelid  may  so  far  alter  that  portion  of  the  orbicularis  on  its 
edge,  as  to  impair  the  supporting  or  binding  influence.  In  the 
second,  there  are  changes  in  the  palpebral  portion  of  the  con- 
junctiva producing  thickness,  which  everts  the  edge  of  the  eyelid, 
the  cilia  and  the  glands  remaining  entire.  In  the  third,  eczema 
palpebrarum  pre-exists. 

After  the  tarsus  is  everted,  and  the  edge  turned  downwards,  the 
action  of  the  orbicularis  is  to  perpetuate  the  displacement. 

Fig.  234  is  a representation  of  ectropium  of  the  first  kind, 
that  with  considerable  disease  of  the  eyelid.  It  was  taken  from 
a young  man  of  nineteen,  a patient  at  the  C.  L.  Ophthalmic  Hospital. 
Both  eyes  were  similarly  diseased.  Having  been  the  most  marked 
case  that  had  been  at  the  hospital  for  some  months,  it  was  chosen  for 
representation  before  treatment  by  operation,  with  the  intention  of 


Fig.  234. 


contrasting  it  with  the  after  improvement ; but  the  patient  subse- 
quently declined  my  assistance.  A better  illustration  of  an  aggra- 
vated case  could  not  be  desired.  All  the  conjunctiva  on  the  everted 
eyelid  was  thickened,  and  the  edge  of  the  tarsus  ragged,  from  former 
ulceration.  In  the  upper  eyelid  also,  there  was  slight  eversion,  and 
most  of  the  cilia  were  lost. 


ECTROPIUM,  Oil  TURNING  OUT  OF  THE  EYELID. 


713 


Treatment.  In  the  first  and  third  forms,  improvement  may  be 
effected  in  acute  cases  that  are  slight,  in  which  the  eversion  is  very 
limited,  by  general  and  local  treatment,  by  restoring  the  health,  and 
the  use  of  mild  astringents,  and  keeping  the  eyelid  raised  by 
plaster ; but,  in  general,  and  always  when  the  exposed  con- 
junctiva is  decidedly  altered  in  structure,  an  operation  is  required, 
the  conjunctiva  must  be  removed  according  to  the  principle  given 
in  the  description  of  the  treatment  under  the  first  head. 

Escharotics  strong  enough  to  produce  slough  have  been  recom- 
mended to  supersede  the  knife,  but  they  are  inferior  in  effect,  and 
objectionable  also  on  the  score  of  danger  ; it  being  difficult,  or  even 
impossible,  sufficiently  to  limit  their  action. 

I practise  here,  excision  of  a portion  of  the  conjunctiva. 

The  eyelid  having  been  well  pulled  down,  two  incisions  are  to  be 
made,  an  internal  one  circumscribing  the  inward  limit  of  the 
diseased  conjunctiva,  and  an  outward  one  along  the  tarsal  margin  ; 
the  isolated  piece  is  then  seized  with  the  tenaculum  forceps,  and 
dissected  away.  The  outer  incision  should  be  carried  to  the  edge  of 
the  tarsus,  along  the  entire  length  of  the  eversion,  or  the  operation 
is  imperfectly  done.  Frequent  sponging  is  required.  I generally 
use  sutures. 

It  must  be  recollected  that  eversion  may  be  changed  to  inversion, 
by  removing  too  much,  and  that  the  tarsus  may  be  contracted  from 
side  to  side. 

The  sketch,  Fig.  235,  was  taken  from  a girl  fifteen  years  old,  with 
partial  ectropium  of  both  lower  eyelids,  from  long  existing  strumous 
ophthalmia,  which  had  also  destroyed  all  the  cilia. 
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The  greater  part  of  the  exposed  membrane  was  dissected  away, 
and  with  such  an  effect  that,  four  months  after,  the  eye  was  in  that 
state  which  the  second  sketch  accurately  represents. 

For  so  perfect  a result  the  eyelid  must  have  escaped  ulceration, 
and  the  tarsal  cartilage  been  but  little  damaged.  The  only 
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trace  of  the  operation  is  a bridle  of  conjunctiva,  which  unites  the 
eyelid  to  the  globe  of  the  eye,  but  does  not  interfere  with  the  ocular 
movements. 


Fig.  236. 


In  the  second  form,  that  of  eversion  from  thickening  of  the 
conjunctiva  without  tarsal  disease,  of  which  the  next  figure  is  an 
example,  a double  operation  is  generally  required,  the  removal 
of  the  conjunctiva,  and  of  a bit  of  the  tarsus.  It  is  better  to  do 
this  operation  about  the  centre  of  the  eyelid.  The  contraction 
consequent  on  the  loss  of  the  conjunctiva  is  not  sufficient,  except 
in  slight  cases.  In  an  instance  like  the  following,  there  is  always 
a pucker  that  demands  the  loss  of  a portion  of  the  whole  eyelid. 


Fig.  237. 


The  subject  of  the  sketch  was  a soldier,  who  had  been  discharged 
for  some  inflammatory  affection  of  the  eye,  and  wha  assuies  me 
that  the  ectropium  came  on  a few  months  after  the  application  0 
sulphate  of  copper  three  times  a week,  for  nine  months,  when  e 
could  no  longer  submit  to  it.  I removed  a large  portion  of  . 
membrane  ; and  six  weeks  later  a bit  of  the  tarsus,  and  united  6 
edo'es  by  suture.  So  great  was  the  improvement  that  the.  eye  vas 
not  recognised  by  several  medical  men  who  had  seen  it  prior  to  t ej 
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first  operation.  The  following  sketch  was  taken  ten  clays  after  the 
second. 

Fro.  238. 


I find  it  better,  except  under  special  circumstances,  not  to  do 
the  double  operation  at  once,  but  to  wait  awhile  after  the  first ; 
for  several  times,  contrary  to  my  expectation,  the  removal  of  the 
conjunctiva  alone  has  sufficed. 

In  some  of  my  cases  I have  effected  still  farther  improvement 
by  adjusting  the  outer  angle  of  the  eyelids  by  operation,  and  when 
the  punctum  is  displaced,  by  removing  a bit  of  the  conjunctiva 
just  behind,  and  sometimes,  in  addition,  slitting  it  up.  This  treat- 
ment of  this  lacrymal  conduit,  when  out  of  position,  is  fully  given 
elsewhere. 

It  will  give  an  adequate  idea  of  the  applicability  of  the  treatment 
to  this  form  of  ectropium  when  I state  that  I have  required  no  other 
since  I learned  how  to  apply  it,  and  that  embraces  a period  of 
eighteen  years  of  hospital  and  private  practice. 

Third  Head . Ectropium  from  senile  atrophy.  This  is  seen  only 
in  the  very  aged.  The  under  eyelid  falls  away  from  the  eyeball 
rather  than  turns  out.  The  defect  seems  chiefly  to  depend  upon  the 
loss  of  sustaining  power,  or  the  support  of  the  orbicularis  muscle  to 
the  tarsus,  and  relaxation  also  of  the  tarsal  connections.  M. 
Desmarres  supposes  this  senile  defect  to  be  due  to  actual  change  in 
the  relative  position  of  the  orbicularis,  in  consequence  of  relaxation 
of  the  skin  ; that  there  is  besides  a transposition  of  a part  of  the 
muscle,  the  greater  portion  of  the  ciliary  fibres  being  carried  to  the 
lower,  or  adherent  border  of  the  tarsus  by  the  cutaneous  folds  ; and 
that  the  tarsus  so  circumstanced  swings  about  during  their  con- 
traction. He  says  he  has  proved  this  pathological  change  in  a great 
number  of  cases,  by  actual  dissection. 

Treatment  is  not  generally  adopted  in  this  country,  but  this  is 
a pity,  as  considerable  relief  from  the  accompanying  symptoms, 
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especially  the  overflow  of  the  tears,  may  ho  got.  The  plan  of 
operating  is  to  remove  two,  tliree,  or  four  pieces  of  skin,  according  to 
the  severity  of  the  affection,  at  equal  distances,  vertically,  from  the 
eyelid.  Each  dissection  should  reach  to  the  tarsal  margin,  and 
involve  about  an  inch  of  integument,  two  or  three  lines  wide. 
Sutures  are  required,  and  a piece  of  the  conjunctiva  may  sometimes 
be  excised  with  benefit. 

Fourth  Head.  Ectropium  from  par aly sis.  There  are  degrees  of 
this,  just  as  there  are  in  paralytic  affections  in  general.  I have 
treated  two  marked  examples  most  successfully  by  operative  surgery. 
I am  not  aware  of  any  recorded  instances  of  similar  practice ; nor  do 
I know  of  any  case  having  been  so  benefited. 

A gentleman,  aged  twenty-four,  was  sent  to  me,  on  account  of  a 
distressing  and  increasing  ectropium  of  the  left  lower  eyelid  from 
facial  paralysis  on  that  side,  which  occurred  in  childhood.  It  is 
unnecessary  to  speak  of  the  condition  of  the  face.  The  ectropium 
produced  much  deformity,  as  the  margin  of  the  eyelid  was  very  much 
depressed,  and  the  conjunctiva  was  thickened  and  projecting,  and 
very  vascular.  But  a more  annoying  result  was  the  constant  flow  of 
tears  and  mucous  secretion  over  the  cheek,  roughness  of  the  skin,  and 
some  excoriation.  Chloroform  having  been  given,  I removed  a strip 
of  the  diseased  conjunctiva  along  the  entire  length  of  the  eversion. 
The  lengthening  of  the  tarsus,  and  the  total  loss  of  muscular  support 
to  it,  required  something  more  to  be  done.  The  undue  rising  of  the 
upper  eyelid  was  another  obstacle  to  meet.  To  overcome  these  com- 
plications, I shortened  both  tarsi,  by  removing  a portion  of  each  at 
the  outer  canthus,  taking  away  conjunctiva  as  well,  and  then  brought 
"the  wound  together  by  stitches.  The  repair  was  rapid,  and  as 
effectual  as  it  was  possible.  The  stare  of  the  eyeball  and  the 
exposure  were  almost  overcome.  So  little  indeed  remained  of  either 
as  not  to  be  noticed  by  a casual  observer.  The  punctum  lacrymale 
in  each  eyelid  having  been  returned  to  its  proper  position,  the 
tears  were  thoroughly  conveyed  away  through  the  proper  channels. 
Withal,  there  was  no  trace  nor  mark  of  the  use  of  the  scalpel. 


EPICANTHLJS,  OR  ENCROACHMENT  OF  THE  SKIN  ON  THE  CORNER 

OF  THE  EYE. 

This  is  a congenital  malformation,  due  to  flatness  of  the  nose, 
with  excess  of  integuments,  and  sometimes  associated  with  increased 
width  between  the  orbits.  The  inner  cantlii  are  covered  by  a cre- 
scentic fold  of  skin  passing  from  the  nose  over  the  caruncles  and 
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often  the  puncta.  Although  a slight  degree  of  this  deformity  is 
not  very  uncommon,  an  aggravated  state  is  rare  among  Europeans. 
There  are,  however,  varieties  of  our  race  in  whom  a kind  of  epican- 
tlnis  is  very  frequent.  In  an  article  on  the  malformations  and 
congenital  diseases  of  the  organs  of  sight,  in  vol.  xxvii.  of  the 
“ Dublin  Journal,”  Sir  W.  Wilde  gives  it  as  his  opinion,  from  what 
he  has  seen  of  the  Mongolian  race,  and  from  the  examination  of  a 
great  number  of  their  crania,  that  this  disposition  of  parts  which 
we  regard  as  a congenital  malformation  in  the  European  and  the 
Caucasian  races,  is  allied  to  the  natural  condition  of  the  Chinese  and 
the  Calmuc. 

The  abnormal  fold  may  interfere  with  vision,  or  cause  trichiasis  in 
the  upper  eyelid.  A marked  example  of  the  latter  I have  seen  in 
an  infant. 

The  accompanying  representation  of  the  affection  (Eig.  239)  is 
from  a child  nine  months  old. 

The  fold  may  be  reduced  or  pulled  aside,  by  forcibly  pinching  up 
the  intervening  integuments  of  the  nose. 

The  defect  may  exist  in  one  eye. 

Epicanthus  may  be  acquired,  that  is,  may  result  from  the  cicatrix 
of  a wound  displacing  the  eyelids,  and  pulling  the  skin  over  the 
corner  of  the  eye. 

Epicanthus  does  not  disappear,  or  even  get  less,  with  the  growth 
of  the  person. 

Treatment.  It  would  not  be  judicious  to  interfere  with  a slight 
degree  of  this  deformity.  Only  when  the  disfigurement  is  great,  or 
some  evil  effect  arises  out  of  the  disease,  is  any  surgical  treatment 
justifiable ; and  even  then  it  should  be  ascertained  with  sufficient 
assurance,  that  benefit  will  follow. 

There  is  but  one  operation  applicable;  that  of  removing  skin 
from  between  the  eyes. 


The  required  size  of  the  piece  to  be  removed  is  tolerably  ascertain- 
able by  the  amount  that  must  be  pinched  up  to  clear  the  eyelids. 
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The  lines  on  the  nose  in  the  above  sketch  mark  the  direction  of 
the  incisions,  and  the  size  of  the  piece  of  skin  that  I removed  in  the 
patient  whom  it  represents.  Another  case  on  which  I operated  is 
reported  in  the  “ Medical  Times,”  for  August  27,  1853. 

Latterly  I have  made  the  angle  of  the  ellipse  less  obtuse,  by 
lengthening  the  incisions,  because  there  is  more  certainty  of  primary 
union. 

After  the  piece  is  taken  out,  and  the  operation  requires  accuracy  in 
making  the  incisions,  which  should  be  through  the  entire  skin  and 
somewhat  bevelled  inwards,  the  edges  of  the  wound  must  be  raised, 
that  is,  dissected  up  all  round,  to  allow  of  their  easy  approxima- 
tion ; or  else,  from  the  natural  tightness  of  the  skin  in  this  part, 
there  will  be  a strain  which  may  endanger  union  by  the  first  inten- 
tion, and  such  union  is  essential  to  success.  The  hare-lip  suture 
must  be  used,  and  the  pins  entered  the  eighth  of  an  inch  from 
the  edge,  carried  entirely  through  the  skin,  and  brought  out  at  a 
corresponding  distance  on  the  opposite  side.  Two  will  generally 
suffice.  One  or  two  sutures  may  be  required.  Instead  of  the 
ordinary  coarse,  clumsy,  and  expensive  silver  pin,  I use  sharp 
ones,  of  soft  steel,  that  are  easily  cut  with  the  pliers.  Common  toilet 
pins  would  answer  as  well,  and  might  be  used,  were  it  uot  for  the 
popular  objection  to  them,  on  the  score  of  their  festering  pro- 
perties, not  groundless,  perhaps,  when  the  plating  is  lost.  At  least 
five  days  should  elapse  before  the  pins  are  withdrawn,  or  else 
separation  is  risked ; but  they  should  not  remain  longer,  or  suppu- 
ration might  ensue  around  them,  and  marked  scars  would  follow. 

When  epicanthus  is  on  one  side,  and  an  operation  is  required,  the 
above  proceeding  must  be  a little  modified.  One  incision  must  be 
straight,  the  other  in  the  form  of  a curve  towards  the  affected  side. 

I have  seen  a deficient  palpebral  fissure  mistaken  for  epicanthus, 
and  operated  on  for  such.  Eversion  of  the  inner  part  of  each  eyelid 
ensued. 


INFLAMMATION  OF  THE  EYELIDS  AND  OF  THE  EYEBROW. 

The  skin  of  the  eyelids  is  thinner,  more  delicate,  less  elastic,  and 
contains  less  fat  than  the  ordinary  skin  of  the  body.  It  is  bound  to 
the  parts  beneath  by  remarkably  loose  and  thin  connective  tissue. 

Inflammation  from  disease  of  contiguous  parts.  Very  little  is 
required  to  be  said  about  the  oedema  of  the  eyelids,  in  conse- 
quence of  inflammation,  which  has  its  origin  in  any  part  of  the 
surrounding  orbital  or  facial  region.  The  nature  of  such  disease 
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can  scarcely  be  mistaken.  This  secondary  inflammation,  as  it  is 
sometimes  called,  is  most  intense  in  traumatic  inflammation  of  the 
eyeball,  especially  when  the  cornea  suppurates. 

The  symptoms  are,  swelling  and  redness  of  the  eyelids,  and 
incapability  of  opening  them.  The  upper  eyelid  is  always  the  more 
affected.  The  inflammatory  action  quickly  disappears  when  the 
central  cause  is  subdued,  and,  generally  speaking,  the  eyelids  are 
restored  to  health.  But  should  they  be  frequently  inflamed  from 
repetition  of  the  cause,  or  should  the  cause  become  chronic,  hyper- 
trophy of  the  skin  and  of  the  areolar  tissue  is  apt  to  ensue. 

Phlegmonous  inflammation.  This  differs  in  no  wise  from  phleg- 
monous inflammation  which  occurs  in  any  other  parts  of  the  surface 
of  the  body. 

Both  eyelids  may  be  equally  affected,  but  the  attack  is  generally 
confined  to  the  upper.  Children  are  more  prone  to  the  disease  than 
adults.  The  inflammation  begins  with  swelling  and  redness  of  the 
integuments  at  the  edge  of  the  lid.  Then  the  whole  lid  becomes 
swollen,  very  red,  shining,  not  very  painful,  throbbing,  and  motion- 
less. It  is  circumscribed  by  the  orbital  edge.  When  the  under 
eyelid  escapes  the  acuteness  of  the  attack,  it  gets  cedematous.  The 
cheek  and  the  temple  are  usually  a little  inflamed.  Active  fever  is 
rarely  absent.  The  inflammation  intensifies,  the  surface  gets  of  a 
purple  red  colour,  and  pus  forms.  It  is  very  seldom  that  suppuration 
does  not  ensue.  Prominence  or  pointing,  at  a spot  on  the  skin, 
declares  the  centre  of  a circumscribed  abscess.  The  escape  of  the  matter 
by  ulceration,  or  by  sloughing,  relieves  the  active  state.  The  abscess 
may  point  behind  the  eyelid,  and  burst  on  the  conjunctival  surface. 

Perfect  recovery,  with  the  exception  of  a cicatrix,  may  ensue, 
but  fistulm  may  remain.  Or  there  may  be  loss  of  tissue,  by  which 
the  eyelid  is  shortened  and  tied  to  the  edge  of  the  orbit.  With  this 
may  be  combined  severe  ectropium. 

The  abscess  is  generally  seated  centrally  in  the  eyelid,  but 
it  may  be  at  the  one  or  the  other  of  its  corners.  So  long  as 
there  is  no  apparent  cause  for  the  inflammation,  it  is  said  to  be 
idiopathic. 

Traumatic  phlegmonous  inflammation.  Mechanical  injury  to  the 
eyelid,  even  of  the  most  trivial  nature,  such  as  a slight  abrasion 
may  induce  phlegmonous  inflammation.  In  all  the  cases  of  this 
torm  of  disease  which  have  come  under  my  care,  the  inflammatory 
action  has  been  very  acute,  and  the  general  symptoms  hio-h 

Treatment.  The  indications  are  to  cut  short  the  inflammatory 
attack,  if  possible,  or  to  limit  it,  and  thereby  to  prevent  or  reduce 
the  secondary  or  destructive  inflammatory  processes.  It  is  unneccs- 
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sary  to  give  in  detail  an  account  of  the  applicable  local  and  con- 
stitutional measures,  because  they  are  comprised  in  general  surgery, 
and  are  much  dwelt  on  in  all  surgical  works.  I will  speak  only  on 
two  points.  Best  of  the  body  is  specially  indicated  with  reference  to 
preventing  head  symptoms.  Pus  should  be  evacuated  by  a low 
horizontal  cut,  immediately  that  its  presence  is  detected,  with  the 
view  to  prevent  destruction  of  tissue,  and  the  distressing  effects 
therefrom  which  have  been  mentioned.  This  practice  is  most 
important  when  the  inflammation  is  rather  sub-acute,  and  the . 
abscess  is  more  likely  to  spread  than  to  burst. 

Erysipelatous  inflammation.  This  attacks  the  eyelids  very  often, 
in  all  its  several  forms,  singly  or  combined.  It  may  commence  with- 
out any  apparent  cause.  Or  it  may  spread  to  them  from  inflamma- 
tion which  is  elsewhere  about  the  face,  or  in  the  scalp.  Or  it  may 
be  excited  from  mechanical  or  chemical  injury,  including  the  sting 
of  an  insect. 

The  one  eyelid  only  may  be  affected  ; the  upper  is  that  which  is 
generally  singly  involved ; but  nearly  always  both  get  affected.  • 
The  one  may  be  first  attacked,  or  the  two  may  suffer  simultaneously, 
and  with  equal  severity. 

The  eyelids  are  always  swollen,  and  if  the  inflammation  be  at  all 
severe  they  are  invariably  closed,  and  cannot  be  opened  by  natural 
effort.  There  is  much  variation  in  other  local  symptoms.  The 
redness,  the  stinging  and  burning  sensation,  the  puffiness,  or  the 
hardness,  and  the  tenderness  under  touch,  differ  according  to  the 
tissues  involved  ; that  is,  whether  there  is  present  the  cutaneous, 
the  cellular,  or  the  cellulo-cutaneous  inflammation.  Much  too  in 
this  direction  will  depend  on  the  rapidity  or  the  slowness  with  which 
the  symptoms  follow  each  other  in  any  given  case. 

Constitutional  symptoms  are  never  absent,  and  the.  preceding 
rigors,  the  irritative  fever,  the  derangement  of  the  digestive  organs, 
and  the  headache  are  in  greater  severity  than  is  usual,  with  the  same 
or  a greater  amount  of  erysipelas  elsewhere. 

Other  effects  of  the  inflammation  on  the  special  parts  of  the  eye- 
lids, and  some  parts  around  them,  occur. 

The  conjunctival  secretion  is  augmented  and  altered.  It  nia) 
become  purulent.  The  Meibomian  glands  suffer,  and  their  secretion  i 
becomes  vitiated. 

The  lacrymal  sac  and  duct  frequently  inflame.  I lie  svelhng 
blocks  up  the  canaliculi  and  the  nasal  aperture  of  the  duct.  I 
increases  the  natural  secretion,  and  adds  inflammatory  produc  s. 
The  sac  may  become  very  much  distended,  and  an  abscess  maj  ioim 

within  it. 
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Cerebral  implication  is  no  uncommon  complication,  and  death 
sometimes  ensues  from  inflammation  of  the  brain  and  its  membranes. 

Treatment.  The  cutaneous  erysipelas  is  rarely  severe,  and  seldom 
requires  any  other  measures  than  rest,  slight  purgation,  and  local 
application  of  cold  in  the  first  instance,  and  afterwards,  when 
desquamation  is  taking  place,  some  unctuous  application,  to  guard 
the  surface  from  the  action  of  the  atmosphere. 

The  treatment  of  the  cellular  inflammation  having  been  already 
given,  under  the  head  of  Orbital  Cellulitis,  at  page  46,  need  not  be 
repeated ; but  I beg  my  reader  to  look  to  the  reference,  and  see  what 
is  said. 

The  treatment  for  the  cellulo-cutaneous  inflammation  is  precisely 
the  same  as  that  for  the  cellular,  "with  the  addition  of  earlier  and  freer 
local  bleeding.  Of  late  years  I have  leeched  less,  and  resorted  more 
to  pricking  the  skin  with  a fine  scalpel,  in  ten  or  twelve  places,  with 
a view  of  bleeding  the  part.  I think  that  this  is  as  efficient  as  leech- 
ing,  while  it  is  more  readily  applied,  and  is  devoid  of  the  extravasation 
of  blood,  and  the  cedema,  which  are  so  likely  to  follow  leeching  about 
the  eyelids.  The  bleeding  may  be  encouraged  by  a hot  poultice. 

I will  venture  to  reiterate  the  importance  of  making  incisions 
through  the  skin  sufficiently  early  to  allow  of  the  escape  of  pus,  as 
well  as  any  portion  of  the  areolar  tissue  which  may  have  lost  its 
vitality,  whereby  sloughing  of  the  skin  and  extension  of  the  in- 
flammation may  be  saved.  There  is  no  pointing  of  an  abscess, 
such  as  I have  described,  in  phlegmonous  inflammation,  and  the 
sense  of  fluctuation  is  seldom  definite,  and  often  vory  obscure.  The 
diffuse  nature  of  the  suppuration,  the  facility  for  its  spreading,  from 
the  large  meshes  of  the  long  fibred,  areolar  tissue  of  the  lid,  and  the 
proneness  of  this  tissue  to  slough,  ought  to  be  remembered. 

The  cellular  and  the  cellulo-cutaneous  inflammations  are  apt  to 
inflict  damage  in  the  delicate  tegumentary  and  areolar  tissues  of  the 
eyelids,  and  to  spoil  their  natural  mobility  and  pliancy.  Such  result 
is  certain,  if  the  skin  be  allowed  to  slough. 

The  patentcy  of  the  canaliculi  and  of  the  lacrymal  duct  aro 
frequently  more  or  less  damaged. 

The  erysipelas  may  spread  from  the  eyelids  to  the  orbit. 
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The  eyelids  readily  become  codematous,  from  the  peculiarity  of 
their  structure,  and  the  tumefaction  may  be  slight,  or  astonishingly 
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Lugo ; so  large  indeed  as  to  interfere  with  or  prevent  palpebral 
movements,  and  to  cause  complete  closing  of  the  eye. 

The  pale,  puffy,  soft,  and  smooth  swelling,  indicative  of  serous 
effusion  in  the  skin,  and  in  the  subjacent  areolar  tissue,  cannot  be 
mistaken.  To  these,  in  severe  cases,  is  added  oedema  of  the  con- 
junctiva, constituting-  chemosis. 

The  upper  eyelid  is  usually  more  affected  than  the  under.  Irre- 
spective of  the  cause,  the  upper  is  more  swollen  towards  the  edge, 
and  the  under  towards  the  orbit. 

(Edema  from  general  causes.  Feeble  adults  are  prone  to  slight 
oedema,  which  is  usually  most  marked  on  rising  in  the  morning. 
The  swelling  often  disappears  towards  the  end  of  the  day. 

(Edema  often  appears  after  exhausting  illnesses. 

In  these  instances  the  conjunctiva  is  not  affected. 

Edema  from  local  causes.  This  is  either  the  consequence  of  direct 
injury,  such  as  the  bite  or  the  sting-  of  an  insect ; or  of  exposure  to 
cold  ; or  it  is  incidental  to  other  affections. 

Respecting  the  direct  injury,  when  the  cause  is  mechanical,  only 
one  eye  is  affected,  and  the  mark  of  the  injury  may  always  be 
found,  around  which  there  is  generally  redness.  When  the  cause 
is  atmospheric,  both  eyes  are  affected. 

Respecting  the  incidental  origin,  near  and  remote  implication 
must  be  recognised. 

Among  the  first  are  included  inflammation  of  the  eye-ball  from 
any  cause,  inflammation  of  the  conjunctiva,  inflammatory  affections 
of  the  skin  of  Rie  face,  and  orbital  diseases,  especially  periostitis, 
necrosis,  and  tumours  of  all  kinds.  Also  tumours  in  the  nasal 
sinuses,  particularly  polypi. 

Among  the  latter  are  renal,  cardiac,  and  hepatic  diseases. 

(Edema  is  not  a condition  which  is  in  itself  hurtful;  therefore 
its  presence  need  never  create  alarm. 

Treatment.  When  the  disease  is  the  result  of  direct  injury  to 
the  eyelid,  it  will  disappear  as  soon  as  the  severity  of  the  damage 
is  over,  and  the  treatment  must  be  directed  to  the  seat  of  the 
swelling.  In  other  cases  we  can  hope  to  relieve  only  by  a more 
indirect  manner ; but  in  these  also  the  cause  of  the  effusion  must 
be  sought  out,  and,  if  possible,  removed.  Constitutional  or  local 
means  may  be  called  for. 


EMPHYSEMA  OF  THE  EYELIDS. 


This,  as  a traumatic  affection,  has  been  treated  of  in  the  chapter 
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on  Diseases  of  the  Orbit,  as  well  as  in  that  on  Wounds  ol  the 
Eyelids,  &c.,  and  its  nature  and  treatment  have  been  luLiy  dis- 
cussed. I notice  the  subject  again  only  to  point  out  that  t le 
escape  of  air  from  the  nose  to  the  eyelids  may  ensue  from  rupture 
of  the  lacryma!  sac  in  the  simple  act  of  blowing  the  nose. 


HYPERTROPHY  OF  THE  INTEGUMENTS  OF  THE  EYELIDS. 

I have  met  with  three  cases  of  this  disease.  All  have  been  con- 
genital, and  in  all,  the  upper  lid  has  been  very  much  more  affected 
than  the  under.  There  seemed  to  be  hypertrophy,  and  nothing- 
more.  One  of  them  is  spoken  of  at  page  362,  in  the  chapter  on 
Ptosis.  The  second  existed  in  a young  lady  whom  I watched 
for  fifteen  years.  When  I first  saw  her  the  integuments  of  the 
brow  were  but  little  enlarged.  Ultimately  they  grew  much,  hung 
down  with  the  enlarged  eyelid,  and  closed  the  eye.  Ihe  follow- 
ing illustration  is  from  the  third  case.  The  subject  of  it  was  a 
gii-l  eighteen  years  old. 

Fig.  240. 


Both  eyes  were  similarly  affected.  The  surrounding  integuments 
were  scarcely  implicated. 

The  treatment  can  only  be  purely  mechanical.  A certain  amount 
of  integument  must  be  removed.  It  is  a question  whether  the 
operation  should  be  undertaken  early,  or  only  when  the  eyelid 
begins  to  cover  the  pupil.  I should  not  operate  till  the  latter 
period. 

PALPEBRAL  SWEATING.  EPHIDROSIS. 

This  is  meant  to  signify  sweating  of  the  upper  eyelid,  for  the 
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undue  secretion  lins  not  been  observed  in  the  under  one.  A-t  nil 
times,  whether  the  body  be  at  rest,  or  undergoing  exertion,  sweat 
is  poured  out,  and  accumulates  on  the  surface  of  the  lid,  usually 
most  on  the  inner  side,  and  evaporates,  rather  than  runs  down,  but 
yet  so  slowly  that  there  is  always  sweat  there,  unless  it  be  removed 
by  the  handkerchief. 

There  is  no  known  remedy  for  this  annoyance. 


CONGENITAL  FISSURE  OF  THE  EYELIDS.  COLOBOMA. 

This  is  the  rarest  of  congenital  malformations.  Both  eyelids  of 
the  same  eye,  or  only  the  one  lid,  or  one  in  each  eye,  may  be 
fissured  vertically.  The  defect  is  an  arrest  of  development  in  the 
histological  transformation  of  the  tissues.  It  is  always  complicated 
with  congenital  malformation  of  the  surface  of  the  eyeball,  in  asso- 
ciation with  the  development  of  portions  of  skin,  or  of  small  dermoid 
or  other  tumours  on  the  eyeball. 


ABSCESS  OF  A MEIBOMIAN  GLAND. 

Suppuration  occurs  in  one  of  the  glands,  without  any  apparent 
cause.  It  is  preceded  by  swelling  of  the  edge  of  the  eyelid,  and 
then  of  a portion  of  the  integuments.  It  is  apt  to  be  mistaken  for 
a stye,  but  the  absence  of  an  outer  tumour  and  the  acute  pain  at 
once  mark  the  difference.  If  the  edge  of  the  eyelid  be  a little 
inverted,  the  suppurating  point  will  be  apparent.  Patients  seldom 
apply  for  relief  till  pus  is  escaping  from  the  gland  duct. 

The  treatment  is  to  foment  often,  and  in  the  interval  to  keep  the 
eye  warm,  by  the  application  of  cotton  wool.  If  the  pus  do  not 
escape,  but  become  pent  up,  and  bulge  on  the  inner  surface  of  the 
lid,  it  should  be  evacuated  by  a small  incision. 


ACNE  CILIARIS,  OR  SOLITARY  PUSTULE  OF  THE  EYELID. 

This  constitutes  disease  of  a sebaceous  follicle  at  the  margin  of  the 
eyelid,  and  appears  in  a fully  developed  state  as  a roundish,  red, 
ill-defined  ciliary  tumour,  varying  in  size  from  that  of  a hemp-seed 
to  that  of  a pea.  It  is  seated  in  the  subcutaneous  tissue,  blends 
with  the  skin,  and  pushes  forward  and  separates  the  cilia.  It  is 
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generally  solitary,  blit  if  there  be  several,  they  are  nearly  or  quite 
isolated. 

It  appears  in  an  acute  form  as  a little  red  swelling,  covered  with 
exfoliated  epithelium,  or  thin  crusts  of  sebaceous  matter.  Usually 
there  is  but  little  surrounding  inflammation,  unless  the  tumour 
forms  quickly,  when  the  whole  of  the  lid  is  apt  to  become  inflamed, 
swollen,  and  very  tender. 

Persons  who  are  suffering  from  acne  of  the  face,  or  comedons,  are 
prone  to  have  acne  ciliaris. 

Course  of  the  affection.  Exceptionally  does  it  form  quickly  and  soon 
terminate ; almost  always  the  progress  is  by  slow  stages.  It  may 
decline  at  any  period  without  the  occurrence  of  suppuration  ; but 
suppuration  is  the  most  advanced  condition.  The  formation  of  pus 
is  always  limited,  and  very  slight  for  the  size  of  the  tumour.  The 
escape  of  it  may  be  by  the  gland  duct,  or  through  the  skin  close 
to  a cilium.  Induration  and  callosity,  or  hypertrophy  of  the  sub- 
cutaneous tissue,  may  be  the  permanent  remains  of  it. 

The  worst,  and  fortunately  the  rarest  termination,  is  ulceration, 
because  the  ensuing  radiating  cicatrices  cause  contraction  of  the 
edge  of  the  lid,  and  displace  the  cilia  ; or  the  cilia  follicles  may  be 
involved,  and  the  cilia  destroyed. 

It  is  easy  to  understand  how  several  attacks  of  the  acne  may  more 
or  less  damage  the  lid. 


HERPES  FRONTALIS,  OR  HERPES  OF  THE  SKIN  OF  THE  ORBITAL 

REGION. 

This  is  a local  form  of  herpes,  of  which  herpes  zoster  is  the 
type. 

In  its  visible  symptoms  it  is  recognised,  when  fully  developed, 
as  an  acute  inflammation  of  the  skin  of  the  forehead,  occurring  in 
bright  red,  slightly  swollen,  oblong  patches,  of  various  sizes,  on  which 
are  seated  a crop  of  semi-globular  semi-transparent  vesicles,  some- 
times separate,  sometimes  confluent,  in  groups  varying  in  number 
from  three  or  four  to  twenty  or  more.  In  its  sensitive  symptoms  it  is 
known  as  a very  painful  affection,  chiefly  of  a neuralgic  character. 

Diagnosis.  It  is  likely  to  be  confounded  with  only  one  other 
disease,  that  of  cutaneous  erysipelas.  But  there  are  marked 
differences.  Herpes  is  always  unilateral.  Erysipelas  is  seldom 
confined  to  one  side  of  the  face,  but  overpasses  the  median  line. 
Herpes  is  attended  with  less  swelling,  less  surrounding  oedema,  with 
a very  great  deal  more  local  pain,  with  less  constitutional  disturb- 
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ance,  but  with  far  more  discomfort,  and  tlio  vesicles  are  not  so  large, 
are  better  defined,  and  more  numerous. 

Mode  of  attack  and  development . Herpes  is,  according  to  our 
present  knowledge,  a peripheral  disease,  commencing  in  the  territory 
of  a branch  of  a sensory  nerve,  and  following  its  distribution.  From 
this  circumstance  we  speak  of  herpes  of  this  or  that  nerve.  In 
this  variety  of  the  affection  it  is  almost  exclusively  developed  in 
the  first  division  of  the  fifth  nerve,  very  seldom  at  the  same  time 
appearing  in  any  branches  of  the  second  or  the  third  division  of 
the  same. 

The  attack  is  ushered  in  by  hemicrania,  or  general  headache,  or  by 
neuralgic  pain  in  the  course  of  the  frontal  nerve  and  its  ramifi- 
cations, or  continuous  circumscribed  pain  in  the  brow.  The  hemi- 
crania, or  the  general  headache,  and  the  fixed  or  the  neuralgic  pain, 
may  coexist.  Then  follows  inflammation  of  the  skin,  and  two  days 
afterwards  vesicles  appear  which  are  at  first  transparent,  but  become 
yellowish  or  purplish  and  wrinkled  two  or  three  days  later.  From 
the  further  decline  of  these,  yellowish  scabs  are  formed,  which  are  very 
hard,  and  about  the  sixth  or  seventh  day  fall,  and  leave  purpleish 
pits  in  the  skin.  The  thicker  the  portion  of  skin  attacked,  the  deeper 
the  pits.  In  this  way  the  skin  affection  runs  a regular  course  from 
about  twelve  to  fourteen  days. 

The  variations  are  few.  Local  pain  may  not  be  felt  till  the 
vesicles  appear  ; or,  having  existed  in  the  first  instance,  may  decline 
with  the  shrinking  of  the  vesicles.  Or  it  may  continue  more  or  less 
mitigated,  after  all  inflammatory  action  has  passed  away,  for  weeks, 
or  months,  or  years. 

Loss  of  sensibility,  or  numbness  of  the  part  which  has  been 
inflamed,  and  sometimes  of  parts  even  beyond  it,  is  a common  sequel. 
The  herpetic  pits  are  not  sensitive.  The  general  indisposition  and 
feebleness,  which  is  always  present,  lasts  long  after  the  intensity  of 
the  local  action  has  left,  so  that  a severe  attack  of  the  complaint 
may  incapacitate  a patient  for  several  weeks. 

Extent  of  the  herpes.  The  upper  region  of  the  forehead,  of  the  scalp, 
and  the  temple,  as  far  as  the  frontal  nerve- distribution  goes,  may 
be  diseased.  The  morbid  action  may  travel,  too,  in  the  corn’se  of  the 
descending  nerve  branches,  whereby  the  upper  eyelid  and  the  side 
of  the  nose,  the  root,  or  the  middle  and  the  tip,  may  be  implicated 
in  like  manner.  I may  mention  that  the  nose  gets  its  nerve  twigs 
from  the  frontal,  supra,  and  infra-trochlear  branches. 

The  under  eyelid  escapes,  and  partakes  only  of  the  general 
surrounding  oedema.  The  looseness  of  its  tissues  causes  it  to  swell 
very  much ; and  this,  together  witli  inflammatory  swelling  of  the 
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upper  lid,  may  cause  sufficient  tumefaction  to  prevent  the  eye  from 
being  opened. 

Implication  of  the  eye.  The  conjunctiva  rarely  escapes  palpable 
congestion  and  oedema ; in  any  severe  instances  of  the  disease,  and 
when  the  eyelid  is  affected,  it  is  always  implicated.  It  may  be 
much  chemosed,  and  pour  forth  a copious  muco-purulent  discharge. 
This  is  merely  an  extension  of  the  local  inflammation.  Partial  and 
temporary  ptosis  ensues  when  the  eyelid  has  been  very  much 
inflamed. 

Disease  of  the  eyeball  proper,  apart  from  the  slight  implication 
consequent  on  conjunctivitis,  may  occur.  I am  disposed  to  regard 
it  as  an  effect  of,  and  not  a continuation  or  extension  of,  the  eruptive 
complaint. 

Corneal  affections  are  the  most  common  ; and  general  inflammation, 
with  varying  degrees  of  opacity,  is  seen,  rather  than  ulceration  or 
softening,  which  are  more  generally  marginal  than  central. 

General  inflammation  of  the  eyeball,  of  which  the  most  prominent 
symptom  is  iritis,  is  not  uncommon,  and  may  impair  or  destroy 
sight,  and  even  produce  atrophy  of  the  ocular  tissues  and  shrinking 
of  the  globe. 

The  cornea  participates  in  the  accustomed  partial  loss  of  sensibility, 
from  which  it  may  not  recover. 

Implication  of  the  motor  nerve  of  the  eye,  the  third  cerebral  nerve, 
has  been  observed  by  Mr.  Hutchinson.  He  records  dilatation  of  the 
pupil  in  several  cases,  with  and  without  ocular  inflammation,  as  well 
as  dilatation  with  ptosis,  and  dilatation  with  external  squint,  both  with 
and  without  ocular  inflammation.  In  each  instance  the  paralysis 
had  been  temporary.  He  remarks  that  these  occurrences  of  motor 
paralysis,  together  with  the  herpetic  eruption,  seem  to  favour  the 
belief  that  the  starting  point  of  irritation  is  central,  rather  than  in 
the  nerve  trunks,  and  points  to  some  observations  of  Dr.  Broadbent, 
on  herpes,  to  the  same  effect. 

. The  eyeball  is  very  liable  to  inflammation,  when  the  entire  side  of 
the  nose  suffers.  This  may  be  due  to  the  greater  extent  of  the  herpes, 
and  with  the  nasal  invasion,  the  eyelid  is  nearly  always  involved. 
Mr.  Hutchinson  takes  another  view,  and  suggests  a nerve  con- 
nection, nutritive  theory,  and  influence.  He  alludes  especially  to  the 
anatomical  arrangement  of  the  oculo-nasal  nerve.  This  nerve,  soon 
after  leaving  the  main  trunk,  gives  off  the  long  root  of  the  ciliary 
ganglion,  from  which  ganglion  ciliary  nerves  pass  to  the  iris.  Its 
root  gives  off  the  long  ciliary  branches,  which  run  directly  to  the 
ciliary  muscle  and  to  the  iris.  Subsequently  it  divides  into  two 
branches,  which  supply  the  middle  and  the  side  of  the  tip  of  the 
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nos©  with  sensation,  under  the  names  of  the  infra-trochlear  and 
naso-lobular  branches. 

Treatment.  The  burning,  the  tingling,  the  heat,  and  the  pain  are 
symptoms  urgently  calling  for  relief.  I wish  I could  name  any 
local  application  which  would  certainly  mitigate  suffering.  Morphia, 
aconite,  belladonna,  and  chloroform  may  be  unavailing ; yet  some- 
times the  one  or  the  other  of  them  is  beneficial.  Neither  can  I say 
that  any  internal  remedy  can  be  resorted  to  with  the  certainty  of 
affording  relief.  Perhaps  from  quinine  has  the  most  benefit  been 
derived ; and  there  can  be  no  doubt  that  the  general  debility  which 
usually  attends  the  complaint,  and  needs  treatment,  is  more  quickly 
removed  by  some  of  the  preparations  of  cinchona. 

The  frontal  nerve  has  been  divided  subcutaneously  several  times, 
with  varying  degrees  of  success.  In  all  the  cases  it  afforded  mitiga- 
tion of  suffering  for  a time. 

When  there  is  not  much  pain  or  irritation,  it  is  sufficient  to  keep 
the  parts  clean,  and  to  apply  benzoated  zinc  ointment. 

The  conjunctival  and  ocular  inflammation  must  be  treated  accord- 
ing to  the  rules  laid  down  elsewhere  for  such  affections. 


ECZEMA  PALPEBRARUM. 

This  is  the  most  common  affection  of  the  eye.  It  is  usually,  but 
incorrectly,  called  tinea  tarsi,  and  ophthalmia  tarsi. 

The  disease  is  chiefly  developed  on  the  free  portion  of  the  palpebra, 
the  margin  ; but  the  greater  part  of  it  may  be  involved. 

The  characteristics  are  the  same  as  those  of  eczema  of  the  trunk  or 
of  the  limbs,  a little  modified  by  position,  to  which  are  added  certain 
effects  arising  out  of  the  conformation  of  the  part. 

The  skin  is  the  texture  most  palpably  implicated.  It  is  inflamed, 
and  there  are  marked  changes  in  its  structure,  as  well  as  derange- 
ment in  its  functions.  Its  sensibility  is  augmented.  It  is  thickened 
by  serous  infiltration,  and,  as  a consequence,  is  cedematous  and  some- 
times fissured.  It  exudes  at  times  a serous  lymph.  Sometimes 
papules,  sometimes  vesicles,  sometimes  pustules  form  on  it.  Most 
or  all  of  these  may  coexist.  The  commonness  of  the  last  entitles 
the  disease  to  be  placed  under  the  pustular  form.  There  is  nothing 
peculiar  in  this  from  an  ophthalmic  point  of  view,  because  the  pus- 
tules prevail  in  hairy  situations.  Cuticle  thus  raised  may  be  entirely 
thrown  off  and  replaced  by  a soft,  lardaceous-looking  material,  which 
is  merely  unhealthy  cuticle,  attended  by  muco-purulent  secretion,  or 
later  by  a thick  crust  formed  by  the  drying  of  the  morbid  secretions 
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| which  are  poured  out  from  the  skin  itself,  the  Meibomian  glands,  the 
cilia  follicles,  and  the  conjunctiva. 

The  usual  appearance  of  the  disease  when  we  are  consulted  is  that 
of  crusts  on  a part  or  the  entire  edge  of  the  eyelid,  by  which  the 
cilia  are  glued  together  in  groups.  In  children  there  is  usually  asso- 
ciated an  overflow  of  tears,  and  the  cheek  is  excoriated  or  roughened. 

The  subjective  symptoms  are  itching  or  tingling,  but  neither  of 
these  is  well  marked  and  the  patient  escapes  much  torment ; or 
soreness  ; or  stiffness  of  the  eyelid  ; or  a sensation  of  roughness  on 
the  eyeball ; or  of  grit  in  the  eye,  which  necessitates  the  eye  being 
kept  partially  closed ; nearly  always  agglutination  of  the  eyelids 
during  sleep,  and  intolerance  to  light. 

The  usual  variations  in  eczema  are  met  with  here.  The  inflam- 
i mation,  or  the  papules,  or  the  pimples,  or  the  pustules,  or  the 
i exudation,  or  the  infiltration,  may  predominate.  This  includes  mild- 
ness or  severity  of  such  symptoms.  Thus,  there  may  be  present  but 
! the  least  redness,  or  swelling,  or  scurf  between  the  cilia  ; or  most  of 
the  eczematous  features  in  the  fullest  intensity. 

The  upper  eyelid  suffers  more  than  the  under. 

Both  eyelids  are  usually  diseased,  and  in  both  the  eyes. 

Effects  of  Eczema.  Beneath  the  incrustations  which  adhere  to  the 
cuticle  there  is  always  excoriation,  from  which  serum  and  thin  pus 
j exude.  The  ulceration  may  be  sufficiently  deep  to  destroy  the  skin, 
and  even  some  of  the  tarsal  cartilage. 

The  cilia  follicles  seldom  escape  damage,  from  which  the  cilia 
grow  abortively  and  irregularly,  or  they  are  lost  from  suppuration  in 
their  follicles. 

The  fibro- cellular  tissue  of  this  situation  becomes  thickened  and 
dense.  This  is  the  chief  source  of  the  thickening  of  the  ciliary  region. 

The  tarsal  cartilage  becomes  thickened  and  hardened,  and  con- 
tracted from  side  to  side. 

The  Meibomian  glands  inflame  and  become  altered  in  function 
pom’  forth  a viscid  secretion,  the  cause  of  the  agglutination  of  the 
eyelids,  are  ultimately  destroyed,  and  their  outlets  closed  by  cica- 
trization. Some  of  them  may  suppurate. 

The  conjunctiva,  undergoes  the  morbid  changes  usually  produced 
in  it  by  inflammation. 

Entropium  may  ensue. 

Slight  ectropium  is  more  common.  This  is  associated  with  damage 
to  the  punctum  lacrymale,  together  with  displacement  of  it. 

Loss  of  the  inner,  and  part  of  the  outer  edge  of  the  eyelid  with 
cuticular  degeneration  of  the  surface,  ensue,  by  which  a glazed  red 
margin  is  left,  constituting  what  is  called  lippitudo. 


DISEASES  OF  THE  EYELIDS. 


730 


The  whole  of  the  palpebral  and  most  of  the  ocular  conjunctiva 
may  inflame. 

Eczema  is  essentially,  in  the  eyelid,  a chronic  affection,  without 
any  specific  course,  although  there  are  stages  or  periods  of  irregu- 
larity of  the  several  morbid  phenomena.  It  may  last  for  years,  and 
even  for  life,  with  intermission  to  the  more  prominent  symptoms,  all 
the  while  spoiling  the  eyelid  more  and  more.  It  generally  lessens 
in  severity,  and  may  even  cease,  when  the  cilia  follicles  and  the 
Meibomian  glands  are  destroyed. 

Cause.  Struma,  or  poor  nutrition,  so  frequently  precedes  the 
eczema,  that  it  must  be  regarded  as  the  remote  or  predisposing 
cause.  There  is  great  frequency  of  the  disease  among  the  children 
of  very  poor  people.  In  nearly  every  case  there  are  evidences  of 
an  inherited,  or  of  an  acquired  scrofulous  constitution.  There  are 
enlarged  lymphatic  glands,  or  a swollen  upper  lip,  or  sore  ears,  or  a 
tumid  belly,  or  derangement  of  digestion,  or  strumous  conjunctivitis, 
or  paleness,  with  looseness  of  the  skin. 

There  are  immediate  or  exciting  causes,  such  as  small-pox,  measles, 
scarlet  fever,  smoke  and  filth  in  bad  dwellings,  impure  air. 

General  Treatment.  I regard  the  constitutional  remedies  as  the 
most  essential.  If  the  eczematous  diathesis  be  subdued,  that  is,  if 
the  poor  nutrition,  or  the  debility  from  whatever  origin,  which  is 
the  predisposing  cause  of  the  affection  be  removed,  the  local  mani- 
festation of  the  disease  will  soon  vanish  ; yet  sooner,  if  assisted  by 
local  measures. 

The  secret  of  the  cure  consists  then  essentially,  in  discovering  the 
nature  of  the  debility,  whether  it  be  assimilative,  nutritive,  or  ner- 
vous, and  subduing  it.  This  includes  attention  to  the  disordered 
function  of  any  internal  organ.  I have  known  of  several  severe 
examples  of  the  affection  which  have  been  completely  cured  by 
change  of  residence,  and  nothing'  else,  from  this  to  a warmer 
country. 

Local  Treatment.  In  every  instance  the  cilia  should  be  closely 
cut.  Any  of  them  that  are  irregular  or  abortive  should  be  plucked 
from  their  follicles.  For  the  eczema  itself,  the  remedy  must  be 
shaped  according  to  the  condition  of  the  eyelid  when  the  patient  is 
seen,  subject  to  the  principles  of  reducing  the  inflammation,  stimu 
lating  to  a more  healthy  action  the  exuding  surface,  removing 
accumulated  secretions  or  crusts,  and  healing  excoriations  or  ulcera- 


tions. 


When  the  inflammation  is  acute  rather  than  chronic,  the  use  of  an 
evaporating  lotion  to  reduce  any  unnatural  heat  is  advantageous. 
When  it  is  chronic,  warm  applications,  as  fomentations,  are  pre  er 
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able.  With  the  reduction  of  inflammation  the  case  is  materially 
better. 

When  the  disease  is  in  an  early  stage,  and  the  surface- accumu- 
lation is  scanty  and  of  the  lighter  form,  chiefly  from  serum,  and  the 
inflammation  is  subdued,  or  when  it  is  so  slight  as  not  to  be  a 
prominent  symptom,  stimulation  is  called  for. 

But  the  necessary  agents  are  not  so  suitable  in  lotions,  on  account  of 
their  liability  to  irritate  the  conjunctiva  and  the  cornea.  Ointments 
answer  better,  and  they  serve  the  double  purpose  of  enabling  them 
to  be  definitely  and  persistently  applied,  while  they  prevent  the 
eyelids  from  adhering.  The  substances  selected  are  demanded  of 
varying  strengths,  according  as  irritability  or  sluggishness  of  the 
skin  prevails  ; the  stronger  being  for  the  latter  state.  They  should 
be  applied  twice  or  thrice  daily,  with  a sable  brush,  after  the  paid 
has  been  cleaned  with  warm  water  and  Castile  soap,  and  any 
secretion  washed  off.  The  merest  smearing  of  the  surface  will 
suffice.  After  trying  various  substances,  I have  settled  down  to  the 
use  of  the  hydrargyri  oxid'.irn  rubrum.  My  weakest  formula  is  one 
grain  of  this  to  a drachm  of  the  unguentum  cetacei ; my  strongest, 
two  grains  to  the  same. 

The  greater  the  strength  of  the  ointment,  the  more  sparingly  and 
neatly  must  it  be  used,  lest  it  should  get  within  the  eyelids,  and 
inflame  the  eye.  If  any  seem  to  irritate,  it  should  be  used  less  strong 
or  less  often. 

When  the  disease  is  of  old  standing,  and  the  incrustations  are 
dense  and  adherent,  being  made  up  of  dried  pus,  epithelium  scales, 
sebaceous  matter,  carbon  and  dust  from  the  atmosphere,  beneath 
which  there  is  sure  to  be  excoriation  and  ulceration,  other  treatment 
is  needed.  The  incrustations  must  be  removed  without  damaging  the 
eyelid.  My  plan  is  to  keep  them  oiled  with  almond  oil  for  a couple 
of  days,  and  then  to  sop  them  for  a long  time  with  hot  water  and  a 
rag,  until  they  are  sufficiently  softened  to  be  wiped  off  or  picked  off ; 
then  to  oil  the  lids,  and  on  the  following  day  wash  and  dry  them 
thoroughly,  and  touch  all  the  excoriated  or  ulcerated  parts  with 
nitrate  of  silver.  For  years  I used  strong  solutions  of  this  drug,  but 
now  I apply  it  solid,  scraping  the  stick  to  a point,  and  touching  the 
parts  lightly  and  definitely,  taking  the  greatest  care  not  to  let  any 
of  it  enter  the  eye.  I keep  a piece  of  blotting-paper  at  hand  to  soak 
up  any  moisture  which  may  be  about  the  edge  of  the  lid.  Should 
any  of  the  caustic  accidentally  enter  the  eye  in  spite  of  all  caution, 
the  eye  should  be  very  freely  washed  at  once  in  a basin  of  tepid 
water,  to  relieve  the  burning.  This  plan  may  require  to  bo  repeated 
several  times.  An  interval  of  a week  at  least  should  be  allowed, 
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during  which  the  eyelids  should  he  washed  and  oiled  twice  or  thrice 
daily.  From  time  to  time  the  cilia  should  be  re-cut  or  re-plucked. 

Or,  again,  the  application  of  the  nitrate  of  silver  is  required  when 
there  are  pustules  on  the  lid,  with,  as  yet,  little  or  no  incrustation. 

Any  excoriation  or  roughness  of  the  cheek  should  he  attended  to. 

Eczema  palpebrarum  will  readily  yield  to  the  methods  which  I 
practise  and  recommend.  Certain  damage  which  has  been  inflicted 
on  the  cilia  follicles  is  capable  of  much  repair,  and  tolerably  healthy 
cilia  may  grow  in  the  place  of  abortive  ones,  or  of  many  which  have 
dropped.  But  many,  or  all  of  the  follicles  may  be  destroyed.  The 
Meibomian  glands  are  always  more  or  less  destroyed  in  all  prolonged 
or  severe  cases  of  the  affection.  "When  treatment  is  undertaken 
before  the  glandular  apparatus  of  the  eyelid  suffers,  every  trace  of 
the  disease  may  be  removed. 

The  injury  which  the  disease  inflicts,  and  which  is  so  apparent, 
must  not  be  mistaken  for  the  disease  itself,  and  treatment  con- 
tinued when  it  is  unnecessary,  or  undertaken  when  the  eczema  is 
cured. 

The  trichiasis,  the  entropium,  or  the  ectropium  which  may  be 
induced,  demands  special  treatment. 


XANTHELASMA  PALPEBRARUM. 


This  is  a form  of  a disease  common  to  all  parts  of  the  surface  of  the 
body,  and  generically  named  by  Mr.  E.  Wilson,  Xantholma,  because 
it  sometimes  occurs,  and  always  begins,  in  small  tuberculous  masses. 

Its  old  name  is  Vitiligoidea  plana. 

When  well  developed,  it  is  an  irregular  patch  of  yellowish,  or 
ochre-coloured,  or  chamois  leather-like  deposit,  in  a curved  form,  some- 
times smooth,  sometimes  granular,  around  the  eyelids,  and  at  some 
distance  from  their  edges.  It  may  spread  to  the  side  of  the  nose  an 

the  cheek.  . * 

There  are  varieties  in  its  appearance.  Occasionally  p ugs  ® 
sebaceous  matter  protrude  from  the  outlets  or  follicles,  sunoun 
by  the  yellowish  deposit.  The  follicular  derangement  may  6 

most  marked  symptom.  _ , 

The  epithelium,  the  glandular  structures  of  the  skin,  tie  re  e 
mucosum,  and  the  corium,  are  all  affected.  It  is  unnecessaiy  to  gi 
minute  histological  characters ; it  is  enough  to  describe  the  allec  10 

sufficiently  to  enable  it  to  be  recognised.  , 

Xanthelasma  begins  at  the  inner  canthus  and  passes  outv  > 
curving  around  the  eyelids  to  a third  or  a half  of  their  exten  , 
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even  more,  but  rarely  encircling  them.  It  varies  in  breadth,  and  is 
usually  broader  on  the  upper  eyelid.  It  begins  symmetrically,  but 
should  it  fail  in  this  it  ends  symmetrically.  It  does  not  decrease  or 
decline. 

Treatment.  In  the  early  and  limited  state  it  may  be  advan- 
tageously removed  by  an  escharotic,  after  the  manner  of  treating  a 
cutaneous  nsevus. 


CHAPTER  XXX. 


DISEASES  AND  INJURIES  OF  THE  CRYSTALLINE  LENS. 

CATARACT SPONTANEOUS  DISLOCATION  OF  THE  CRYSTALLINE  LENS. 

CATARACT. 

Some  of  the  physiological  conditions  of  the  crystalline  lens  and  its 
capsule  require  to  he  told,  to  enable  me  to  explain  sufficiently  the 
formation  and  the  diagnosis  of  cataract. 

Crystalline  lens.  At  birth  the  lens  fibres  are  in  their  most  delicate 
state.  The  protein  element,  crystallin,  is  at  its  least  quantity.  This 
increases,  density  is  added,  and  that  chiefly  centrally.  Soon  after 
puberty  a nucleus  is  apparent,  although  it  is  yet  soft.  It  becomes 
denser  from  year  to  year.  Then  comes  coloration.  There  is  no 
longer  perfect  colourlessness,  the  nucleus  having  acquired  a light 
yellow  tint.  At  the  adult  period  the  colour  is  deeper,  and  pervades 
the  whole  lens. 

There  is  no  absolutely  definite  time  to  a year  or  so  for  these 
developing  changes  to  be  fully  marked.  There  is  much  variation  in 
their  coming  on.  Perhaps  it  is  about  the  thirty-fifth  year  that  they 
may  be  fully  recognised.  Those  persons  who  get  grey  early,  and 
soon  show  shrinking  of  the  skin  textures,  have  their  ocular  changes 
proportionately  early. 

There  are  senile  changes  in  the  lens , consisting  of  greater  density , 
especially  in  the  nucleus , more  coloration , and  loss  of  convexity.  These 
get  more  marked  as  life  is  prolonged.  The  lens  of  a very  old  man 
is  coloured  like  amber,  and  is  nearly  twice  as  heavy  as  that  of  a child. 
It  is  said  that  a boundary  line  may  be  seen  sometimes  between 
the  nucleus  and  the  cortex  with  a simple  microscope,  and  that 
occasionally  it  is  more  apparent  from  a cloudy  stratum  between 
them,  due  to  certain  demonstrable  structural  alterations  in  the  lens 
fibres. 
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Capsule.  Alteration  in  the  capsule  from  age  consists,  according 
to  a few  observers,  of  a deposit  of  hyaline,  or  transparent  material, 
on  the  posterior  part  of  the  anterior  capsule,  which  gives  a thickened 
and  uneven  look. 

While  the  capsule  resists  the  touch  of  any  blnnt  instrument,  such 
as  those  used  for  the  extraction  of  any  extraneous  bodies  from  the 
chambers  of  the  eye,  or  for  the  formation  of  an  artificial  pupil, 
and  does  not  easily  break  under  pressure,  it  is  very  readily 
wounded  by  sharp  ones,  and  then,  owing  to  its  elasticity,  quickly  tears, 
and  has  a tendency  to  split  beyond  the  limit  of  the  wound.  The 
torn  edges  of  the  anterior  capsule  in  life,  always  roll  inwards.  It  may 
be  farther  mentioned  that  it  never  breaks  into  scales  under  injury, 
but  into  shreds,  and  the  edges  of  which  are  mostly  clean  and  not 
jagged. 

After  birth  the  lens  and  its  capsule  get  their  nourishment  directly 
from  the  aqueous  and  the  vitreous  humours,  and  indirectly  from  the 
vascular  parts  around.  It  is  supposed  that  the  ciliary  processes 
contribute  much  to  their  nutrition.  The  health  of  the  lens  must  there- 
fore depend  upon  the  state  of  the  blood  in  general,  as  well  as  on  the 
local  circulation.  This  physiological  point  has  been  much  elucidated 
by  the  philosophical  experiments  of  Dr.  Bence  Jones,  “on  the  rate 
of  passage  of  crystalloids  into  the  vascular  and  non-vascular  textures 
of  the  body  and  out.”  Dr.  Jones’s  paper  is  in  the  Proceedings  of 
the  Royal  Society  for  June  15,  1865.  I strongly  advise  the  perusal 
of  it.  In  one  instance,  six  hours  after  two  grains  of  chloride  of 
lithium  were  given  to  a Guinea  pig,  its  presence  was  detected  very 
distinctly  in  the  smallest  part  of  the  lens. 

When  the  lens  is  opacpie,  all  its  physiological  functions  are  not 
quite  lost ; for  in  several  experiments  which  Dr.  J ones  made  the 
lithium  was  detected  in  cataracts  from  patients  who  had  recently 
taken  carbonate  of  lithia  in  water.  The  subject  is  further  pursued  in 
papers  read  before  the  Itoyal  Institution  of  Great  Britain. 

Senile  changes  in  the  lens  and  its  capsule  arc  apparent  in  the  living  eye , 
and  are  most  striking  in  the  state  of  the  pupil.  In  elderly  people 
the  pupil  loses  the  blackness,  and  gets  cloudy  or  of  a light  amber 
tint  or  brownish-yellow,  and  the  colour  seems  to  penetrate  deeply. 
This  is  so  often  the  source  of  mistakes,  it  being  supposed  that  disease 
is  present,  that  I never  lose  an  opportunity  of  speaking  about  it. 
An  elderly  person  never  has  a black  pupil  so  long  as  his  lens  is 
present.  When  the  changes  are  far  advanced,  they  frequently  give 
tiie  appearance  of  cataract. 

The  coloration  is  most  marked  in  dark  races  of  men,  and  some- 
times in  them  to  such  a degree,  that  it  may  not  be  possible,  at  first 
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sight,  to  determine  whether  cataract  does  exist  or  not.  I have  seen 
it  so  apparent  in  mnlattoes,  and  I am  told  it  is  still  more  marked  in 
negroes,  that  an  experienced  surgeon  might  have  been  deceived  when 
looking  at  the  pupil  with  his  naked  eye,  and  pronounced  cataract  to 
he  present,  if  any  one  of  these  persons  had  complained  of  defect- 
ive sight.  In  the  case  of  a woman  of  colour,  an  operation  for 
supposed  cataract  was  proposed  by  one  to  whom,  both  as  an  author 
and  as  a practitioner,  ophthalmic  surgery  in  this  country  owes  much 
of  its  advancement.  The  coloration  was  so  intense  as  to  deceive 
him,  the  defective  sight  being  due  merely  to  presbyopia  and  vitiated 
secretion  from  the  Meibomian  glands  in  consequence  of  conjunct- 
ival disease. 

Examination  of  the  pupil  by  oblique  illumination,  and  with  the 
ophthalmoscope,  will  show  the  true  nature  of  the  change  in  a definite 
manner. 

Cataract  is  loss  of  transparency  of  a part , or  of  the  whole  of  the  crys- 
talline lens.  Or  of  a part,  or  of  the  tvhole  of  the  capsule.  Or  of  a part, 
or  of  the  whole  of  the  lens  and  the  capsule.  There  are,  therefore, 
lenticular  cataract,  capsular  cataract,  and  capsulo-lenticular  cataract; 
three  forms  of  the  disease. 


LENTICULAR  CATARACT. 

There  are  different  kinds  of  lenticular  cataract,  and  a classification 
is  requisite.  My  plan  is  to  arrange  them  as  hard  and  soft,  making 
two  divisions.  It  is  the  least  objectionable,  and  by  far  the  easiest 
for  the  student  to  learn,  and  it  is  sufficient. 

Hard  Cataract  is  merely  greyness  or  opacity  appearing  in  an 
already  discoloured  and  dense  lens,  one  which  has  undergone  what 
I have  designated  as  senile  changes.  Hence  it  cannot  occur  before 
that  time  of  life  at  which  the  lens  has  increased  in  density,  and 
acquired  a definite  and  hard  nucleus,  and  much  colour. 

Soft  cataract  is  opacity  invading  a lens  that  has  not  become  dense 
by  age,  and  is  not  much  amber-coloured,  and  therefore  exists  in 
children  and  young  persons,  and  young  adults. 

As  the  natural  changes  in  the  crystalline  lens  are  gradual,  the 
density  increasing  by  slow  degrees,  it  cannot  always  be  definitely 
determined  when  a cataract  should . be  classed  as  hard  or  soft, 
especially  as  there  is  very  great  variation  in  different  individuals  in 
the  arrival  of  those  several  changes  of  structure  incidental  to  age. 
Hard  cataract  does  not  occur  under  the  forty-fifth  year,  if  we  require 


LENTICULAR  CATARACT. 


737 


as  the  proof  of  hardness,  a well-marked  amber,  or  amber-grey 
colour. 

Spurious  cataract  is  spoken  of  by  all  authors,  meaning  various 
deposits  on  or  within  the  capsule  of  the  lens.  Hence  we  have  a 
variety  of  such  cataracts,  described  as  the  fibrinous,  the  pigmentous, 
the  purulent,  the  sanguineous,  and  a great  many  others.  Such 
conditions  can  exist  only  in  eyes  that  have  been  inflamed,  and 
literally  bear  no  pathological  connexion  whatever  with  cataract  as 
a disease  of  the  crystalline  lens,  or  of  the  capsule.  The  term  should 
be  abandoned. 

Morbid  anatomy . This  has  been  thoroughly  worked  out.  It  is  a 
subject  easy  to  investigate,  and  specimens  for  examination  are 
numerous.  There  are  primary  and  secondary  changes. 

Primary  changes.  The  morbid  phenomenon  may  be  described  as 
loss  of  nutrition,  producing  atrophy,  and  sometimes  combined  with 
proliferation,  or  cell  growth. 

The  atrophy  is  conversion  of  the  lens  fibres  into  different  solid  and 
fluid  materials.  This  action  much  depends  in  degree,  on  the  con- 
sistence of  the  lens. 

In  the  dense  lens  of  hard  cataract , there  is  in  the  commencement, 
very  little  alteration  of  tissue,  and,  with  marked  atrophy,  much  light 
is  yet  transmitted.  This  explains  how  it  is  that  persons  with  this 
form  of  cataract  far  advanced,  the  capsule  being  yet  clear,  can  still 
see  so  much.  A long  description  would  be  necessary  to  tell  minutely 
what  has  been  observed  about  this  metamorphosis  as  seen  with  the 
microscope.  The  coarser  morbid  anatomy  only  avails  us  surgically, 
in  pointing  out  rules  for  treatment. 

The  commonest  changes  may  be  thus  expressed.  Softness  of  the 
cortex  of  the  cataract,  and  specially  the  very  surface.  Many  of  the 
hexagonal  cells  lose  their  walls,  and  their  nuclei  get  opaque.  Some- 
times these  cells  quite  disappear.  The  cortex  may  be  softening 
to  the  state  of  a semi-fluid  pulp,  with  the  remains  of  opaque  fibres, 
molecular  substance,  and  fatty  tissue.  There  is  the  most  variation 
in  this  part,  in  the  degrees  of  atrophy,  and  the  depth  to  which  it 
extends.  Increased  hardness  and  dryness  of  the  centre.  The  nucleus 
becomes  hard  and  dry  to  a degree  far  exceeding  what  is  ever  seen 
in  the  healthy  lens.  To  break  through  it  requires  as  much  pressure 
as  a modern  cataract-needle  will  bear.  The  fractured  surface  has 
the  same  appearance  as  a bit  of  broken  yellow  wax.  These  lens 
fibres  are  hard,  atrophied,  and  brittle,  and  are  rendered  more  or  less 
opaque  by  fine  molecular  deposits,  as  well  as  by  little  cracks  and 
fissures,  and  sometimes  fat  globules.  There  are  also  seen  transparent 
particles,  called  myeline. 

3 B 
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In  a given  number  of  cataracts  that  may  be  extracted,  there  will 
be  found  much  difference  in  the  relative  proportions  between  the 
amount  of  lens  fibres  in  the  cortex  that  have  undergone  softening, 
and  the  amount  of  the  nucleus  which  has  become  hardened.  Hence 
it  is  that  we  find  sometimes  a large  nucleus,  sometimes  a small  one. 
In  some  exceptional  cases,  not  often  met  with,  there  is  softening 
nearly  throughout  the  lens,  and  in  some  still  rarer,  very  little  soften- 
ing, the  whole  lens  being  dense  and  adherent  to  the  capsule.  The 
latter  is  always  associated  with  much  darkening  of  the  cataract. 

In  the  lens  of  soft  cataract,  the  atrophy  more  resembles  that 
which  takes  place  on  the  circumference  of  a hard  lens.  There  is  a 
breaking  up  of  the  lens  tissue  into  a paste-like  material,  or  a more 
fluid  degeneration  of  a thin  milk-like  colour  with  granular  flocculi, 
corpuscles,  and  fatty  material. 

It  is  said  that  there  are  pathological  changes  allied  to  atrophy 
which  are  produced  by  inflammation,  a sort  of  lentitis.  But  inflam- 
mation of  the  lens  and  its  capsule  occurring  alone  may  be  said  to  be 
unknown.  The  inflammation  occurs  only  as  an  extension  of  disease 
from  other  parts  of  the  eyeball. 

Secondary  changes.  These  vary  very  much  in  the  time  that  they 
appear,  and  this  would  seem  to  depend  on  the  healthy  or  the 
unhealthy  state  of  the  rest  of  the  eye,  the  latter  facilitating  them. 
Although  there  is  sufficient  regularity  in  the  order  of  the  degener- 
ation, to  admit  of  a division  into  primary  and  secondary  for -the  sake 
of  more  easy  teaching,  exceptionally,  some  of  the  later  destructive 
forms  set  in  early.  The  final  degeneration  may  be  very  rapid. 

In  hard  .cataract,  the  already  hardened  nucleus  undergoes  very 
little  further  change  ; it  merely  becomes  harder,  dryer,  and  darker. 
The  darkness  of  the  entire  cataract  is  occasionally  so  great  as  to  cause 
astonishment.  Some  years  ago  I made  some  remarks  before  the 
Medico-Chirurgical  Society  of  London  on  a case  of  this  description 
in  a patient,  which  I denominated  black  cataract.  It  was  certainly 
more  black  than  brown  ; indeed,  so  black  that  it  could  not  be  detected 
by  any  one  till  the  eye  was  examined  by  the  ophthalmoscope,  or  by 
the  concentrated  oblique  light  of  a powerful  lens.  Since  then  I 
have  had  two  like  examples,  the  one  sent  me  by  Mr.  Philbrick,  of 
Colchester,  the  other  by  Mr.  Lacey,  of  Poole. 

Some  cases  of  black  cataract  have  been  published  by  Mr.  Solomon 
in  the  Reports  of  the  Pathological  Society  of  London.  One  was  from 
a disorganized  eye.  It  was  of  a jet-black  colour  by  reflected,  and 
of  a deep  red  colour  by  transmitted  light.  Its  equatorial  margin  for 
half  a line  was  whitish.  Another  was  also  from  a disorganized  eye. 
In  a report  made  on  these  specimens,  it  is  stated  that  the  colour 
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proceeded  from  brown  tinging  of  the  lens  fibres,  and  not  from  the 
presence  of  fine  granular  pigment. 

Mr.  Dixon  mentions  a case  of  a cataract  entirely  black,  wbicli  was 
extracted  by  one  of  his  colleagues.  There  were  several  fine 
whitish  lines  radiating  on  its  anterior  surface,  produced  by  white 
deposits. 

A perfectly  black  nucleus,  with  a greyish-white  and  soft  cortex, 
has  been  described. 

I have  seen  a lens  quite  black,  escape  from  a disorganized  eye, 
after  the  removal  of  a large  staphyloma  cornese. 

Nearly  always  the  intense  darkness  or  blackness  is  associated  with 
disorganization  of  the  eyeball. 

The  superficies  of  the  cataract  degenerates  markedly,  in  losing 
its  watery  elements,  becoming  denser  and  reduced  in  bulk,  so 
that  flattening  is  produced.  A still  further  change  may  ensue. 
There  may  be  conversion  into  fatty  materials,  either  disseminated, 
or  in  masses  of  granules,  or  globules.  Cholesterine  scales  may 
form  early,  and  may  be  recognised  by  oblique  illumination,  as  a 
few  bright  dots  here  and  there.  In  other  cases,  where  there  is 
much  of  this  degeneration,  the  scales  are  seen  in  great  numbers, 
and  form  a pretty  object  even  to  the  naked  eye.  There  may  be 
long  crystals  of  fatty  acid,  or  free  oil  in  globules. 

The  absorption  of  the  cortical  layers  may’ be  so  great,  as  to  leave 
only  the  hardened  nucleus  covered  by  a thin  veil,  studded  with  earthy 
spots  and  groups  of  cholesterine.  Carbonate,  and  sometimes  phos- 
phate of  lime,  are  found  in  minute  molecular  deposits,  mixed 
with  organic  materials,  forming  a sandy  pulp,  in  separate  or  dif- 
fused masses,  giving  a dead  white,  chalky  appearance.  The  latter 
are  seldom  seen  except  in  cataract,  the  result  of  traumatic  inflam- 

Imation  of  the  eyeball.  This  white  degeneration  may  interfere  with 
diagnosis. 

If  there  has  been  much  scondary  change,  the  deposit  is  mortar- 
like,  and  contains  fatty  matter,  with  cholesterine  and  margarine. 
There  may  be  an  outer  shell  of  chalk,  or  the  whole  cataract  may 
be  converted  into  a solid  piece  of  the  same,  which  will  ring  when 
struck  with  a steel  probe.  In  this  state,  the  form  of  the  lens  is 
not  lost,  although  reduced.  Sometimes  true  bone  is  formed.  More 
is  said  of  this  stony  and  osseous  change,  in  the  chapter  on  Calca- 
reous, Osseous,  and  True  Bone  Deposits  about  the  Ocular  Tissues. 
Myeline  substance  also  is  found. 

Exceptionally  the  nucleus,  instead  of  increasing  in  hardness, 
becomes  pulpy  around,  with  a loss  of  cohesion  centrally,  by  which  it 
is  readily  broken  into  pieces. 
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If  the  destruction  of  the  lens  tissue  should  cause  the  cortical  layers 
to  degenerate  to  fluidity  while  they  are  whitish,  the  fluid  is  white, 
and,  if  while  they  are  dark,  the  fluid  will  be  dark,  either  brown, 
chocolate-coloured,  or  even  sepia. 

The  nucleus  also  may  pass  into  fluid  degeneration,  but  this  is  an 
exceedingly  rare  event. 

A very  marked  difference  in  the  atrophy  may  occur  in  the  opaque 
lenses  of  the  same  individual.  I performed  double  extraction  in  a 
female  sixty-nine  years  old.  The  one  lens  had  a hard  amber- 
coloured  nucleus,  surrounded  by  soft  whitish  brown  matter.  The 
other  did  not  exhibit  the  slightest  amber  tint,  but  was  grey 
throughout,  and  softer.  With  the  former  the  posterior  chamber 
was  natural.  With  the  latter  it  was  lost  by  the  iris  being  pressed 
forwards. 

It  sometimes  happens  that,  after  the  greatest  destruction  of  the 
cortical  portion,  even  to  fluidity,  the  nucleus  is  yet  but  in  the  primary 
change,  and  still  yellow. 

In  soft  cataract , the  lense  loses  much  of  its  bulk,  and  gets  flat.  It 
may  lessen  at  the  margin,  and  break  away  more  or  less  from  its 
zonular  attachment,  and  become  irregular  in  form.  The  lens  tissue 
is  changed  into  fatty  material,  perhaps  with  cholesterine  and  lime, 
causing  elevations.  Or  the  degeneration  may  take  another  course, 
and  pass  into  a dry  brown  substance,  which  breaks  up  on  the  least 
pressure. 

But  the  organic  base  may  become  fluid,  and  the  entire  cataract 
break  down  into  a lime-water-like  material,  with  earthy  granules  and 
fatty  matter  floating,  or  deposited  on  the  capsule  walls.  This  fluid 
or  emulsive  metamorphosis  is  almost  always  connected  with  soft 
cataract,  and  is  the  result  of  a chronic  inflammatory  process.  The 
fluid  does  not  remain  long,  but,  becoming  absorbed,  leaves  generally 
crystallized  fatty  matter.  When  the  capsule  remains  tolerably  clear 
and  the  eye  is  at  rest,  denser  parts  of  the  degenerated  fens  are  some- 
times seen  to  gravitate  in  accordance  with  the  position  in  which  the 
head  is  held.  In  consequence  of  this  the  lower  portion  seems 
almost  opaque,  while  the  higher  is  whey-like,  bluish-wliite,  and 
less  opaque.  I have  seen  the  line  of  separation  very  marked.  The 
general  colour  is  restored  by  moving  the  eye  about,  or  pressing  on  it. 

All  the  primary,  and  even  some  of  the  secondary  changes,  may 
occur  in  the  lens  without  the  capsule  becoming  generally  or  even 
partially  opaque. 

It  is  impossible  to  describe  all  the  appearances  in  the  living  eye, 
that  hard  and  soft  cataract  may  present  in  the  several  stages  of 
primary  and  secondary  changes.  Their  physical  characters  arc  easily 


LENTICULAR  CATARACT. 


741 


learned  from  actual  observation.  But  it  is  necessary  for  me  to 
caution  the  student  not  to  mistake  hard  cataract  that  has  passed  into 
secondary  degeneration  with  its  whitened  surface,  for  soft  cataract, 
that  which  can  exist  only  in  children  and  young  persons.  A hard 
cataract  in  which  the  secondary  change  has  affected  the  greater  part, 
is,  strictly  speaking,  more  soft  than  hard,  and  is  entirely  soft  if  the 
nucleus  also  be  secondarily  degenerated ; but  it  is  at  once  appa- 
rent that  any  rare  or  pathological  condition  of  this  nature,  is  a 
very  different  thing  from  what  has  been  described  as  soft  cataract. 
The  practical  importance  of  the  matter  is  that  there  may  be  a dense 
nucleus  within  the  whitened  and  semi-fluid  or  fluid  cortex,  as  above 
described,  and  therefore  a different  operation  will  be  required  from 
that  which  should  be  applied  to  a soft  cataract. 

Traumatic  cataract.  This  term  is  used  merely  to  express  the  man- 
ner in  which  the  cataract  originates.  Nearly  always  it  is  produced 
by  a wound  that  cleaves  the  capsule  and  the  lens  or  the  capsule 
alone,  enough  to  admit  aqueous  humour  to  the  lens  tissue,  and  less 
frequently  by  a blow  on  the  eye,  or  on  the  face,  or  the  head,  by  which 
the  capsule  is  torn.  Still  more  rarely  it  is  brought  on  by  a blow  on 
the  eye  or  the  head,  or  the  face,  without  any  tearing  of  the  capsule,  at 
least  without  such  being  apparent. 

The  cataract  will  be  hard  or  soft,  according  to  the  period  of  life  at 
which  the  accident  happens.  In  childhood  and  in  youth,  it  will  not 
materially  differ  in  density  from  idiopathic  cataracts  occurring  at 
those  times.  In  the  elderly  and  old,  it  is  dissimilar  from  the  ordinary 
senile  cataract  in  never  being  so  dense.  There  are  not  the  slow 
pathological  deposits  in  the  nucleus,  by  which  it  is  made  more  dense, 

■ nor  the  absorption  of  the  more  fluid  portions  of  the  cortex.  The 
surface  is  never  brown,  but  always  whitish.  This  influences  treat- 
ment. It  may  be  said  to  be  opacity  of  the  lens,  without  the  other 
alterations  of  cataract. 

Traumatic  cataract,  according  to  my  observation,  is  always  capsulo- 
lenticular.  It  is  said  that  exceptions  have  been  seen. 

The  aspect  of  traumatic  cataract  is  generally  cloudy,  and  in  pro- 
j portion  as  the  capsule  is  thickened,  so  will  it  be  whiter.  There  can 

be  no  error  in  diagnosis,  as  the  history  of  a case  is  a safeguard  against 

this. 

The  came  of  the  cataract , the  blow  or  the  wound,  is  often  the  cause 
also  of  other  injury  to  the  eye  ; hence  we  may  have  coexisting 
etachment  of  the  retina,  blood  effused  into  the  vitreous  humour, 
tearing  of  the  choroid,  &c. 
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CAPSULAR  CATARACT. 

It  used  to  be  thought  that  the  capsule  loses  its  transparency,  until 
Stellwag  examined  about  fifty  cataracts  with  altered  capsules,  obtained 
at  post-mortem  examinations  in  the  General  Hospital  at  Vienna,  and 
confirmed  what  had  been  stated  by  Muller,  to  the  effect  that  the 
opacity  is  generally  due  to  deposits  from  the  diseased  lens,  looking 
like  fibro-granular-mesh  work,  or  cloudy  membrane,  and  that  it  is 
capable  of  removal  by  mechanical  or  chemical  means.  With  this 
alteration  the  natural  elasticity  is  lost,  and  brittleness  acquired.  It 
is  so  far  made  out  that  the  true  capsular  tissue  or  hyaline  membrane 
is  not  altered  in  itself  that  it  maintains  its  integrity.  This  great 
observer  has  detected  opaque  spots  in  the  capsule,  enclosed  in 
thickened  portions  of  it,  but  not,  he  says,  as  transformation  of  itself. 

But  I retain  the  terms  of  capsular  cataract  and  opaque  capsule  as 
they  are  generally  employed.  Surgically  speaking,  they  are  un- 
objectionable. 

Anterior  capsule.  Deposits  may  form  on  the  outer  part  of  the 
anterior  capsule  as  a rare  occurrence,  when,  for  instance,  the  lens 
enclosed  in  its  capsule  is  dislocated  into  the  anterior  chamber.  Here 
the  material  is  from  the  aqueous  fluid. 

Fibrous  deposits  on  the  front  of  the  capsule  are  common  results  of 
inflammation  of  the  eyeball,  in  which  the  iris  participates.  Those 
which  form  under  the  iris  are  more  or  less  mixed  with  the  uveal  pig- 
ment, hence  their  blackness.  Those  within  the  area  of  the  pupil  are 
not  coloured. 

A very  small  central  spot  is  sometimes  seen  in  front  after  severe 
purulent  ophthalmia  in  infants,  when  there  may  be  a corresponding 
dot  on  the  back  of  the  cornea.  This  is  more  frequent  in  one  eye  than 
in  both.  There  can  be  no  doubt  that  the  cause  is  contact  between  the 
inflamed  cornea  and  the  capsule  of  the  lens.  The  baby’s  lens  is  very  con- 
vex, and  is  nearly  on  a level  with  the  pupil.  It  may  even,  I believe, 
stand  out  a little  beyond  it.  Besides,  the  anterior  chamber  at  this 
time  of  life  is  remarkably  small.  It  is  easy,  therefore,  to  understand 
how  the  swollen  cornea  may  touch  the  lens,  especially  as  in  all  pr°" 
bability,  the  lens  is  pushed  forwards  by  congestion  of  the  eyeball. 
The  dot  may  be  the  result  of  the  effusion  of  lymph.  Probably  the 
lymph  is  always  deposited  on  the  cornea  as  well,  but  sometimes  it 
gets  absorbed.  I have  seen  a delicate  film  passing  between  the 
cornea  and  the  capsule.  For  more  minute  details  the  reader  is 
referred  to  the  writings  of  Stellwag,  and  to  extensive  researches  m 
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the  French  edition  of  Dr.  Mackenzie’s  work  on  the  eye,  by  MM. 
Testelin  and  Warlomont. 

In  ordinary  cataractous  capsular  opacity,  that  is,  in  the  absence  of 
any  appreciable  inflammation,  the  opaque  deposits  are  on  the  interior 
of  the  capsule.  They  are  thin,  and  consist  of  the  nucleated  cells, 
which  line  the  capsule  in  a thickened,  dark,  and  granular  condition, 
and  of  condensed  cataractous  substances  of  a granular  basis,  or  chalky, 
or  fatty  material,  with  a certain  amount  of  pigment  in  which  are 
scattered  in  conglomerated  groups  lime- salts,  and  cholestrine  crystals, 
and  plates  of  muriate  of  lime,  and  still  more  rarely  black  crystals. 
There  may  be,  too,  a thickened  layer  of  disintegrated  lens  tissue. 

If  there  be  complication  with  inflammatory  affection  of  the  in- 
terior of  the  eye,  more  or  less  cell  proliferation  takes  place. 

The  conclusion  is  inevitable  that  the  capsule  spoiling  is  intimately 
connected  with  degeneration  of  the  lens  surface. 

When  there  is  much  capsular  change  in  the  density  and  in  the 
thickness  of  the  deposits  there  is  a departure  from  the  usual  course  of 
the  lens  atrophy,  in  more  morbid  action,  and  generally  some  other 
ocular  disease. 

Very  marked  capsular  changes  are  in  all  probability  the  result  of 
inflammatory  action.  There  is  a thick  stratum  between  the  capsule 
and  the  secondarily  metamorphosed  cataractous  mass,  in  which  the 
disintegrated  remains  of  the  lens  tissue  mingle  with  well-formed 
elements  that  have  originated  from  cell  proliferation. 

The  capsule  may  get  very  dense,  when  there  is  marked  secondary  lens 
degeneration,  and  the  lens  tissue  nearly  metamorphosed,  especially  in 
soft  cataract,  by  the  formation  of  a layer  of  very  firm  connective 
tissue  on  the  internal  wall.  This  is  most  common  in  congenital 
cataract.  Sometimes  chalky  dejDOsits  predominate,  and  increase  the 
thickness;  hence  the  chalky  capsule.  The  capsule  may  become 
ossified. 

The  opacity  of  the  capsule , together  ivith  the  fullest  pathological  altera- 
tions, are  most  marked  in  soft  cataract,  and  particularly  in  the  com- 
plete congenital  form.  As  it  is  not  uncommon  to  find  an  otherwise 
unhealthy  condition  of  the  child’s  eye,  in  consequence  of  which  full 
success  in  operating  is  often  not  obtained,  I am  induced  to  suppose 
that  some  inflammatory  action  of  the  eye  in  the  womb,  produces  the 
cataract. 

The  most  marked  forms  of  capsular  cataract,  occurring  afterbirth,  exist 
when  there  is  fluid  degeneration  of  the  lens,  in  part  or  in  whole.  A 
fluid  cataract  in  an  adult  is  never  uncomplicated. 

The  posterior  capsule,  differing  from  the  anterior,  in  being  so  much 
thinner,  and  not  resting  on  nucleated  cells,  has  not  the  same  ten- 


744  DISEASES  AND  INJURIES  OF  THE  CRYSTALLINE  LENS. 

denoy  to  become  opaque,  although  it  may  be  so  affected,  in  dots  or 
patches,  or  entirely.  It  may  be  affected  alone,  or  along  with  the 
anterior. 

Partial  capsular  cataract  may  exist  in  the  anterior  or  the  posterior 
capsule  without  the  whole  of  the  lens  being  opaque.  The  com- 
monest condition  of  the  partial  state  is  met  with  accompanying  partial 
lenticular  opacity.  In  any  partial  form  some  lens  change  is  always 
the  cause  of  the  opacity.  Such  change,  however,  must  at  times  be 
very  slight  indeed,  and  probably  limited  to  the  superficies,  for,  to 
judge  occasionally  from  what  is  discernible  in  the  living  eye,  the 
united  opacities  would  seem  no  thicker  than  opacity  of  the  capsule 
alone,  and  these  remarks  apply  even  more  forcibly  to  partial  cataract 
of  the  posterior  capsule. 

Complete  capsular  cataract  arising  after  birth , I believe  always  to 
depend  on  entire  lenticular  cataract,  and  to  be  associated  with  com- 
plications arising  out  of  inflammation. 

The  capsule  is  affected  by  the  secondary  changes  of  loss  of  bulk  in  the 
lenticular  cataract , accommodating  itself  to  the  lessened  contents  ; it 
contracts  and  wrinkles,  and,  to  a corresponding  degree,  loses  connexion 
with  the  hyaloid  membrane  and  zonular  attachments.  This  explains 
the  occasional  detachment  of  the  lens  and  the  capsule  during 
operations,  and  it  accounts  also  for  the  spontaneous  separation  of  a 
cataract  when  the  vitreous  humour  is  not  fluid. 

Whether  the  capsule  may  altogether  and  absolutely  escape  opacity  when 
the  lens  is  opaque , I am  unable  to  say.  It  may  keep  clear  so  long  as 
the  nucleus  of  the  lens  only  is  opaque,  and  there  remains  a layer  of 
clear  lens  material  next  to  it.  If  it  be  always  more  or  less  affected 
in  complete  idiopathic  lenticular  cataract,  the  opacity  is  generally 
so  slight  in  the  uncomplicated  hard  cataract,  as  not  to  be  practi- 
cally recognised  dining  primary  changes.  Yery  slight  opacity  is 
probably  very  often  overlooked. 

It  is  not  unlikely,  I suppose,  that  a complete  slight  capsular  cataract 
may  form,  without  the  whole  lens  also  at  once  becoming  opaque. 

The  many  changes  in  appearance  that  the  capsule  undergoes,  have 
induced  surgeons  to  give  distinct  names  to  the  cataracts.  This  con- 
fuses rather  than  enlightens. 

Capsular  cataracts  after  the  removal  of  the  lens  by  operation , or  by 
accident.  There  is,  I believe,  always  capsular  cataract  after  the  loss  of 
the  lens.  Investigation  by  the  various  means  at  my  disposal,  including 
the  ophthalmoscope  and  oblique  illumination,  has  always  detected 
it,  when  the  naked  eye  has  altogether  failed  to  do  so.  Only 
when  the  pupil  is  occupied  in  part,  or  in  whole,  does  its  presence 
become  of  practical  importance.  It  may  be  so  highly  opaque  as 
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not  to  interfere  much  with  the  reading  of  large  type,  although  the 
smallest  cannot  he  seen.  It  is  always,  as  I understand,  actual  opacity 
that  thus  intercepts  the  light. 

Mr.  Bowman,  in  writing  on  capsular  obstructions  in  the  “Ophthal- 
mic Hospital  Reports,”  says  that  there  may  be  obstruction  to  sight 
not  by  the  capsule  being  rendered  opaque,  but  from  being  simply 
wrinkled  and  folded  in  such  a way  as  to  refract  the  light  unequally 
in  its  passage,  and  consequently  to  confuse  the  image,  and  that 
the  ophthalmoscope  detects  this  state.  Neither  a sharp  image  of 
the  fundus  of  the  eye  nor  of  the  optic  disk  can  be  seen.  That  the 
situation  of  the  disk  is  detected  by  its  whiteness,  and  perhaps, 
according  to  the  degree  of  the  capsular  folding,  its  general  shape,  or 
even  its  vessels  may  be  observed,  but  they  appear  distorted  as  though 
seen  through  very  finely  wavy  glass. 

Capsular  cataract,  in  a marked  degree,  is  sometimes  the  effect  of 
some  portion  of  the  atrophied  lens  being  incarcerated  in  the  con- 
tracted capsule,  especially  cretaceous  degenerations  of  it ; or  from  the 
atrophy  of  transparent  lens  tissue  which  has  been  left.  Probably  the 
capsule  always  retains  portions  of  the  one  or  the  other  of  such  tissue. 
Most  likely  the  hexagonal  cells,  when  existing,  are  always  re- 
tained. According  to  Dr.  Schweigger,  they  may  still  be  adherent  to 
the  capsule  after  it  has  been  freely  broken  up  and  exposed  to  the 
action  of  the  aqueous  humour.  It  is  stated  by  him  that  they  may  be 
the  seat  of  an  imperfect  process  of  growth.  Mr.  Bowman,  in  comment- 
ing on  this,  says,  that  the  retention  is  apt  to  occur  where  the  torn 
capsule  rolls  up  ; also  where  the  anterior  and  posterior  capsule  have 
fallen  together  with  or  without  adherent  lens  substance,  and  that  it 
may  be  the  source  of  new  lens  growth  of  very  appreciable  thickness, 
usually  opaque.  Occasionally  he  thinks  he  has  seen  in  some  degree 
and  for  some  time,  the  transparency  of  natural  leus  substance.  The 
growth,  which  is  very  limited,  adds  very  considerable  toughness  to 
*■  the  capsule. 

Capsular  cataract  alioays  remains  in  the  area  of  the  pupil,  and  gives 
much  trouble  when  operations  have  been  performed  on  immature 
cataracts,  those  in  which  there  have  yet  been  portions  of  transparent 

The  commonest  cause  of  secondary  cataract  obscuring  the  pupil  is 
' inflammation.  No  matter  how  transparent  the  anterior  capsule  may 
iave  been  at  the  time  of  an  operation  of  any  kind,  if  inflammation  of 
ie  eye  ensue,  dense  capsule  will  appear  in  the  pupil.  The  capsule 
participates  m the  general  inflammation.  Acquired  density  is  always 
an  eaily  effect  of  the  inflammation.  If  however  the  vascular  action 
JQ  on£  con^inued,  in  the  end  the  capsule  may  degenerate  and  get  as 
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' rotte?>  80  that  l4  18  mo8t  readily  torn.  This  late  effect  is 

odW  when.th<sf  are  on  4,10  caP™lo  external  deposits  with 

comm  °U  6 m ‘ “ n°W’  t0°’  that  ca4careous  deposits  are 


These  capsule  changes  should  he  understood,  because  it  matters 
materially  whether  a natural  thin,  delicate,  and  elastic  tissue  is  to 

e cut,  or  torn,  or  removed ; or  a membrane  that  has  acquired  the 
opposite  qualities. 


The  soft  superficies  of  lenticular  cataract  may  remain  a long  time 
enclosed  in  opaque  capsule,  after  an  operation  either  for  extraction,  or 
or  solution.  I suspect  that  in  all  such  instances  the  capsule  has 
contracted  completely  around  it,  or  perhaps  uniting,  has  sealed  it  in 
1 have  observed  it  after  the  most  successful  cases  of  extraction. 

ree  and  a half  months  after  I had  extracted  a cataract  from  a 
man  fifty  years  of  age,  the  pupil  was  very  much  obscured  by  what 
seemed  to  be  merely  capsule.  In  using  the  needle  to  clear  a 
sufficient  space,  there  fell  from  the  capsule  into  the  anterior  chamber, 
an  amount  of  lenticular  matter  that  quite  surprised  me.  No  in- 
flammation, contrary  to  my  expectation,  followed.  The  chamber 
was  cleared  of  it  by  absorption  in  ten  days. 


CAPSULO-LENTICULAR  CATARACT. 

This  is  used  merely  as  a convenient  term,  to  express  coexisting 
opacity  of  the  capsule  aud  of  the  lens. 

There  may  be  a deposit  on  the  outside  of  the  capsule  without 
any  lens,  atrophy,  but  any  capsular  opacity  arising  from  a deposit 
within,  must,  as  I have  shown,  be  associated  in  correspondence  with 
some  lens  change,  however  slight.  There  may  be  but  a mere  dot  of 
capsule  opacity,  over  a large  spot  of  lenticular.  If  this  be  a 
universal  truth,  there  is  never  capsular  cataract,  be  it  ever  so 
limited,  alone.  It  is  always  capsulo-lenticular.  However,  the 

term  is  scarcely  used  unless  the  whole  of  the  anterior  capsule  is 
opaque. 

Capsulo-lenticular  cataract  is  almost  confined  to  the  early  years 
of  life,  those  under  manhood,  and,  therefore,  it  is  generically  soft 
cataract. 

It  has  been  pointed  out,  that  capsule  changes  are  intimately 
associated  with  inflammatory  diseases  of  the  eyeball.  Those  remarks 
apply  here.  It  is  common  for  a characteristic  capsulo-lenticular 
cataract,  at  all  periods  of  life,  to  co-exist  with  other  ocular  disease, 


747 


progress  of  cataract. 


especially  with  a congested  state  of  the  eyeball.  Sometimes  the  ms 

is  altered  in  colour.  , pr 

Some  authors  use  the  term  inflammatory  capsular  cataract,  rather 


thTL^mroftet°deposits  ou  the  outside  of  the  capsule . sufficiently 
dense  to  influence  the  effect  of  operations  on  it,  a matter  of  prac- 
tical moment.  These  may  he  rendered  more  apparent  by  ohliq 

illumination. 


CONGENITAL  ANOMALIES  OF  THE  CRYSTALLINE  LENS. 

Absence  of  the  lens.  It  is  doubtful  whether  this  condition  has  ever 
been  met  with  except  in  monstrosities.  The  same  may  he  said 

about  two  lenses  existing  in  the  same  eye. 

Malposition  of  the  lens  has  been  recognised  many  times  ; more  will 
be  said  on  this  point  under  the  head  of  spontaneous  dislocation  ol 

^ Regularity  in  the  equator  of  the  lens  has  been  met  with  in  hyper- 
metropic eyes,  and  with  the  otherwise  congenital  defective  condition 

of  coloboma  iridis. 

Grooves  in  the  lens  and  depressions  have  been  discovered. 

Those  who  are  interested  in  the  malformations  of  the  organs  of 
sight,  and  in  the  congenital  diseases  of  the  same,  should  consult  the 
very  able  pages  in  the  Dublin  Quarterly  Journal , by  Sir  illiam 
Wilde.  They  extend  over  many  years. 


PROGRESS  OF  CATARACT. 

The  less  complicated  the  cataract  with  other  disease  of  the  eyeball, 
the  slower  does  it  proceed.  Inflammatory  complications  cause  the 

quickest  development.  . . . 

When  the  entire  lens  tissue  is  invaded  by  opacity,  there  is  always 

a continuation  of  atrophy,  however  slow. 

When  the  opacity  commences  in  the  nucleus,  several  years  fre- 
quently elapse  before  the  whole  lens  becomes  opaque. 

Opacity  of  the  cortex  of  the  lens,  primary  or  secondary  to  that  of 
the  nucleus,  is  quickly  followed  by  full-formed  cataract.  Small 
Btriai  of  opacity,  although  very  numerous,  precede  slow  formation  of 
cataract.  Broad  stria!  precede  the  quicker  development. 

Soft  cataract  quickly  gets  matured.  In  a few  months,  or  at  most  a 
year  or  two,  is  the  entire  lens  opaque.  The  secondary  changes  follow 
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in  proportion.  Inflammatory  complications  seem  to  have  a more 
rapid  effect  here  than  in  the  hard. 

Hard  cataract  is  the  slower  in  passing  through  its  stages. 

There  are  exceptions  to  the  progressive  development  of  the  cataract 
in  both  varieties  which  cannot  be  accounted  for,  and  which  render  it 
impossible  for  a surgeon  to  give  any  decided  prognosis  respecting 
progress,  and  oblige  him  to  speak  generally  and  to  talk  of  proba- 
bilities. Instances  occur  in  which  the  cataract  appears  to  be  stationary 
for  years.  Most  cataracts  increase  irregularly.  There  may  be  a 
marked  difference  in  the  development  of  cataract  in  the  separate 
eyes  of  the  same  person. 

Partial  cataract  occurring  at  birth  generally  remains  stationary. 
An  exception  is  rare,  but  that  it  does  occur  I am  fully  aware  from 
actual  observation. 

Partial  cataract  occurring  in  childhood  may  not  increase  for  years, 
but  it  is  likely  to  become  general.  When  it  has  remained  long 
unchanged,  it  is  apt  to  take  on  activity  about  the  period  of  puberty. 

Primary  and  secondary  degenerations  do  not  proceed  in  the  partial 
cataracts  as  in  the  complete.  The  secondary  do  not  follow  so  quickly  or 
so  certainly.  When  degeneration  does  proceed  and  some  absorption 
occurs,  there  may  be  shrinking  of  the  cataractous  portion,  and  of  the 
corresponding  part  of  the  capsule.  As  transparent  lens  tissue  remains, 
the  lens  is  changed  in  shape  accordingly.  The  capsule  is  involved  in 
partial  opacity  in  these  cases  and  gets  wrinkled,  and  sometimes 
otherwise  altered  from  various  deposits. 

Traumatic  cataract  is  always  rapid  in  its  formation.  A few  days 
or  even  hours  may  suffice  for  dense  ojJacity  of  the  entire  lens  and  its 
capsule.  Examples,  with  remarks,  are  given  in  the  chapter  on 
Mechanical  Injuries  to  the  Eyeball. 

Single  and  double  cataract.  When  cataract  is  produced  in  the  one 
eye  by  any  palpable  intra-ocular  cause,  which  is  limited  to  that  eye, 
or  when  it  is  traumatic,  the  other  eye  does  not  become  implicated. 
When  it  proceeds  without  any  palpable  cause  in  an  eye  of  a young 
or  of  an  old  person,  both  eyes  are  tolerably  sure  to  be  affected. 
In  the  double  affection  the  one  eye  is  generally  in  advance  of 
the  other. 

In  hard  cataract  the  right  eye  is  nearly  always  the  first  affected. 


DIAGNOSIS  OF  CATARACT. 

We  no  longer  seek  for  cataract  by  subjective  symptoms.  As  the 
disease  is  visible  in  all  stages,  it  must  be  looked  for.  The  search 
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is  facilitated  by  dilating  the  pupil,  and  employing  oblique  illumina- 
tion and  the  ophthalmoscope. 

Visible  symptoms.  Opacities  produced  by  the  primary  and  the 
secondary  changes  that  the  lens  fibres  undergo,  and  by  the  deposits 
on  the  capsule,  are  clearly  reflected.  These  physical  signs  are  striae 
or  stripes,  as  radiating  opacities,  dots  or  spots,  large  or  punctiform 
patches,  fringes,  flocculent  opacities,  and  general  cloudiness  when 
the  entire  surface  of  the  lens  is  affected.  So  long  as  mere  striae 
exist,  only  the  primary  changes  have  occurred  in  the  lens  fibres. 
Patches  denote  secondary  alterations. 

The  distinction  between  well-marked  senile  colorations  and  cata- 
ract is  easy.  Coloration  is  well  seen  by  oblique  illumination.  It 
nearly  disappears  when  the  ophthalmoscope  is  used,  and  the 
fundus  of  the  eye  is  seen,  yet  not  with  the  clearness  and  brightness 
to  be  observed  in  youth. 

The  state  of  the  sight  will  help  in  the  investigation.  If  the  person 
examined  can  see  distant  things  well,  and  if  he  can  besides  read 
small  type  without  glasses,  or  the  smallest  even  with  them,  he 
cannot  have  cataract. 

Besides  making  out  that  cataract  is  present,  it  is  possible  to  say  in 
the  partial  state  of  some  cataracts  which  paid  of  the  lens  is  affected. 

Hard  cataract.  The  cataract  of  adults,  elderly  and  old  people. 
It  is  almost  always  cortical  in  the  early  stage,  and  shows  itself  as 
opaque  streaks,  or  radii  of  different  lengths,  on  the  anterior  and  the 
posterior  surfaces  of  the  lens,  branching  as  they  extend  towards  the 
equator  of  the  lens,  and  getting  more  curved.  This  is  due  to  the 
disposition  of  the  lens  fibres,  which  are  arranged  in  radii,  converging 
from  the  outer  part  of  the  lens  to  the  centre  in  curves,  which  curves 
decrease  as  they  approach  the  centre.  The  striae  may  be  short,  and 
thickly  set,  at  the  very  equator.  Sometimes  there  are  more  patches 
of  opacity  than  striae,  especially  near  the  equator. 

Striae  in  front  are  at  once  detected,  and  look  white.  Those  deep- 
seated,  especially  at  the  back  of  the  lens,  are  yellowish,  because 
they  are  seen  through  the  coloured  nucleus. 

I he  striae  increase  and  blend  into  patches,  the  lens  in  general  gets 
hazy,  and  less  light  enters  the  eye.  At  last  all  striae  are  lost,  and 
only  the  opaque  anterior  lens  surface  can  be  seen, 

r ^10n  ^ie  .ca^arac^  ushered  in  by  nuclear  opacity,  there  is  a 
diffuse  brownish  or  yellowish  grey  cloudiness,  which  is  more  or 
less  curved  from  the  shape  of  the  nucleus,  less  dense  at  the  margin, 
through  winch  the  light  passes  to  the  fundus  of  the  eye.  There  is 
f en  apparent  a transparent  space,  from  the  opacity  to  the  pupil,  iu 
thickness  according  to  that  of  the  cortical  stratum  of  lens  fibres  that 
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is  not  involved.  In  a well-marked  case,  by  weak  ophthalmoscopic 
illumination,  there  appears  a roundish  cloudlike  opacity  in  the  centre 
of  the  pupil.  By  high  illumination,  the  fundus  of  the  eye  is  seen  as 
through  a mist,  very  cloudy  in  the  centre,  hut  clearer  at  the  sides, 
where  the  several  parts  may  be  made  out  more  or  less.  Oblique 
illumination  shows  better  the  colour  of  the  nucleus,  the  form,  and 
the  outline.  This  cataract  is  always  very  slow  in  forming.  Striae 
may  appear  in  the  cortical  portion,  but  the  completion  is  generally 
eliected  by  the  whole  lens  being  occupied  by  extension  of  the 
opacity. 

The  rarest  form  of  developing  cataract  is  that  in  which  the  entire 
lens  is  pervaded  from  the  first  by  generally  diffused  opacity.  If  there 
be  distinct  markings  they  are  more  like  convolutions  of  fine  threads, 
than  the  ordinary  regular  striae  of  most  cataracts. 

The  cortical  and  nuclear  changes  may  proceed  together.  This  is 
the  quickest  forming  cataract. 

The  appearance  in  the  fully  formed  ordinary  cataract  of  primary  change, 
is  a mixture  of  dark  grey  and  amber,  more  deeply  shaded  in  the 
centre,  or  mottling  of  grey  and  amber,  or  amber  only. 

When  the  secondary  atrophic  changes  take  place,  the  cataract 
surface  generally  gets  more  opaque  and  white,  and  more  patchy,  from 
the  addition  of  earthy  and  fatty  matter,  and  molecular  deposits,  and 
cholesterine. 

I am  not  aware  that  there  are  any  diagnostic  distinctions  in  mere 
aspect  between  a hard  lens  so  secondarily  altered,  and  full-formed 
cataract  occurring  in  early  life,  except  that  the  former  is  of  a 
more  uniformly  whitish  colour  and  devoid  of  cloudiness,  never  ex- 
hibiting radiating  or  other  streaks,  and  that  the  capsule  is  rarely,  if 
ever,  opaque,  and  excepting  such  symptoms  as  alterations  in  the  cham- 
bers of  the  eye  may  indicate.  In  hard  cataract  there  is  nearly  always  a 
posterior  chamber  in  correspondence  in  size  with  the  age  of  the  person, 
and  this  increases  as  the  cataract  gets  smaller,  as  it  is  apt  to  do.  In 
soft  cataract  the  posterior  chamber  is  very  frequently  reduced,  and 
may  be  lost,  the  iris  being  pushed  forwards,  its  movements  im- 
paired, and  even  the  anterior  chamber  reduced.  The  cataract  may 
even  protrude  through  the  pupil.  But  the  age  of  the  individual  is  a 
leading  point. 

Besides  the  size  of  the  posterior  chamber  in  giving  a correct  idea 
of  the  volume  of  the  cataract,  the  shade  cast  by  the  iris  in  the 
form  of  a dark  crescent  on  the  cataract  surface,  shows  the  distance  of 
the  cataract  from  the  iris,  and  therefore  indicates  lenticular  diminution. 
There  is  no  shade  when  the  cataract  is  large  and  close  to  the  his. 
The  shadow  is  the  more  marked  as  the  cataract  is  light  coloured. 
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Slight  tremulousness  of  the  iris  from  the  loss  of  peripheral  support 
is  another  proof  of  the  reduction  of  a cataract. 

It  is  not  possible  to  tell  before  operating  whether  the  secondary 
changes  on  the  surface  of  a cataract  have  produced  partial  fluidity. 
On  one  occasion,  during  extraction,  when  I proceeded  to  rupture  the 
capsule,  a dark  fluid  unexpectedly  escaped,  and  for  a time  interrupted 
my  progress  by  obscuring  the  iris.  Another  patient,  a lady  seventy- 
seven  years  old,  with  double  cataracts,  consulted  all  the  present  men 
of  ophthalmic  eminence  in  London,  and,  without  an  exception,  extrac- 
tion was  recommended.  I saw  her,  took  the  same  view,  and  was 
selected  as  the  operator.  The  capsule  did  not  contain  a particle  of 
lens,  but  was  filled  with  material  like  coffee-grounds.  I operated 
only  on  one  eye ; sight  was  restored.  There  is  always  an  absence 
of  all  stria}  or  markings  that  can  exist  only  so  long  as  the  lens  fibres 
remain,  however  atrophied. 

Soft  cataract.  This  varies  more  in  appearance  than  the  hard  kind 
during  the  stages  of  formation,  and  when  fully  formed,  -and  during 
the  secondary  metamorphoses. 

It  must  be  considered  under  two  heads.  First,  as  opacity  invading 
a lens  that  has  not  become  amber- coloured  and  denser  by  age,  as 
exists  in  children  and  young  persons. 

Secondly,  as  occurring  in  a lens  a little  denser,  in  which  the  color- 
ation is  slight,  as  in  young  adults. 

There  are  such  dissimilarities  between  the  states  of  the  disease 
mentioned  under  the  first  head,  as  to  warrant  separate  consideration 
of  them,  as  they  appear  from  birth  to  puberty,  and  from  puberty  to 
manhood. 

Of  the  cataracts  met  with  from  birth  to  puberty , the  greater  part  are 
congenital ; indeed,  I am  inclined  to  suppose  that  nearly  all  have  this 
origin.  When  they  are  discerned  a few  years  after  birth,  they  are 
but  the  extension  of  previously  existing  opacities.  A slight  partial 
cataract  is  very  commonly  overlooked  altogether  in  early  childhood. 
In  a child  the  power  of  accommodation  is  great,  and  the  dioptric 
media  in  general  so  clear  that  he  requires  very  little  illumination  of 
an  object  to  see  it ; he  is  therefore  less  affected  by  a partial  opacity 
than  an  adult.  Till  a child  can  read,  and  is  old  enough  lo  understand 
questions  about  his  sight,  and  to  investigate  it  somewhat  a little 
himself,  any  slight  visual  defect  is  almost  certain  to  be  attributed  by 
his  parents  and  friends  to  a little  nearsightedness. 

Congenital  cataract.  A child  may  be  born  with  a cataract  fully  or 
partially  developed.  The  latter  state  prevails.  It  will  save  time  to 
arrange  this  form  in  the  following  manner. 

First,  in  the  more  common  state,  it  is  a spot  of  chalky  whiteness, 
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sometimes  a mere  dot  in  the  very  centre  of  the  anterior  part  of  the 
lens,  being  degeneration  of  the  lens  tissue  to  that  extent.  The  capsule 
may  he  alfected  to  the  same  degree,  or  even  less,  hut  it  may  not  he 
implicated.  In  many  instances  the  cataract  is  not  discovered  till 
years  after  birth  ; sometimes  not  until  adult  life.  The  opacity  is 
always  well-marked  in  the  clear  black  pupil. 

Second,  as  a more  extended  form  of  the  above.  Besides  the 
primary  and  secondary  lens  degeneration,  there  is  an  addition  of 
calcareous  or  earthy  matter,  which  projects,  and  carries  the  opaque 
capsule  in  front.  A white  opaque  excrescence  stands  out  more  or 
less  pyramidally,  with  a base  that  may  be  as  large  as  the  natural 
pupil,  though  generally  much  smaller.  This  is  the  pyramidal 
cataract  of  the  old  authors.  An  examination  of  such  a pyramid  that 
became  detached,  showed  a thickened  portion  of  capsule,  over 
parallel  plates  of  neoplastic  cloudy  substance.  It  seemed  as  if  the 
pyramid  had  grown  from  the  lens  substance.  In  some  cases  there 
is  opacity  at  the  back  of  the  lens  as  well,  or  striae  in  several  parts 
of  it.  The  first  case  I ever  saw  was  pointed  out  to  me  by  Sir  TV. 
Lawrence,  when  I was  his  house-surgeon.  The  subject  was  a boy  of 
twelve  years  old,  whose  sight  was  so  imperfect  from  partial  opacity 
of  the  lens,  that  the  operation  for  solution  was  undertaken.  The 
base  of  the  little  excrescence  occupied  the  entire  area  of  the  undilated 
pupil.  The  apex  nearly  touched  the  cornea.  The  entire  piece 
dropped  off  in  the  course  of  absorption  of  the  lens,  and  remained 
harmless  in  the  anterior  chamber. 

Third,  the  commonest  form.  There  is  central  lenticular  opacity 
with  or  without  greyish-white  striae  passing  from  it  to  the  equator 
of  the  lens.  This  partial  atrophy  may  occupy  the  entire  thickness 
of  the  lens,  or  the  anterior  or  posterior  cortical  portions,  or  lie 
between  the  centre  of  the  lens  and  the  surface.  As  yet  there  is  no 
nucleus  to  the  lens. 

It  matters  nothing,  however,  as  far  as  the  disease  is  concerned, 
where  the  opacity  is  seated,  nor  is  there  any  practical  value  attaching 
to  the  accurate  diagnosis  of  the  position  of  such. 

Dilatation  of  the  pupil  shows  the  nature  of  the  affection  more  fully- 
The  unaffected  portion  of  the  lens  looks  quite  black,  and  the  more  so 
if  there  be  no  lateral  stria). 

Formerly  a pathological  mistake  was  made  about  partial  cataract 
which  involved  nearly  the  whole  lens,  but  left  a marginal  strip  clear. 
It  was  supposed  that  the  lens  was  smaller  than  natural,  and  opaque. 

I pointed  out  the  fallacy  of  this,  before  the  ophthalmoscope  was  used. 

Fourth,  fully  formed  cataract,  which  may  be  in  the  primary  or 
secondary  stage  of  lens  degeneration. 
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I have  heard  it  said  that  cataract  may  be  acquired  in  childhood, 
not  being  congenital.  The  proof  adduced  is  that  the  children 
had  seen  well  up  to  their  seventh  or  eighth  year.  I question  the 
accuracy  of  the  diagnosis.  It  cannot  be  proved  that  there  had 
been  accurate  sight  in  anyone  in  whom  cataract  is  detected 
so  early  in  life,  while  the  probability  is  strongly  in  favour  of 
congenital  disease,  slight  at  first,  and  discovered  from  the  increase. 

Bluish  white  is  the  aspect  of  fully-formed  cataract  of  this  kind. 

Both  eyes  are  generally  similarly  affected. 

Opacity  of  the  capsule  is  a very  common  occurrence  in  congenital 
cataract.  It  would  be  omitting  a feature  in  this  infantile  affection 
were  there  not  mentioned  the  marked  changes  that  the  capsule  may 
undergo  in  regard  to  thickness  and  opacity.  The  greatest  altera- 
tions that  I have  observed  in  these  respects  have  been  here. 

The  cataract  occurring  from  puberty  to  manhood , that  is,  up  to  the 
period  at  which  the  lens  is  yet  soft,  being  without  a distinct 
nucleus,  next  occupies  attention.  If  the  opacity  should  begin  in  the 
cortical  portion  of  the  lens,  a bluish- white,  slightly  glistening  zone, 
sometimes  interrupted,  appears  near  the  equator.  Glistening  stria) 
on  the  anterior  and  on  the  posterior  surfaoes  next  appear,  converge 
towards  the  poles,  and  are  seen  in  the  pupil.  The  interspaces  may 
be  clear  or  a little  cloudy.  Then  the  whole  lens-tissue  loses  its 
transparency.  While  the  lens  centre  remains  clear,  the  cataract  is, 
of  course,  less  dense  there.  The  extreme  equatorial  parts  may  long- 
remain  clear.  Again,  on  the  anterior  or  on  the  posterior  cortical 
portion,  or  both,  spots  and  striae  may  form,  which  increasing,  unite 
at  the  poles  and  at  the  equator. 

The  opacity  may  commence  centrally,  in  a star-like  form,  and 
as  it  progresses  make  the  lens  look  as  if  it  were  divided  into 
sections. 

When  the  entire  lens  is  opaque,  the  opacity  is  densest  in  the 
centre  of  the  cataract. 

Glistening  radii  are  more  commonly  seen  here  than  in  hard  cata- 
ract, and  are  brighter.  When  they  are  very  numerous,  and  there  is 
besides,  interstitial  opacity,  the  cataract  looks  like  a piece  of  fractured 
spermaceti. 

The  cataract  generally  retains  some  transparency  till  the  seoondary 
metamorphosis  sets  in,  and,  by  reflected  illumination,  radiating  strife 
may  be  seen  till  a late  period. 

Light  grey  colour , or  greyish-white , is  the  appearance  of  this  cata- 
ract when  fully  formed,  and  in  proportion  as  the  cataract  occurs 
earlier  m life  is  the  grey  more  apparent.  Sometimes  there  is  a bluish 
whiteness,  resembling  milk-and-water.  The  colour  is  generally 
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deeper  in  the  centre,  but  the  contrast  is  not  so  marked  as  in  the  hard 
variety. 

It  is  supposed  that  soft  cataracts  may  increase  in  size  beyond  that 
of  the  healthy  lens,  indication  of  which  is  afforded  in  smallness 
of  the  posterior  chamber.  This  is  really  no  proof,  as  changes  in  the 
posterior  part  of  the  eye,  especially  preternatural  vascularity  of  the 
ciliary  apparatus,  may  throw  the  cataract,  and  even  the  iris,  forward, 
and  more  or  less  destroy,  too,  the  anterior  chamber.  Besides,  such 
enlargement  could  not  take  place,  unless  the  capsule  also  enlarges,  a 
very  unlikely  occurrence.  According  to  my  experience,  this  kind  of 
displacement  is  always  present,  when  cataract  is  complicated  with 
marked  inflammation  of  the  eyeball. 

When  cataract  is  the  product  of  severe  inflammation  of  the  eye , that 
part  of  it  which  is  visible,  not  being  covered  by  an  adherent  pupil 
nor  by  inflammatory  deposits  on  the  capsule,  appears  of  a chalky 
whiteness,  or  of  a mother-of-pearl  lustre.  There  is  mostly  much  cal- 
careous degeneration. 

The  marked  characteristics  of  fluid  cataract  prevent  it  from  being 
mistaken.  They  are  a milk-like  whiteness,  or  a cloudy  grey  aspect, 
without  striae  or  lines  or  any  markings,  such  as  occur  among  lenti- 
cular fibres.  There  may  be  minute  dots  on  the  posterior  part  of  the 
anterior  capsule.  Gravitation  of  the  more  solid  particles,  before 
spoken  of,  so  that  the  lower  part  of  the  cataract  is  the  denser,  is  the 
most  marked  physical  sign. 

Inflammatory  complications  modify  the  appearance  of  cataract , but 
only  the  capsulo-lenticular  variety,  by  causing  the  deposit  of  in- 
flammatory materials  on  the  front  of  the  anterior  capsule.  The  case 
is  this  : the  iris  inflames  and  becomes  adherent  to  the  capsule  of 
the  lens,  and  then  lymph  is  effused.  The  appearance  is  that  of  a 
dead  white  with  a dull  lustre.  There  may  be  chalky  deposits,  also 
cholesterine,  when  there  is  glistening.  Such  conditions,  especially 
the  latter,  are  rarely  seen,  except  in  disorganised  eyes  which  are 
past  treatment. 


DIAGNOSIS  OF  CAPSULAR  CATARACT. 

Partial  capsular  cataract  of  the  anterior  capsule  has  a chalky 
white  or  cretaceous  look.  It  may  have  a definite  outline,  or  be 
surrounded  by  a bluish  halo.  It  is  generally  central,  and  can  be 
recognised  by  its  anterior  position. 

Its  appearances  are  rendered  more  manifest  by  raising  the  upper 
eyelid,  desiring  the  patient  to  look  to  the  ground,  and  making  the 
inspection  sideways. 


DIAGNOSIS  OF  CAPSULAR  CATARACT. 


755 


When  partial  opacity  of  the  capsule  occurs,  in  conjunction  with 
partial  or  complete  opacity  ot  the  lens,  the  colour  of  the  two  may 
so  1 esemble  each  other  that,  without  looking1  into  the  pupil  obliquely 
in  the  manner  X have  described,  an  inexperienced  observer  will  be 
deceived.  The  definite  outline  of  the  capsule  is  well  contrasted 
with  the  posterior,  hazy,  and  diffused  lenticular  opacity. 

Opacity  of  the  posterior  capsule  can  be  seen  well  only  with  the 
ophthalmoscope.  It  appears  as  a dull  concave,  deeply-seated  opacity. 

Complete  capsular  cataract  has  chiefly  a bluish  white  aspect,  the 
blue  or  the  white  prevailing  according  to  the  absence  of  the  lenti- 
culai  matter,  or  the  presence  of  an  opaque  lens.  Any  deposits  on 
the  inner  surface  of  the  capsule,  chalky  concretions,  cholesterine,  and 
fibrous  materials,  are  more  or  less  visible. 

The  capsule  is  rarely  so  densely  opaque  throughout  as  to  conceal 
the  cataractous  state  of  the  lens,  unless  the  opacity  be  caused  by 
injury,  or  be  congenital.  Some  little  spots  less  altered  than  the 
rest  generally  afford  the  information.  The  age  of  the  individual 
does  not  seem  to  influence  its  changes,  as  in  lenticular  cataract,  for 
precisely  the  same  conditions  may  be  observed  at  any  period  of  life. 

Whether  complete  capsular  cataract  encloses  a lens  or  not  is 
judged  of  chiefly  by  its  volume.  When  the  lens  is  absent,  the 
symptoms  are,  flatness  of  the  capsule,  greater  size  of  the  pos- 
terior chamber,  with  more  or  less  retraction  of  the  iris  with  perhaps 
tremulousness. 

Sometimes  there  are  densely  opaque  patches,  sometimes  thick  cre- 
taceous deposits,  on  capsulo-lenticular  cataract  which  exists  at  birth. 
The  last  stage  of  secondary  lenticular  metamorphosis  or  fluid 
degeneration  is  often  met  with  in  conjunction  with  this  dense  capsule 
change.  It  would  seem  that  absorption  of  the  degenerated  lens 
material  is  always  greater,  as  the  capsule  is  thicker.  This  is  the 
jeause,  I suspect,  why  capsule  only  is  met  with  in  children,  when  the 
■(disease,  originally  capsulo-lenticular,  is  not  operated  on  early.  I am 
{unaware  whether  there  is  ever  any  arrest  of  lenticular  development 
m such  cases  of  the  congenital  disease,  but  I suspect  that  there  often 
P,  because  there  are  frequently  associated  congenital  ocular  defects. 

1 An  empty  capsule  is  mostly  less  opaque.  It  generally  extends 
P Pari  to  tlie  ciliarJ  processes.  There  is  frequently  more  opacity 
fit  the  circumference,  because  whatever  remains  of  degenerated  lens, 

P fatty  and  chalky  deposits,  are  collected  in  that  position,  and  this 

Arrangement  may  produce  the  appearance  of  a circular  cushion  or 
wreath. 

-Ordinary  capsular  cataracts  do  not  interfere  with  operations  on  tho 
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THE  EFFECT  OF  CATARACT  ON  SIGHT. 

One  or  two  opaque  dots  in  the  lens,  or  small  striae,  may  not  inter- 
fere in  any  appreciable  manner  with  vision.  I have  proved  this 
by  careful  tests  again  and  again.  Early  points  of  opacity  may  he 
detected  with  the  ophthalmoscope  in  the  one  eye,  the  other  being 
either  cataractous  or  sound,  without  the  person  so  afflicted  being 
aware  that  the  eye  is  diseased. 

When  the  opacity  is  sufficient  to  produce  visual  influence,  the 
earliest  effect  is  indistinctness  of  sight,  that  is,  mistiness.  Distant 
things  are  worse  seen.  Objects  look  as  though  they  were  viewed 
through  a mist  or  fog,  or  a bit  of  glass  that  had  been  breathed 
on.  This  arises  from  absorption  of  the  light  in  consequence  of 
alterations  in  the  lens  tissue.  Added  to  this  is  impairment  of 
the  adjusting  power,  arising  out  of  loss  of  lens  elasticity.  As 
the  disease  progresses,  vision  declines  in  proportion,  and  near 
objects  are  indistinct.  Diffuse  light  is  now  avoided.  Twilight, 
or  a dull  or  subdued  light,  is  very  much  preferred,  because  with 
the  pupil  expanded  more  rays  pass  through  the  lens.  A patient 
shades  his  eye  with  his  hand,  and  receives  benefit  from  neutral- 
tinted  glasses,  with  dark  sides  attached,  such  as  goggles.  Some- 
times there  is  besides  such  an  intolerance  to  light  that  associated 
disease  might  be  justly  inferred.  Having  watched  many  cases 
with  reference  to  this,  I can  say  that  it  has  not  arisen  from  any 
co-existing  inflammatory  state  of  the  interior  of  the  eye.  After  the 
cataract  has  been  removed,  and  sight  restored,  this  symptom  has 
been  lost.  Of  the  nature  of  the  complication,  therefore,  I am 
unaware.  It  may  exist  alike  in  the  early  or  iD  the  fully  formed 
cataract.  I have  seen  an  infant  eighteen  months  old,  with  con- 
genital cataract  in  the  one  eye,  who  always  closed  that  eye  to 
exclude  bright  light. 

Objects  may  be  doubled  or  farther  multiplied,  and  seen  in  fantastic 
forms.  The  moon  is  often  mentioned,  as  showing  such  changes  well. 
This  arises  from  several  parts  of  the  lens  yet  remaining  transparent, 
or  nearly  so.  The  refraction,  as  to  where  the  image  will  fall, 
whether  to  a focus  on  the  retina,  or  behind  it,  will  depend  on  the 
density  of  that  portion  of  the  lens  yet  transparent.  Out  of  this  may 
arise  irregular  astigmatism.  With  such  marked  lens  changes,  and 
alteration  in  curve,  there  may  be  phenomena,  so  complex  and  so 
confused,  as  at  first  to  be  with  difficulty  interpreted.  A late  patient 
of  mine,  who  had  fully- formed  hard  cataract  in  one  ej'e  and  incipient 
in  the  other,  was  in  the  habit,  when  in  London,  of  going  out  to  he 
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amused  with  the  multiplication  and  refraction  ot  the  street  lights; 
the  pyrotechnic  effect  was  beautiful.  Looking  at  the  long  train  of 
lamps  in  Piccadilly  was  the  greatest  treat.  A perfectly  successful 
operation  on  each  eye  proved  that  this  peculiarity  was  due  to  the 
cataract  alone. 

Later  in  the  disease,  as  the  opacity  proceeds,  the  flame  of  a candle 
is  so  obscured  that  its  position  only  is  discernible. 

Almost  every  cataract  patient  complains  of  muscoe ; some  have 
them  very  large  and  in  showers.  They  matter  nothing.  Flashes, 
stars,  fiery  circles,  bright  metallic  light,  bright  spectra  like  silver, 
have  nothing  to  do  with  the  cataract,  but  are  caused  by  other 
disease,  and  which  generally  spoils  the  eye,  rendering  it  unfit  for 
any  operation. 

Every  surgeon  must  at  times  be  astonished  at  the  slight  disturb- 
ance there  is  to  vision  with  cataract  far  advanced,  when  the  eye  is 
shaded,  and  the  object  looked  at  is  well  illuminated,  particularly 
when  the  morbid  changes  are  chiefly  confined  to  the  nucleus  of  the 
lens  in  elderly  people. 

In  congenital  cataract  occupying  nearly  the  greater  portion  of  the 
area  of  the  pupil,  there  may  yet  be  vision  enough  to  enable  some 
occupations  in  life  to  be  followed,  and  education  may  be  little 
interfered  with. 

It  remains  only  for  me  to  speak  of  what  is  usually  described  as 
acquired  near-sightedness  in  cataract.  This  is  not  in  reality  myopia, 
in  the  true  sense  of  the  term.  The  exact  state  is  quickly  told.  The 
patient  loses  the  power  of  seeing  distant  objects,  and  is  unable 
to  define  anything,  however  large,  a few  yards  from  him ; but  to 
his  surprise  he  finds,  if  he  have  been  presbyopic  or  hypermetropic, 
that  he  no  longer  requires  his  convex  glasses,  because  he  can 
s read  large  type  a few  inches  from  his  eyes.  With  this  return  of 
his  near  visual  point,  there  is  always  a want  of  acuteness  of  vision ; 
minute  objects  cannot  be  seen.  This  is  a great  puzzle.  I saw 
a gentleman,  aged  fifty-five,  with  nuclear  opacity  of  one  eye.  lie 
had  been  slightly  hypermetropic.  I saw  him  seven  years  later ; 
the  whole  of  the  lens  was  opaque,  the  centre  being  the  denser. 
There  was,  too,  slight  general  capsular  opacity.  When  I examined 
his  eye  with  the  ophthalmoscope  no  reflex  could  be  obtained  from 
the  fundus,  and  there  seemed  to  bo  fully  formed  cataract.  I re- 
marked that  there  was  very  little  vision  now  remaining,  lie  said 
I was  mistaken,  and  asked  me  to  give  him  a book.  I covered  the 
sound  eye,  and  at  the  distance  of  eight  inches  he  read  No.  5 of 
Snelling’s  test-type  ; the  eye  quickly  fatigued,  however.  I have 
met  with  three  such  cases. 
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Tlie  effect  of  cliolesterine  crystals  is  mentioned  among  the  com- 
plications of  cataract. 

Cataractous  patients  scarcely  ever  derive  any  benefit  from  convex 
glasses. 


CAUSE  OF  CATARACT. 

Although  lenticular  cataract  may  form  at  any  period  of  life,  no 
age  being  exempt,  from  that  of  the  child  in  the  womb  to  that 
of  the  utmost  limit  of  man’s  existence,  it  appears  to  belong,  as 
an  icliopatic  affection,  more  properly  to  infancy,  when  it  is  mostly 
capsulo-lenticular  ; and  to  advanced  years,  when  it  is  usually  len- 
ticular. Of  the  exact  nature  of  the  change  that  produces  the  opacity, , 
and  the  processes  that  regulate  it,  we  know  nothing,  and  our 
ignorance  is  generally  told  in  the  expression,  that  it  is  due  to  i 
defective  nutrition. 

Experience,  however,  teaches  that  cataract  may  follow  certain 
states  or  circumstances  which  may  be  regarded  as  causes.  Thus  a 
wound  of  the  capsule  alone  may  in  a few  hours  cause  both  lens  and  i 
capsule  to  be  opaque.  This  is  fully  treated  of  in  the  chapter  on  i 
Injury  to  the  Eye  from  Mechanical  Agents.  Inflammation  of  the 
interior  of  the  eye,  especially  of  the  anterior  portion  of  the  choroid, 
in  which  the  ciliary  region  is  much  involved,  may  produce  the  same 
effect. 

That  cataract  is  common  in  young  adults  who  have  diabetes,  and 
that  it  appears  late  in  the  affection,  is  fully  proved.  There  is  not  t 
any  peculiarity  about  such  cataracts  ; except  that  they  are  always  ? 
pushed  forward  by  some  changes  in  the  eye  posteriorly,  and  bulge 
the  iris,  an  occurrence  erroneously  attributed  to  increase  in  the 
volume  of  the  cataract ; and  also  that  the  cortex  is  whiter  than  in  • 
the  slower  forming  cataract  of  adult  life. 

I have  seen  cataract  appear  quickly  after  fever,  in  a young  man 
who  was  much  emaciated. 

Lenticular  cataract,  which  is  seen  after  the  forty-fifth  year  of  age, 
cannot  generally  be  accounted  for.  It  appears  without  any  palpable  ? 
cause.  Pathology  and  physiology  do  not  yet  afford  any  elucidation, 
and  all  the  theories  which  have  been  advanced  concerning  it,  some  t 
of  which  are  very  ingenious,  are  untenable.  It  must  be  remarked  I 
that  we  meet  with  it  often  in  a complicated  state,  co-existing  with 
other  diseases  in  the  eye,  either  of  an  active  or  of  a low  type. 

It  is  likely  that  complications  often  exist  and  escape  notice,  because  • 
we  are  not  able  to  detect  them.  Perhaps  all  idiopathic  cataracts  are  * 
the  result  of  complicated  disturbance  in  the  ocular  circulation. 
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The  healthier  the  eye,  the  slower  does  the  cataract  form. 

Some  surgeons  say  that  the  difference  between  the  senile  changes 
in  the  lens  and  hard  cataract  is  merely  one  of  degree,  and  that 
therefore  it  cannot  be  said  where  such  cataract  actually  begins. 
It  is  impossible  to  subscribe  to  this.  Age  merely  never  causes 
cataract,  and  the  pathological  cataractous  atrophy  of  soft  cataract, 
where  there  is  no  senile  change,  is  the  same  as  that  which  occurs  in 
hard  cataract. 

Lenticular  cataract  occurring  before  adult  age,  that  is,  soft  cata- 
ract, is  equally  obscure  in  origin,  but  it  is  more  frequently  com- 
plicated than  the  hard.  In  the  congenital  form,  it  is  not  uncommon 
to  have  some  other  congenital  defect  of  the  eye.  It  is  met  with, 
too,  in  disease  of  the  brain  and  its  membranes,  and  most  frequently 
in  hydrocephalus. 

Cause  of  opacity  of  the  capsule , also,  often  cannot  be  accounted  for  ; 
yet  it  would  seem,  more  commonly  than  that  of  the  lens,  to  be 
owing  to  contiguous  inflammation,  from  the  changes  in  thickness 
and  density  that  it  frequently  undergoes.  In  traumatic  cataract, 
the  capsule  is  nearly  always  opaque  ; and  the  anterior  and  the  poste- 
rior portions  are  affected.  Except  in  congenital  cataract,  the  capsule 
is  rarely  found  opaque  without  there  being  evidence  of  some  degree 
of  inflammation  in  the  eyeball,  and  the  capsular  changes  are  gene- 
rally in  proportion  to  the  severity  of  the  accompanying  vascular 
action.  Moreover,  it  is  seldom  altered  in  the  uncomplicated  cataract 
of  the  aged  ; or  if  changed,  but  slightly,  and  then  only  the  anterior 
capsule  is  affected. 

Hereditary  influence  has  long  been  recognised.  The  surest  evidence 
of  this  is  the  development  of  double  cataract  at  birth,  when  one 
of  the  parents  has  been  so  affected.  Several  children  in  the  same 
family  have  been  cataractous. 

I lately  operated  on  twins  with  the  hereditary  disease.  One  of 
the  boys  had  both  eyes  affected,  the  other  only  one. 


TREATMENT. 

This  involves  the  consideration  of  the  curing,  the  arrest,  and  the 
removal  of  the  cataract. 

First  as  to  the  curing.  It  is  supposed  rather  than  proved,  that  the 
superficial  portion  of  the  lens  and  the  capsule,  may  become  cloudy  in 
some  forms  of  inflammation  of  the  eyeball,  and  recover  their  clear- 
ness. Such  repair  may  not  be  impossible. 

In  true  cataract,  or  lens-element  atrophy,  I disbelieve  in  any  cure 
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l»j  restoration.  Assertions  to  the  contrary  have  been  made,  but 
there  is  no  reliable  evidence  as  to  their  truth.  A kind  of  ameliora- 
tion is  described  as  occurring  in  partial  cataracts,  by  the  absorption 
or  removal  of  damaged  lens  fibres.  Such  rare  exceptions  could  have 
been  seen  but  by  very  few  men.  The  absorption  is  said  to  be  the 
most  likely  in  cataract  of  the  superficial  layers,  especially  in  striated 
opacity  of  the  middle  portion  of  the  posterior  cortical  stratum,  and 
it  is  stated  to  occur  most  readily  in  young  persons,  and  that  the 
diminution  of  the  opaque  region  is  attended  with  corresponding 
change  of  form  in  the  lens  ; and  that  it  is  in  this  way  vision  which 
has  been  much  impaired,  or  even  lost,  may  be  improved  to  a con- 
siderable extent,  or  partially  restored,  and  remain  stationary,  if  the 
rest  of  the  lens  does  not  become  cataractous. 

Some  observers  speak  of  the  .disseminated  opacities,  which  occur 
in  irido-choroiditis,  being  removed.  They  attribute  their  locality 
to  the  hexagonal  cells.  Others  state  that  slight  lens  haze,  in  con- 
nection with  diabetic  cataract,  may  disappear  if  the  diabetes  is 
arrested. 

Next  as  to  the  arresting.  Cataract  may  stop  at  any  period  of  its 
development,  or  proceed  so  very  slowly  that  a credulous  patient  may 
readily  believe  in  an  arrest. 

Some  surgeons  believe  that  they  have  caused  a check  by  general 
treatment,  others  by  local  applications,  others  by  frequently  tapping 
the  cornea,  and  letting  out  the  aqueous  fluid.  I am  among  a 
multitude  of  men  engaged  in  ophthalmic  practice,  who  doubt  whether 
we  possess  any  means  of  checking  the  progress  of  an  uncomplicated 
lenticular  cataract ; at  the  same  time,  I must  confess  my  belief  in 
the  possibility  of  staying  the  disease  when  it  is  yet  incipient,  if  it 
be  complicated,  such  as  cataract  the  result  of  chronic  inflammatory 
affection  of  the  posterior  part  of  the  eyeball.  I am  myself  satisfied  of 
having  obtained  such  results.  Acting  under  this  belief,  I invariably 
seek  for  inflammatory  complications  in  every  patient  who  consults 
me  with  incipient  cataract,  and  finding  such,  treat  them  according  to 
existing  indications.  In  ail  cases  too,  where  I suspect  any  com- 
plication, I endeavour  to  induce  the  patient  to  avoid  action,  so  tar 
as  the  eye  is  concerned,  that  may  call  into  activity  any  latent 
disease ; to  abstain  from  exercising  acute  vision  at  short  distances, 
and  especially  by  insufficient  light,  so  that  the  strain  of  supporting 
high  adjustment  shall  never  occur.  When  there  is  no  trace  of  com- 
plication in  a slowly  developing  cataract,  I do  not  forbid  the  patient 
to  use  his  eyes  in  any  way  which  is  not  generally  injurious  to  eye- 
sight. I should  not  prevent  him  from  reading  and  writing  111 
moderation,  even  by  artificial  light,  nor  from  following  any  of  the 
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usifal  habits  of  life,  which  do  not  impair  health,  nor  tend  to  irritate 
the  eyes. 

Constitutional  implication  may  have  an  effect  in  quickly  deve- 
loping cataract,  especially  those  states  of  system  arising  from  mal- 
nutrition. Acting  on  this  supposition,  I should  expect  to  retard  the 
cataract,  if  I could  restore  the  patient  to  better  health,  and  most 
certainly  I would  try. 

Indirect  relief  by  effecting  the  expansion  of  the  pupil  naturally  and 
artificially.  Assistance  to  sight  can  be  obtained  in  central  partial 
cataract,  whether  cortical  or  nuclear,  by  expansion  of  the  pupil. 
This  exposes  the  transparent  part  of  the  lens  at  the  circum- 
ference, by  which  more  light  enters  the  eye,  and  the  retinal  image 
is  brightened. 

For  the  natural  expansion  of  the  pupil,  different  kinds  of  eyeshades 
may  be  used,  and  out  of  doors,  broad-brimmed  hats.  When  it  is 
desired  to  produce  the  greatest  effect,  dark  glasses  in  goggles  must 
be  employed,  by  which  bright  and  diffused  light  shading  is 
reduced. 

The  eye  thus  shaded  has  the  additional  advantages  of  the  illu- 
mination of  the  spectrum  from  the  opaque  portion  of  the  lens  being 
lessened. 

For  the  artificial  expansion  of  the  pupil,  atropine  must  be  used,  or  an 
artificial  pupil  made. 

The  advantages  of  dilating  by  atropine  are  very  great,  being, 
s when  most  marked,  as  from  blindness  to  sight ; but  it  is  impossible 
1 to  tell  till  the  trial  is  made,  how  far  the  measure  may  serve,  in  con- 
; sequence  of  the  arrangement  of  the  cataract,  and  its  extent.  Sometimes 
the  dilatation  confuses.  In  order  to  prevent  the  adjustment  of  the 
eye  from  being  much  interfered  with  by  complete  paralysis  of  the 
ciliary  muscle,  the  solution  of  atropine  should  be  used  in  the  lowest 
available  degree  of  dilution,  and  therefore  of  not  greater  strength 
than  is  sufficient  to  dilate  the  pupil  a little.  As  different  persons 
are  dissimilarly  affected  by  this  drug,  the  desired  strength  can  be 
got  only  by  trial.  A single  grain  of  the  sulphate  of  atropia  in  ten 
or  twelve  ounces  of  water  may  suffice.  Dr.  Gfarrod  has  tried  several 
| experiments  on  man.  lie  tells  me  that  in  one  instance,  one-third- 
millionth  of  a grain  caused  sensible  dilatation.  In  several  instances, 
half  a millionth  of  a grain  produced  an  effect  ; one  hundred 
thousandth  of  a grain  often  causes  free  dilatation. 

The  action  of  belladonna  is  further  commented  on  in  the  chapter 
on  Paralytic  Affections  of  the  Itecti-muscles  of  the  Eye,  &c. 

With  the  same  view  of  not  influencing  adjustment  more  than  cannot 
be  avoided,  the  atropine  solution  should  not  be  applied  unnecessarily 
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often,  and  as  some  individuals  are  more  tolerant  to  it  than  others, 
this  also  must  he  made  a matter  of  experiment.  Most  persons  are 
sufficiently  affected  by  an  application  of  a single  drop  of  the  solution 
to  the  conjunctiva  every  third  day.  These  remarks  apply,  of  course, 
only  to  the  cases  in  which  there  is  but  very  slight  partial  cataract, 
because  with  much  lens  atrophy  adjustment  is  lost. 

The  effects  of  the  atropine  do  not  wear  out  as  some  imagine,  the 
same  quantity  always  producing  the  same  result,  at  any  interval, 
however  prolonged.  I saw  a housemaid,  eighteen  years  old,  with 
partial  capsulo-lenticular  cataracts  that  almost  blinded  her  when  the 
pupils  were  in  the  natural  state  ; but  when  dilated  by  a very  weak 
solution,  applied  three  times  a week,  she  executed  her  work  so 
efficiently  that  her  employer  was  unaware  of  her  defect.  Dilatation 
had  been  resorted  to  since  childhood. 

I might  mention  other  cases,  in  which,  under  the  same  assistance, 
the  most  minute  work,  as  engraving  and  watch  finishing,  has  been 
most  efficiently  executed. 

Generally  under  these  conditions,  for  minute  sight,  the  objects 
must  be  brought  very  close  to  the  eye. 

Sometimes  in  complete  cataract,  when  the  opacity  is  not  at  the 
densest,  dilatation  of  the  pupil  will  afford  some  benefit.  Here 
strong  solutions  of  atropine  should  be  used,  to  get  the  greatest 
expansion. 

Indirect  relief  by  an  operation.  Some  surgeons  have  preferred, 
in  congenital  cataract,  to  make  an  artificial  pupil,  to  draw  the  pupil 
aside,  rather  than  to  use  the  atropine.  It  is  beyond  doubt  that  this 
is  the  wrong  practice  in  all  cases,  because  it  is  less  effectual  than  the 
relief  afforded  by  the  atropine,  because  it  is  exposing  the  eye  to 
the  risk  of  injury  during  the  operation,  namely  that  of  wounding 
the  capsule  of  the  lens,  and  afterwards  to  the  risk  inseparable  from 
any  surgical  operation  on  the  eyeball.  Besides,  if  the  entire  lens 
should  become  opaque,  an  event  always  probable,  the  eye  is  in  a 
worse  state  mechanically,  for  the  removal  of  the  cataract,  by  the 
most  safe  operation,  that  for  solution  ; and  if  the  cataract  were  well 
got  rid  of,  there  could  never  be  the  best  attainable  state  of  vision, 
on  account  of  the  absence  of  a well-formed  central  pupil. 


Complications  of  cataract , with  intra-ocular  diseases,  which  interfere 
with  treatment.  It  is  necessary  to  repeat  that  opacity  of  the  lens,  and 
of  the  lens  and  its  capsule,  is  often  associated  with  disease  of  the  eye- 
ball, and  is  sometimes  the  consequence  of  it,  and  too  is  not  unfrequently 
co-existent  with  disease  of  the  optic  nerve,  so  that  it  is  a subject  of 
surgical  importance  to  know  how  to  detect  the  complication.  Severa 
of  the  diseases  are  apparent  externally  ; others,  such  as  retinitis, 
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detachment  of  the  retina,  optic  neuritis,  and  exudative  choroiditis  may 
exist  without  outward  symptoms.  When  the  cataract  is  the  undoubted 
consequence  ol  inflammation,  by  which  the  nutrition  of  the  lens  is  in- 
terfered with,  there  may  be  external  signs  of  the  inflammation,  or  not. 

All  available  modes  of  testing  the  general  state  of  the  eye  should  be 
1 noun,  and  should  be  practised  as  occasion  may  seem  to  require,  and 
all  signs  indicative  of  disease  should  be  looked  for. 

In  the  early  cataractous  state , when  the  disease  is  partial,  or  the 
general  opacity  is  but  slight,  if  the  pupil  be  dilated,  the  ophthalmo- 
scope may  be  most  advantageously  used.  Opacities  in  the  vitreous 
humour,  retinal  extravasations,  and  alterations  in  the  optic  disk,  may 
be  detected  through  the  yet  transparent  portions  of  the  lens,  or  some 
parts  of  it  only  slightly  opaque.  The  periphery  of  the  choroid  can 
also  be  scanned. 

In  all  cases  of  cataract,  I invariably  scrutinise  the  fundus  of  the  eye. 

When  the  lens  is  too  opaque  to  allow  of  intra-ocular  inspection, 
objective  and  subjective  symptoms,  the  surface  of  the  eyeball,  must 
be  called  to  our  aid. 

Choroidal  complications  can  generally  be  made  out  by  the  state 
of  the  iris.  When  they  are  present  the  iris  loses  colour  and  lustre, 
and  ceases  to  be  a freely  acting  diaphragm.  It  may  become  quite 
atrophied.  A dark-coloured  iris  may  undergo  changes  of  structure 
that  are  not  readily  visible,  certainly  not  as  readily  to  be  detected 
as  in  one  of  a light  colour. 

Modification  of  the  pupillary  functions  are  undoubtedly  produced 
by  the  cataract  itself,  for  it  acts  as  a veil  to  the  retina,  rendering  it 
less  sensitive  to  light. 

It  is  possible  for  a capsulo-lenticular  cataract,  especially  if  the 
capsule  be  very  much  thickened,  or  the  lens  much  degenerated,  to 
efface  external  impressions  sufficiently  to  render  the  pupil  nearly 
motionless  under  variations  of  light  and  shade  ; but  such  instances 
are  rather  uncommon.  If,  after  covering  the  eye  and  then  exposing 
it  to  a moderately  bright  light,  the  pupil  be  motionless,  suspicion  is 
justly  entertained  of  unsoundness  of  the  retina.  The  eye  not  experi- 
mented on  should,  of  course,  be  covered  all  the  while. 

As  a rule,  in  the  absence  of  any  adhesions  of  the  iris,  there 
should  be  contraction  and  dilatation  according  to  the  opacity  of  a 
cataract,  whether  capsulo-lenticular,  or  lenticular  only ; for  except 
the  cataract,  while  incipient,  press  on  the  iris,  and  so  impair  its 
movements,  there  should  be  a marked  action  of  the  iris,  differing 
i t e from  that  of  a healthy  eye.  In  certain  forms  of  complete 
amaurosis  the  pupil  may  act  freely,  but  this  complication  cannot 
ea  to  eiror,  as  the  total  loss  of  the  perception  of  any  degree  of 
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light  which  can  never  occur  from  cataract,  would  alone  declare  the 
disease. 

The  ordinary  habitual  size  of  the  pupil  in  different  individuals 
must  not  he  lost  sight  of  in  these  examinations.  There  is  a relation, 

I do  not  say  invariable,  but  sufficiently  constant  to  be  recognised, 
between  its  accustomed  dimensions  and  certain  temperaments,  a fact 
too  often  overlooked  ; hence  our  guide  should  rather  be  the  relative, 
or  proportionate  changes  under  different  degrees  of  light,  than  the 
actual  alteration ; generally,  the  smaller  the  natural  size,  the  more 
limited  will  be  its  movements.  The  various  degrees  of  activity  of  I 
the  iris  in  different  persons  must  be  remembered,  as  well  as  the 
influence  of  age.  The  more  lively  in  the  young.  I examined  the  , 
eyes  of  a lady,  eighty-one  years  of  age,  with  full-formed  lenticular 
cataracts,  at  the  window,  on  an  autumnal  day,  when  the  pupils  were  ; 
contracted  to  a degree  that  at  first  induced  suspicion  of  some  co-  1 
existent  ocular  affection;  but  farther  examination  with  different 
degrees  of  light,  showed  a variation  in  them  that  removed  all  doubt. 
She  herself  was  well  aware  of  the  activity  of  her  irides,  and  the  dis- 
advantage accruing  from  the  pupillary  contraction  had  induced  her, 
since  the  commencement  of  the  cataracts,  to  wear  a large  shade  to 
shut  out  bright  light. 

When  only  one  eye  has  cataract,  unless  some  other  disease  exist  in 
it,  or  the  other  eye  be  defective,  there  is  not  any  disparity  in  the 
pupils. 

Variation  in  the  pupillary  apertures  may  arise  from  imperfect 
development  of  the  iris,  but  this  will  be  readily  recognised  as  a con- 
genital defect. 

A dilated  and  motionless  pupil  is  a pretty  sure  indication  of  deep- 
seated  ocular  disease  ; and  if  with  the  dilatation  there  be  irregularity, 
all  doubt  is  removed.  The  opposite  condition,  contraction,  may 
proceed  from  a like  cause,  but  it  is  very  rare. 

I believe  that  the  use  of  belladonna  may  be  made  subservient  to  dia- 
gnosis, and  the  very  slow,  as  well  as  imperfect  dilatation,  taken  as  an 
index  of  unhealthiness.  Moreover,  it  might  discover  adhesions,  and 
so  show  the  true  nature  of  the  case,  which  may  otherwise,  perhaps, 
be  overlooked. 

The  size  of  the  anterior  chamber  may  help  in  the  investigation, 
the  cataract  bulge,  press  the  iris  forwards,  and  reduce  the  anteiior 
chamber,  there  is  almost  sufficient  evidence  of  intra-ocular  disease. 
There  can  be  no  doubt,  if  to  it  be  added  tension  of  the  eyeball,  or 
fulness  of  the  vessels  in  the  ciliary  region. 

If  near-sightedness  have  existed  and  progressed,  and  if  also  thcie 
have  been  a rapid  decrease  of  sight,  accompanied  with  dull  pain  >»  >e 
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t\i/e,  or  slight  ciliary  pains,  there  is  present  choroiditis.  With  this 
the  nutrition  of  the  eye  is  so  damaged  that  there  can  scarcely  be 
success  from  an  operation.  Slight  opacity  of  the  lens  is  so  common 
in  choroidal  degenerations,  that  when  it  is  seen  in  adults  before  the 
age  at  which  senile  cataract  occurs,  suspicion  of  such  complication 
should  be  aroused. 

Disease  of  the  optic  nerve  and  of  the  retina  must  be  tested  sub- 
jectively. 

Cataract  alone  never  shuts  out  the  light.  An  amount  of  retinal 
discernment,  varying  according  to  the  density  of  the  cataract,  exists 
in  all  uncomplicated  cataractous  eyes  during  the  most  advanced 
states  of  the  disease. 

It  is  not  always  possible  to  say  with  certainty  whether,  in  a par- 
ticular case,  any  undue  faintness  of  the  perception  of  light  is  owing 
to  the  opacity  of  the  cataract,  or  to  a diseased  retina.  But  it  can 
generally  be  made  out.  Something,  such  as  a penknife,  or  the  finger, 
should  be  passed  between  the  patient’s  eye  and  the  light,  as  a test 
of  sight ; if  he  perceive  the  shadow,  the  retina  may  be  considered 
sound.  Unhealthiness  may  be  suspected  in  proportion  as  only 
larger  bodies  can  be  discerned.  An  operation  undertaken  when  the 
retina  evinces  decided  feebleness  must  ever  be  attended  with  doubt- 
ful lesults.  "W  ith  total  loss  of  power,  any  surgical  proceeding  is 
inadmissible. 

The  lamp-test  is  used  by  some  surgeons,  and,  although  not  generally 
required,  it  is  not  without  value.  A small  lamp,  that  is,  a lamp  with  a 
small  flame,  is  placed  in  a dark  room,  and,  according  to  the  distance 
at  which  the  flame  can  be  seen  by  the  patient,  is  the  integrity  of  the 
retina  judged  of.  A gas  flame  will  answer  well  enough,  and  it 
possesses  the  advantage  of  admitting  of  being  increased  or  reduced. 
Incomplete  cataract  will  allow  a longer  range-view  than  total,  and  soft 
total  cataract,  than  hard.  With  complete  soft  cataract,  a healthy  eye 
should  see  the  light  at  fifteen  feet  or  more.  Many  ways  of  varying- 
the  examination  will  suggest  themselves.  With  complete  hard 
cataract,  it  can  be  observed  from  ten  to  fifteen  feet.  With  disease 
of  the  retina  the  distance  is  decreased,  and  in  proportion  to  such 
i-  disease  is  the  space  shortened. 

The  volume  of  the  cataract  should  be  taken  into  account  in  this 

quantitative  trial,  as  with  absorption  of  the  cortex  the  lig-ht  is  less 
veiled.  ° 

Oapsulo-lentioular  cataract  darkens  the  eye  more  than  the  lenticular. 

An  opaque  capsule,  with  fluid  lens  degeneration,  darkens  the  eye 
the  most. 

It  is  said  that  loss  of  perception  of  a portion  of  the  retina,  arising 
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especially  from  detachment,  may  be  judged  of  by  moving  about  a 
lighted  candle  or  taper  near  the  eye,  in  different  directions,  and 
noting  that  position  in  which  it  is  the  best  seen.  The  least  per- 
ceptive part  declares  the  diseased  spot. 

The  arrest  of  development  of  some  of  the  internal  ocular  tissues , some- 
times present  with  congenital  cataract,  may  much  interfere  with  the 
sensitiveness  to  light.  So  often  is  there  an  imperfection  of  some 
other  part  of  the  eye,  that  such  deviation  from  health  should  be 
sought  for. 

The  chief  complications  that  have  been  met  with  are  these : 
Division  of  the  iris,  or  cleft.  Imperfect  development  of  all  of  the 
tissues  of  the  eyeball.  Absence  of  the  iris.  Conical  cornea.  The 
lens  not  fully  formed,  and  irregular  in  outline.  In  one  case  of 
supposed  deep-seated  opacity  of  the  lens,  an  opaque  substance  was 
found  from  which  passed  backwards  a fibrous  cord  through  the 
vitreous  body  to  the  retina,  and  was  there  attached.  It  enclosed 
blood-vessels.  The  preparation  is  in  the  Moorfields  Museum.  High 
near-sightedness.  Adhesion  of  the  iris  to  the  surface  of  the  cataract. 
Atrophic  changes  in  the  choroid  and  the  retina.  Partial  persistence 
of  the  pupillary  membrane.  Corneal  opacities. 

The  perception  of  colour  is  a deceptive  test.  A cataractous  person 
may  see  bright  colours,  and  shades  even  of  them,  when  his  retina  is 
so  diseased  that  there  is  not  any  useful  sight  after  his  cataract  is 
removed.  I have  noticed  this  many  times. 

Certain  conditions  of  the  globe  of  the  eye , indicative  of  pathological 
changes  in  the  posterior  parts,  go  so  far  towards  rendering  operations 
abortive,  that  their  detection  is  very  essential.  These  are  softness  or 
flaccidity,  and  the  opposite  state,  unnatural  hardness.  The  first 
is  due  to  deficient  quantity  of  the  vitreous  humour,  with  which  there 
is  associated  a diseased  retina,  and  commonly  detachment.  The 
second  arises  from  an  increase  of  the  humour,  with  a dissolved  state 
of  the  hyaloid  membrane. 

Tremulousness  of  the  iris  is  frequently  seen  in  connection  with  an 
unhealthy  condition  of  the  vitreous  humour,  and  it  is  sure  to  exist 
in  a marked  degree  if  the  humour  be  fluid  and  deficient.  But  it 
may  be  owing  to  another  cause,  as  I have  already  mentioned,  that  of 
reduced  volume  of  the  cataract,  by  which  the  iris  loses  support . In 
such  a case  the  shaking  is  but  slight. 

Unusual  vascularity  of  the  sclerotica,  with  discoloration,  especially 
if  the  vessels  that  emerge  from  it  near  the  cornea  in  the  ciliary 
region  are  large  and  tortuous,  is  a very  unfavourable  complication, 
because  it  indicates  a diseased  circulation  of  the  choroid,  and  a 
glaucomatous  tendency. 
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Tenderness  of  the  eyeball , especially  in  the  ciliary  region , in  con- 
nection with  vascularity , will  confirm  the  presence  of  internal  disease. 

As  cataract  is  often  the  result , the  common  and  last,  of  the  changes 
in  the  ocular  tissues  of  chronic  glaucoma , the  connection  of  the  two 
must  he  noticed.  Only  the  most  inexperienced  men  can  blunder  here. 
In  glaucoma,  with  all  the  usual  symptoms  well  marked,  the  eyeball  is 
hard,  and  not  elastic,  as  in  health.  The  sclerotic  coat  is  discoloured, 
with,  perhaps,  the  addition  of  dark  patches,  and  large  tortuous  dark- 
coloured  veins  emerge  from  the  ciliary  region,  that  is,  to  within  a 
short  distance  of  the  cornea.  The  enlargement  of  these  veins  denotes 
disturbance  of  the  intra-ocular  circulation.  The  cornea  loses  its  lustre, 
and  always,  more  or  less,  its  transparency ; looks  uneven  or  rough,  of 
a ground-glass-like  appearance.  The  iris  is  in  part  or  entirely  disco- 
loured, being  dark  and  convex,  apparently  in  contact  with  the  cornea. 
The  motionless  pupil  is  dilated,  perhaps  to  a degree  that  shows  only 
a mere  ring  of  iris,  and  it  may  be  round,  or  irregular,  frequently  it 
is  transversely  oval.  In  the  opaque  lens  striee  may  he  seen,  hut 
there  are  never  present  the  characteristics  of  uncomplicated  hard 
cataract ; nor  those  of  soft,  except  where  there  is  a breaking-down 
of  the  superficies,  or  actual  fluid  degeneration.  It  rather  presents 
hues  peculiar  to  this  general  invasion  of  disease.  A sea-green  state 
of  pupil,  which,  in  fact,  means  a green  lens,  is  so  commonly 
described  as  the  chief  feature  in  glaucoma,  that  surgeons  are  apt 
to  disregard  all  other  evidence  of  the  disorganization,  if  this  be 
wanting.  Any  actual  shade  of  green  is  really  very  rare.  The 
common  appearances,  which  cannot  be  well  expressed  in  words, 
are  best  represented  by  the  expressions  dirty-white,  dirty-yellow, 
copper-brown,  greenish- drab.  They  often  resemble  the  darker  shades 
that  are  seen  during  the  decline  of  a cutaneous  ecchymosis. 

If  it  were  possible  for  anything  more  to  be  wanting  to  confirm 
the  existence  of  glaucoma,  it  may  be  gathered  from  the  subjective 
symptoms ; flashes,  coruscations,  and  bright  colours  arise.  Intense 
pain  and  loss  of  sight  complete  the  catalogue.  Added  to  these,  the 
histoiy  of  a case  must  afford  the  fullest  conclusion ; for  whether 
' acute,  and  with  such  intensity  of  action  that  blindness  ensues  in  a 
\ few  days>  or  chronic,  that  weeks,  or  months,  or  years  are  required  to 
• extinguish  sight,  opacity  of  the  lens  is  the  last  result. 

There  are  inflammatory  complications  of  the  retina , and  of  the  optic 
jj  nen'ei  that  may  not  be  detected  except  by  certain  subjective  symptoms, 
as  flashes,  sparks,  shining  appearances,  as  reflections  from  bright 
metals,  bright  rings,  and  spectra  of  various  kinds.  I always  inquire 
< about  these,  and  if  it  be  said  that  there  is  anything  peculiar  in 
this  way  which  has  attracted  attention,  I know  that  there  is  disease 
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in  tlie  deep  parts  of  the  eye,  sufficient  in  all  probability  to  spoil  the 
organ. 

A caution  must  be  given  here  to  prevent  mistakes.  Crystals  of 
cholesterin  in  the  cataract  may  cause  somewhat  similar  effects  to 
those  of  morbid  sensations  of  stars  and  bright  specks. 

Muscce  alone  matter  nothing.  All  cataractous  patients  have  them, 
and  complain  much.  The  subject  has  been  already  noticed.  This 
has  long  induced  me  to  suspect  that  there  is  no  such  thing  as  purely 
uncomplicated  cataract ; no  such  thing  as  atrophy  of  the  lens  alone, 
while  the  rest  of  the  eye  is  perfect.  This  is  the  more  impressed 
on  me,  as  the  muscce  are  always  so  large  and  so  numerous. 

The  history  of  a case  should  be  carefully  inquired  into,  and  relied 
on  when  tests  are  insufficient  to  give  assurance  of  the  state  of  the 
eye. 

Without  proceeding  further  in  detail  respecting  symptoms,  it  may 
be  stated  that  any  deviation  whatever  from  what  would  be  con- 
sidered a state  of  health  in  any  of  the  textures  composing  the  globe 
of  the  eye,  except  the  lens,  is  a complication,  according  to  its  kind 
and  degree,  rendering  an  eye  more  or  less  unfit  for  any  operation. 

These  considerations  of  complications  would  be  imperfect , if  the 
alterations  in  the  nutrition  of  the  tissues  consequent  on  old  age  were 
forgotten.  The  eye  decays,  like  all  other  organs  and  parts,  and 
shrinks.  The  eye  of  a very  old  man  is  less  likely  to  resist  the 
effects  of  an  operation,  and  meet  the  repair,  than  that  of  a young 
one.  The  difference  in  loss  of  force  is  seen  in  many  diseases,  and 
still  more  in  the  healing  of  wounds.  Senile  degeneration  and  its 
disadvantages  must  be  remembered. 

It  would  be  imprudent  to  operate  on  an  eye  that  had  been  recently 
inflamed  from  any  cause.  A very  long  interval  should  be  allowed 
to  pass  after  the  last  trace  of  such  disturbance. 

Complications  of  cataract  with  extra-ocular  disease  which  interfere 
with  treatment. 

Success  will  seldom  be  obtained  from  extraction,  when  there  is 
chronic  inflammation  of  the  surrounding  parts,  or  chronic  eczema 
palpebrarum,  or  chronic  conjunctivitis,  or  chronic  inflammation  of 
the  lacrymal  sac.  Perhaps  it  is  that  these  interfere  with  the  nutri- 
tion of  the  lens. 

The  truth  of  this  was  forced  on  me  at  an  early  period  of  my 
career,  from  the  results  of  my  own  practice  and  from  watching  that 
of  others.  With  such  complications  I suspect  that  the  operation  for 
depression  is  better  suited.  These  may  interfere  somewhat,  too, 
with  the  operation  for  solution. 

Mechanical  changes  in  the  eyelids  from  accident  or  disease , that  in 
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any  way  into  fere  with  their  proper  motions , or  produce  irritation  of 
the  cornea,  may  be  a bar  to  successful  operating,  especially  when 
extraction  is  applied.  Entropium,  ectropium,  and  trichiasis  mostly 
offend.  Many  of  these  may  be  altogether  removed  by  preliminary 
measures. 

Decided  emaciation  of  the  body , with  a dry  and  harsh  skin , is  a con- 
dition very  unfavourable  for  the  operation  of  extraction.  The 
corneal  wound  is  unlikely  to  heal.  Such  patients  lose  much  of  the 
orbital  fat. 


THE  REMOVAL  OF  CATARACT.  GENERAL  CONSIDERATIONS. 

It  is  a cardinal  point  in  ophthalmic  surgery  not  to  operate  on  an  eye  for 
the  removal  of  cataract , so  long  as  it  may  be  rendered  available  for  ordinary 
purposes , by  optical  appliances,  or  otherwise. 

An  operation  ought  never  to  be  undertaken  in  anticipation  of 
blindness,  because  the  cataract  may  not  increase,  and  the  hard  variety 
is  often  very  slow  in  formation.  Years  may  pass  away  with  but  little 
progress. 

The  several  conditions  of  lenticular  cataract  require  different 
operations,  and  the  choice  of  any  one  should  rest  solely  on  the  cir- 
cumstances of  the  disease. 

The  hard  cataract  should  be  extracted,  that  is,  removed  from  the  eye, 
or  it  should  be  displaced  by  being  pressed  into  the  vitreous  humour. 
So  long,  therefore,  as  the  opaque  lens  is  yet  hard,  and  not  reduced  in 
density,  by  the  secondary  changes  of  atrophy,  it  would  be  imprudent 
to  attempt  to  make  it  disappear  by  absorption,  because  such  action 
would  be  very  slow,  and  during  the  tedious  process,  the  eye  is  parti- 
cularly liable  to  inflame,  and  so  be  thereby  damaged.  Besides,  par- 
ticles of  the  cataract  which  might  fall  into  either  the  anterior  or  the 
posterior  chamber,  would  most  likely  set  up  an  attack  of  inflammation 
and  endanger  the  eye.  The  failing  nutrition  of  the  eye  of  an  old 
person  renders  it  most  unfitted  to  bear  irritation  from  such  a source, 
for  while  it  causes  high  susceptibility,  it  destroys  power  of  resistance. 

Some  years  ago  I tried  with  the  utmost  care  to  effect  absorption 
in  patients  beyond  the  age  to  which  this  method  is  generally  restricted 
by  most  surgeons,  and  although  I did  get  some  good  effects,  the 
general  result  fell  far  below  that  from  extraction.  Now,  I always 
extract  when  there  is  any  visible  amber  change  in  the  cataract,  and 
also  when  the  lens  has  a whitish  surface,  the  result  of  the  secondary 
change,  if  the  age  of  the  patient  renders  it  likely  that  there  is  a 
hard  nucleus. 

3 D 
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Soft  cataract  should,  as  a rule,  he  allowed  to  remain  in  place. 
It  should  he  lacerated,  so  as  to  admit  of  the  process  of  absorption  or 
solution,  to  which  its  softer  texture  readily  yields;  for  with  this  simple 
operation,  the  natural  powers  are  quite  capable  of  causing  its  complete 
dissipation. 

Capsular  cataract  must  be  removed  from  the  eye,  or  be  cut  or  torn 
through  to  enable  it  to  contract. 

Preparation  of  a patient.  Operations  implicating  the  globe  of  the 
eye  demand  for  their  success,  so  far  as  the  body  of  the  individual  is 
concerned,  that  state  of  health  in  which  a wound  can  be  inflicted  on 
a delicate  and  sensitive  organ  with  the  greatest  impunity.  In  the 
operation  for  extraction,  unless  union  of  the  cornea  be  quickly  effected 
by  adhesion,  success  must  always  be  more  or  less  imperfect,  and 
destruction  of  the  organ  will  frequently  ensue.  Although  we  have 
no  means  by  which  to  test  this  bodily  state,  because  there  may  be 
power  enough  where  its  presence  is  doubted,  and  it  may  be  lacking 
in  those  who  are  apparently  in  good  health,  yet  certain  bodily  con- 
ditions can  be  pronounced  as  being  in  the  main  unfavourable.  Those 
persons  who  have  long  undergone  want  of  sufficient  food  give  the 
worst  results.  My  success  with  hospital  patients  never  equals  that 
in  private  life. 

A debilitated  constitution  requires  to  be  improved  to  the  highest 
standard  that  the  idiosyncrasy  of  the  person  will  allow. 

Plethora  should  always  be  avoided.  An  accustomed  eye  soon 
detects  the  habit  of  body  that  is  popularly  called  “ rude  health,”  ■ 
and  a person  exhibiting  it  in  a marked  degree  should  be  reduced  by 
regulation  of  diet,  exercise,  and  gentle  purgation  if  necessary, 
till  any  excess  disappears,  and  the  circulation  is  rendered  more 
natural. 

So  long  as  we  are  unable  to  say  where  health  ends,  and  disease 
begins,  and  to  make  a distinction  between  the  failing  of  the  living 
machine  from  decay  and  from  actual  disease,  a patient  should  be  left 
alone  unless  he  exhibit  some  decided  abnormal  constitutional  symp- 
toms, in  the  treatment  of  which  we  can  be  tolerably  sure  of  beneficial 
effect.  I do  nothing  for  the  great  majority  of  my  patients. 

Dr.  Jacob,  in  his  brochure  on  the  operation  for  cataract  with  the  fine 
needle,  makes  excellent  remarks,  which  are  not  less  practical  than 
original.  The  sense  of  them  is  this  : the  value  of  preparatory  and 
after-treatment,  as  part  of  the  surgeon’s  care  in  cataract  operations,  has 
been  fully  appreciated,  and,  in  practice,  amply  made  available;  but  the 
value  of  a respectful  consideration  of  all  the  functions  of  the  aninia 
economy  upon  which  health  depends  has  not  been  so  well  understooc . 
It  is  assumed,  lie  continues,  that  a patient  should  be  prepared  for  an 
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operation  by  taking  physic  and  abstaining  from  food  ; yet  a rational 
man,  acquainted  with  the  consecutive  operation  of  each  apparatus 
provided  for  the  growth,  repair,  and  preservation  of  the  living  being, 
may  well  doubt  the  correctness  of  such  a view.  The  universal  faith 
reposed  in  the  practice  of  giving  and  taking  physic  lias  led  prac- 
titioners not  only  to  place  too  much  reliance  on  that  resource,  but 
to  resort  to  it  sometimes  to  the  injury  of  the  patient.  In  preparing 
a patient  for  an  operation,  he  does  not  act  on  the  belief  that  empty 
bowels  are  essential  to  health,  or  that  what  are  called  fceces  should 
not  be  found  in  the  intestinal  canal;  on  the  contrary,  lie  proceeds  on  a 
conviction  totally  different.  If  a patient  be  in  good  health,  notwith- 
standing an  habitual  retention  of  the  contents  of  the  bowels  beyond 
the  usual  periods,  he  does  not  risk  an  interruption  of  health  by 
distui  bing  the  natural  functions  of  the  stomach  and  bowels,  and 
therefore  refrains  from  giving  physic.  But  if  not  in  good  health, 
he  endeavours  to  bring  him  into  that  condition  by  every  means  and 
resolutely  resists  every  attempt  to  induce  him  to  operate  until  lie  has 
accomplished  that  object.  Above  all  things,  he  thinks  that  the  state 
of  the  digestive  organs  should  be  fully  studied,  and  when  found 
defective,  if  possible  repaired.  He  believes  that  nothing  seems  to 
require  more  attention  than  the  condition  of  the  tongue  as  indicative 
of  the  state  of  the  stomach  and  bowels.  If  it  be  coated  with  dis- 
coloured adhesive  mucus,  the  functions  of  assimilation  and  nutrition 
are  probably  imperfectly  performed,  and  a resulting  tendency  to 
destructive  inflammation  from  local  injury  is  engendered.  He  adds 
in  conclusion,  it  is  usual  in  preparing  for  this  and  other  operations 
to  make  great  alterations  in  diet,  substituting  liquid  for  solid,  and 
vegetable  for  animal  aliments.  This,  however,  must  be  done' with 
caution,  leading  as  it  inevitably  does  to  disturbance  of  the  digestive 
function  and  interruption  of  the  assimilating  and  nutritive  processes, 
if  suddenly  or  exclusively  adopted.  Without  digestible  nutritious 
food,  good  chyle  and  blood  cannot  be  produced,  and  without  good 
blood,  local  injuries  are  liable  to  suffer  from  destructive  inflamma- 
tion. I endorse  all  this. 

The  whitish  and  rather  coated  tongue  of  the  aged  should  not  be 
mistaken  for  a symptom  of  unhealthiness.  In  them  this  organ  is  not 
80  ready  an  index  of  the  state  of  health  as  in  early  years  ; attention 
Should  therefore  be  paid  to  the  urine,  the  deposition  of  uric  acid  or 
of  the  urate  of  ammonia,  being  a sure  indication  of  dyspepsia’  or 
excess  of  mtrogenized  food,  or  of  fever;  and  that  of  phosphate 
o ime  or  the  triple  phosphate,  of  the  opposite  states  of  pros- 
tration  and  nervous  depression.  Yet  an  operation  should  not  bo 
undertaken  with  a decidedly  loaded  tongue.  The  abdominal  ovacu- 
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ation  should,  with  the  least  apparent  necessity,  be  examined  for 
evidence  of  the  hepatic  state,  and  for  information  respecting  the 
digestion  of  food,  particularly  in  those  past  the  meridian  of  life, 
because  it  is  then  that  these  functions  are  mostly  at  fault,  and  all 
kinds  of  operations  less  successful.  In  the  majority  of  persons  far 
advanced  in  years,  who  have  passed  through  operations  under  my 
hands,  it  has  been  necessary  to  give  tonics  and  extra  stimulants. 
Towards  the  limit  of  the  natural  term  of  life  we  should  not,  without 
ample  necessity,  cut  off  the  accustomed  amount  of  daily  nourishment 
or  the  usual  alcoholic  drinks.  These  remarks  apply  more  particularly 
to  hospital  patients. 

My  immediate  preparation  of  a patient  is  never  more  than  the 
administration  of  some  mild  laxative  the  day  before  operating,  solely 
that  the  necessary  quiet  after  the  operation  may  not  be  disturbed  for 
a day  or  two,  by  the  natural  action  of  the  bowels,  and  that  any  like- 
lihood of  straining  at  stool  may  be  avoided. 

Some  general  conditions  contra-indicate  operating.  The  presence  of 
active  specific  inflammation,  as  the  strumous,  gouty,  syphilitic,  or 
rheumatic,  in  any  part  of  the  body,  would  contra-indicate  an  operation. 
So  also  may  be  said  of  pregnancy.  Some  surgeons  avoid  the  period 
of  menstruation. 

Organic  disease  in  the  chest  is  not  necessarily  an  impediment  to 
operating.  I saw  extraction  done  on  the  eye  of  a female  fifty-seven 
years  old,  who  had  valvular  disease  of  the  heart,  ascites,  and 
anasarca.  The  operation  was  quite  successful,  and  the  patient 
returned  home  on  the  eleventh  day  after  its  performance.  Her  heart 
had  been  diseased  for  five  years.  I have  operated  several  times  suc- 
cessfully when  the  heart  has  been  diseased,  and  in  the  early  stage  of 
phthisis. 

Kidney  disease  renders  a person  most  unfavourable  for  an  operation. 

Atheromatous  arteries  interfere  with  primary  union  of  the  cornea 
after  extraction. 

While  unquestionably  the  residt  of  an  operation  of  any  kind  will 
much  turn  on  the  state  of  the  patient’s  health,  that  for  solution  may 
be  undertaken  and  success  secured,  when  that  for  extraction  is 
scarcely  admissible,  and  unfortunately  the  latter  is  most  required 
when  the  complications  are  most  likely  to  exist,  namely,  in  old  age. 
Chronic  bronchitis  and  asthma  interfere,  I believe,  more  from  their 
general  effect  than  from  any  mechanical  disturbance  to  the  eye  from 
the  cough,  although,  if  this  be  violent,  it  will  prevent  the  healing  in 

the  right  way.  _ , 

As  we  cannot  select  or  reject  our  patients  according  to  the  absenc 
or  the  presence  of  complications,  we  should  never  operate  under  dis- 
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advantageous  circumstances,  without  making  the  drawbacks  known 
to  them  or  to  their  friends. 

Advanced  age  is  not  in  itself  an  objection  to  ojierating  if  nothing 
else  forbid.  rl  he  best  attainable  results  have  followed  extraction  after 
ninety,  in  the  hands  of  Sir  W.  Lawrence.  The  late  Mr.  Scott  did 
the  same  operation  on  a female  between  ninety  and  a hundred.  I 
ha^  e several  times  performed  it  to  my  complete  satisfaction  after  the 
eightieth  year,  and  once  as  late  as  the  eighty-sixth.  Two  cases  of 
success  are  recorded  after  the  patients  have  turned  100  years  each. 
Of  course  after  the  seventieth  year  a person  is  less  favourable  for  the 
01  deal  of  extraction,  from  a variety  of  circumstances,  and  from  con- 
tingencies inseparable  from  long  life. 

If  hen  only  one  eye  is  blind  from  cataract , whether  an  operation  should 
be  performed  on  that  eye , is  a question  about  which  there  is  difference 
of  opinion. 

A person  with  one  eye  labours  of  course  under  disadvantages,  the 
greatest  of  which  is  the  narrowing  of  the  field  of  vision  laterally  ; 
he  is  blind  on  one  side. 

The  removal  of  the  cataract  is  not  demanded  on  the  score  of  the 
retina  losing  its  function,  because  it  is  veiled.  The  retina  never 
becomes  diseased  from  the  eclipse.  This  has  been  proved. 

The  age  of  the  individual  assists  much  in  determining  the  course 
to  be  pursued. 

In  early  life  the  appearance  of  cataract  in  one  eye  may  materially 
affect  a person’s  prospects.  It  is  at  this  time,  too,  that  a cataract  is 
more  visible  from  its  nature,  being  soft.  Now  also  the  operation  which 
is  applicable,  that  for  solution,  is  almost  sure  to  succeed. 

Late  in  life  the  prospects  of  an  individual,  social  and  otherwise, 
are  quite  altered,  and  personal  appearance  is  not  then  of  so  much 
value,  and  the  suitable  operation,  that  of  extraction,  is  not  so  certain. 

On  many  points,  therefore,  an  operation  is  more  admissible  in  a youno- 
person.  J ° 

The  advantages  at  any  period  of  life,  notwithstanding  the  imperfect 
image  on  the  retina  of  the  lensless  eye  from  the  circles  of  dispersion,  are 
enlargement  of  the  visual  field,  and  as  the  eyes  act  together  in  bin- 
ocular vision,  increase  in  the  intensity  of  optical  impressions  and  better 
appreciation  of  the  dimensions  of  bodies  and  of  distance.  I beg  to  refer 
my  reader  to  what  I have  said  on  binocular  and  monocular  vision. 

Neither  practically  nor  theoretically  is  there  any  disadvantage  in 
operating.  In  every  instance  in  which  I have  removed  the  cataract, 
both  m young  persons  and  in  those  of  middle  life,  I have  received 
the  distinct  assurance  that  much  advantage  was  obtained,  and  all 
were  pleased  at  having  submitted  to  the  treatment. 
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Several  times  X liave  endeavoured  to  unite  tire  foci  of  the  eyes,  for 
distant  and  for  near  vision,  so  as  to  give  a common  distinct  perception, 
by  means  of  convex  glasses,  but  X have  been  unable  to  affect  it  satis- 
factorily, on  account  of  the  inequality  of  tlie  images,  and  the  loss  of 
accommodation  in  the  one  eye. 

The  rule  therefore  which  I follow  is  this : in  early  life  I advise  an 
operation,  and  in  late  life  I state  the  particulars  to  my  patient,  and 
ask  him  to  decide. 

When  one  eye  is  blind  with  cataract , and  the  other  so  far  affected  with 
cataract  as  materially  to  impair  sight , there  can  be  no  question  in  the  ab- 
stract, about  the  propriety  of  operating  on  that  which  is  fully  cataractous. 
There  is  no  solid  reason  why  a person  should  be  allowed  to  become 
quite  blind  in  both  eyes  before  sight  is  restored  to  the  one.  Much 
inconvenience  is  prevented  by  operating  on  the  one  eye  before  the 
other  is  quite  obscured. 

When  both  eyes  are  equally  affected  with  blindness  from  cataract , only 
one  at  a time  should  be  operated  on  for  extraction,  and  the  first  should  be 
allowed  to  recover  before  the  other  is  touched.  There  is  thereby  less 
shock  to  the  system.  Besides,  if  at  a first  operation  there  should 
appear  any  constitutional  peculiarity  of  bad  tendency,  it  migi 
be  removed,  or  in  some  measure  reduced,  before  a second  is  under- 


When  the  double  operation  is  done,  inflammatory  effects  on  the 
system  from  one  eye  unfortunately  going  wrong,  might  be  the  means 

of  spoiling  the  healing  process  in  the  other. 

Both  eyes  may  be  operated  on  at  the  same  time  for  solution. 

The  operation  for  extraction  should  be  done  at  a certain  stage  of  ie 
cataract.  It  is  possible  to  perform  it  too  early,  or  too  late. 

When  the  lens  is  not  entirely  pervaded  by  atrophy,  and  the  cir- 
cumference has  not  undergone  such  change,  it  will  not  quit  the 
capsule  readily,  and  an  easy  escape  is  an  important  element  m the 
success  of  the  operation.  Besides,  while  there  remains  any  surface 
lens  tissue  unaltered,  much  of  it,  or  all  of  it,  is  tolerably  sure  to  e 
left  in  the  capsule,  and  some  may  remain  in  the  chambers  of  the  eye, 
in  either  case  irritation  is  produced,  and  there  may  be  some  inflam- 
mation, Therefore,  a cataract  should  be  matured  before  an  attemp 

is  made  to  extract  it.  ,,  j • • 

Some  surgeons  have  adopted  the  process  of  what  they  call  antic  - 

paring  the  cataract  by  pricking  it  with  a needle,  so  as  to  render  t 
. iiv  onaciue.  This  is  to  be  condemned;  injurious  mflammatio 
U Zd  the  eye  is  always  rendered  less  fitted  for  the  extraction,  as 

• »«•  • - s ”•» 

a wound  more  than  that  which  has  atrophied.  Again,  if 
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witli  file  view  of  getting  tlie  cataract  to  quit  tlie  capsule  easier,  it  is 
useless,  for  there  is  not  that  softening  at  the  surface  which  is  so 
characteristic  of  the  natural  atrophy. 

W hen  the  lens  has  undergone  the  secondary  change  or  late  atrophy, 
in  wliich  calcareous  deposits  have  formed  on  the  surface  and  on  the 
inside  ot  the  capsule,  and  so  have  thickened  it,  the  case  is  less 
^av durable  lor  extraction,  because  not  only  does  the  capsule  not  tear 
"w  ell  v lion  it  is  scratched  with  the  curette,  and  allow  of  the  easy 
escape  ol  the  cataract,  but  the  calcareous  deposits  are  more  or  less 
retained,  and  accordingly  obscure  the  pupil. 

The  ope)  at  ion  for  solution  should  not  he  undent  (then  until  the  cataract  is 
thoroughly  mature,  because  any  healthy  lens  tissue  that  is  rendered 
opaque  by  the  operation,  and  exposed  to  the  aqueous  humour,  in- 
variably swells  very  much  more  than  that  which  is  cataractous,’  and 
tin  usts  the  capsule  against  the  iris,  producing  adhesions  between 
the  two,  and  may  besides  cause  injurious  effects  to  the  eye  from  the 
pressure.  At  the  same  time  the  operation  should  not  be  delayed  till 
secondary  degeneration  is  far  advanced,  because  then  the  capsule  is 

, ^ * in  the  manner  above  described,  and 

therefore  trouble  may  arise  from  thickened  capsule  being  in  the 
pupil. 


A surgeon  should  he  cautious,  even  under  the  most  favourable  circum- 
stances, never  to  overrate  the  chances  of  success  of  any  operation  for 
cataract,  nor  to  allow  it  to  be  thought  that  any  is  infallible.  Above 
all,  when  there  is  the  slighest  indication  which  might  render  the 
result  questionable,  or  imperfect,  owing  to  individual  peculiarity 
or  constitutional  taint,  hereditary  or  acquired,  it  is  right,  as  regards 
the  patient,  and  a safe  provision  for  himself,  that  all  the  particulars 
for  and  against  operating  should  be  clearly  and  intelligibly  told 
without  the  least  dissimulation. 

H(‘^on  °J  the  ypar  most  fitted  for  operating  has  occupied  attention. 
With  reference  to  needle  operations,  I suspect  it  matters  not ; nor 
perhaps,  is  any  operation  in  our  climate  influenced  by  the  mere 
degree  of  temperature,  which  is  rarely  in  either  extreme.  In 
extracting  m cold  weather  the  room  to  which  the  patient  is  confined 
s ould  be  kept  at  a uniform  temperature,  not  lower  than  60°  Fahren- 
heit for.  the  . first  few  days.  Many  very  excellent  surgeons  never 
extract  in  winter  and  Mr.  Tyrrell  thought  the  best  time  for  that 

3 if°ni  t a6  ^ ^ Mardl  and  0ctober'  Where  a choice  is 

1 e ’ . H *ou  ’ ,ls  a lll^e>  Prefor  that  period,  because  regular 
» rC‘1f  1,n01’  t0  tlle  operation,  is  less  likely  to  be  interfered  with, 
m e giea  ei  certainty  of  settled  weather,  while,  after  tlie  operation, 
e apartment  can  be  better  ventilated,  and  the  patient  will  be  able 
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sooner  to  take  out-door  exercise,  and  recover  liis  lost  strength  and 
spirits,  the  consequence  of  anxiety  and  confinement.  At  this  time, 
therefore,  convalescence  is  less  likely  to  he  protracted.  Again,  when 
the  state  of  the  eye  is  such  as  to  render  the  success  of  the  operation 
somewhat  doubtful,  I should  prefer  summer  weather. 
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Fig.  241. 


Fig.  242. 


Fig.  243. 


Cataract  knife . Beer’s  triangular  knife,  more  or  less  modified,  has 
obtained  general  approbation.  The  form  Fig. 
241  I employed  for  several  years,  but  I found 
the  breadth  too  great.  I altered  it  to  ten-twelfths 
of  an  inch  by  seven-twentieths,  and 
I yet  use  this  for  a sunken  eye,  or 
where  the  eyeball  cannot  be  well  ex- 
posed. But  I prefer  the  original 
Beer’s,  Fig.  242,  whenever  it  is  appli- 
cable. If  the  angle  of  the  blade  be 
much  increased,  the  cornea  is  less 
easily  punctured,  the  aqueous  humour 
is  apt  to  escape  prematurely,  and  the 
iris  to  fall  on  the  knife  edge. 

The  edges  of  these  knife-blades  are 
straight.  It  is  demonstrable  that  a 
perfectly  regularly  formed  section  of 
the  cornea  is  easier  accomplished  by  a slightly 
convex  edge.  The  advantage  rests  on  the  facility 
of  cutting  out  the  last  tag  or  portion  of  the 
cornea. 

The  thickness  of  the  knife  should  be  nicely 
regulated.  There  ought  to  be  a slight  increase 
from  the  point,  which  should  be  stiff,  to  the 
shoulder.  The  back  should  neither  be  square  nor 
obtusely  rounded,  but  rolled  off  gradually  from 
the  middle  of  the  blade  to  an  edge  sufficiently 
thin  without  being  sharp. 

Curette  and  carved  needle,  Fig.  243.  Both  of 
the  extremities  of  this  instrument  are  consider- 
ably modified  from  the  usual  forms.  The  spoon- 
like silver  end  peculiarly  suits  the  purposes 
demanded  of  it,  to  remove  fragments  of  cata- 
“ racts.  Other  forms  of  the  spoon  are  made  ; one 
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of  them,  known  as  Schuft’s,  is  more  applicable  for  extricating  a 
dislocated  cataract.  It  is  generally  made  as  a separate  instrument, 
without  the  needle  end.  The  needle  is  curved  only  as  much  as  is 
actually  required,  lor  the  less  the  deviation  from  a straight  line  the 
greater  is  the  facility  in  using  it,  and  the  less  risk  is  there  of 
injurious  contact  with  the  iris  or  the  cornea.  A side  view  cannot,  of 
course,  com  ey  an  idea  of  the  breadth,  which  is  nearly  that  of  the 
stem  v ithin  a short  distance  ol  the  point.  The  very  extremity  only 
is  sharp.  It  is  better  to  have  a needle  point  than  a scarificator, 


Fig.  246. 


flat  and  set  at  a right  angle,  because  the  former 
acts  in  whichever  direction  it  may  be  applied, 
whereas  the  latter  can  be  used  only  in  one 
direction. 

Guarded  curette , Fig.  245.  I had  this  made 
many  years  ago.  The  point  is  concealed  by  a 
little  guard,  so  that  it  can  be  carried  with  ease  and 
safety  to  the  acquired  spot,  and  bared  by  pressure 
on  the  trigger  in  the  handle.  By  remission  of 
the  pressure  the  guard  returns  to  its  place. 

The  larger  figure  shows  the  instrument  shut ; 
the  lesser,  a little  open.  It  is  suited  for  be- 
ginners. 


Secondary  knife.  I give  the  preference  to  one 
of  the  form  Fig.  244.  The  point  is  rounded 
and  blunt.  A straight  blade  requires  less  force 
m using  than  a convex  or  concave  one  ; more- 
over, it  is  capable  of  receiving  a keener  edge,  and 
these  are  advantages  of  higher  importance  here, 
because  the  occasion  which  calls  for  the  secondary 
knife  offers  peculiar  difficulties,  owing  to  the 
flaccidity  of  the  eye,  the  impracticabilty  under 
the  circumstances  of  applying  enough  pressure  to 
keep  it  quite  steady,  and  the  necessity  of  cutting 
in  a certain  direction  under  unusually  limited 
restrictions. 

1 e i 8h?rp  hook;  This>  FiS-  246> is  commonly  called 
6118  fi°  ' s^arP)  yet  the  hook  itself  ought  not  to 

veiy  ne,  or  a very  delicate  extremity  would  not  be  sufficiently 
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retained  by  the  displaced  cataract,  and  would  be  more  apt  to 
become  entangled  in  the  parts  over  which  it  passes,  or  with  which 
it  comes  in  contact,  and  to  scratch  or  otherwise  injure  them.  It  is 
an  instrument  very  seldom  needed,  especially  by  a good  operator. 

Operation  for  extraction  by  a crescentic  corneal  cut.  This  is  the 
operation  which  is  the  most  suited  for  the  removal  of  a hard 
cataract.  By  it  alone  can  the  best  results  be  obtained,  and,  as  I 
believe,  the  highest  average  of  success.  It  is  preferable  to  all  j 
methods  of  extraction,  whether  in  the  hands  of  the  inexperienced, 
or  in  those  of  the  most  skilful. 

Extraction  is  frequently  referred  to  as  one  of  the  most  difficult 
operations  in  ophthalmic  surgery.  While  I fully  admit  that  for  | 
accurate  execution  great  nicety  and  practice  are  needed,  I do  not 
hesitate  to  say  that  its  difficulties  are  greatly  exaggerated.  Every 
step  of  the  operation  requires  to  be  well  done,  or  failure  ensues.  All 
must  be  exact. 

The  pupil  should  be  always  dilated , because  more  room  is  then  given 
for  the  laceration  of  the  capsule.  Some  of  the  dilatation  is  lost 
when  the  aqueous  humour  escapes,  but  some  remains.  The  dilata- 
tion may  have  some  effect  in  keeping  the  iris  out  of  the  way  of  the 
knife.  It,  too,  will  always  discover  the  existence  of  any  adhesion 
between  the  iris  and  the  capsule  of  the  opaque  lens,  and  disclose 
that  state  of  the  iris,  apart  from  adhesion  and  inflammatory  disease,  ' 
whereby  the  pupil  will  not  expand  much,  and  which  is  an  obstacle 
to  the  escape  of  the  cataract. 

A patient  should  always  lie  down  at  full  length  on  his  bach,  with  his 
head  alone  a little  raised.  lie  can  be  steady  only  in  this  position. 

It  matters  not  whether  the  operator  sits  or  stands,  so  long  as  he 
has  sufficient  command  over  his  work. 

The  importance  of  a properly  regulated  light  is  evident.  An  operator 
will,  of  course,  choose  that  which,  according  to  the  arrangement  of 
the  room,  suits  best.  In  private  practice,  he  should  ascertain  this 
by  trial  with  his  assistant. 

All  the  principal  articles  of  clothing  should  be  taken  off,  the  patient 
prepared  to  go  to  bed,  and  a morning  gown  put  on,  to  prevent  the 
inconvenience  of  undressing  afterwards. 

I divide  the  cornea  in  the  upper  part,  preferring  that  section,  as 
it  possesses  many  advantages  over  the  lower,  such  as  the  greater 
certainty  in  making  it  effectually,  and  the  less  likelihood  of  the 
flap  being  interfered  with  by  the  eyelid.  Should  the  iris  prolapse,  it 
will  be  less  irritated  in  this  situation,  and  an  upward  position  is 
always  the  best  acquired  marginal  one  for  a pupil.  Any  cicatrix 
is  also  better  hidden. 
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It  is  better  to  stand  behind  the  patient  in  eve)'//  instance , as  it  gives 
I much  greater  command  over  the  globe  of  the  eye.  But  when  the 
I left  eye  is  to  be  treated,  if  want  of  practice  or  deficiency  of  con- 
Jfidence  disqualify  the  left  hand,  the  operator  must  stand  in  front  of 

■ him,  and  submit  to  the  great  disadvantage  of  resigning  to  another, 
lids  assistant,  what  he  ought  to  do  himself,  two  most  important  acts, 

■ the  retracting  of  the  upper  eyelid,  and  the  steadying  of  the  eyeball, 
I while  he  uses  the  knife  in  the  direction  he  prefers,  upwards  or 
I downwards. 

I always  grease  my  knife  with  olive  oil,  because  it  prevents  the 

■ corneal  flap  from  sticking'  to  it,  no  slight  advantage. 

Actual  operation.  Upper  section,  right  eye.  The  preliminaries 
I having  been  arranged,  an  assistant  gently  draws  down  the  lower 

■ eyelid,  resting  his  finger  on  the  malar  bone,  so  that  the  eyeball  be 
I not  pressed. 

The  operator  stands  behind  the  patient’s  head,  which  is,  of  coxu’se, 
I at  a convenient  height,  places  his  left  hand  on  the  forehead,  with 

■ his  forefinger  elevates  the  upper  eyelid,  locks  it  under  the  edge  of 

Fio.  247. 


the  orbit,  and  with  the  tip  of  it  presses  gently  against  the  eyeball 
to  prevent  any  upward  motion,  and  with  his  ndddle  finger  presses 
on  the  inner  side  of  the  eyeball,  to  counteract  any  movements  in 
an  inward  direction,  as  in  Fig.  247. 

Neither  finger  should  encroach  on  the  cornea,  but  be  kept  away 
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as  far  as  possible.  Undue  pressure  may  thrust  the  iris  forwards, 
lie  rests  his  other  hand  against  the  side  of  the  face,  holds  the  knife 
lightly  and  unrestrained,  enters  it  on  the  equator  of  the  cornea 
about  the  twentieth  of  an  inch  anterior  to  the  sclerotica,  passes  it 
rapidly  through  the  anterior  chamber  parallel  to  the  edge  of  the 
sclerotica,  and  carries  the  point  out  on  the  inner  side  at  a spot 
as  nearly  as  possible  opposite  to  that  of  entrance,  lie  thrusts  the 
knife  slowly  along  with  the  same  continued  movement,  and  takes 


Fig.  248. 


care  so  to  direct  the  edge  in  its  entire  course  that  it  shall  pass 
parallel  to  the  sclerotica.  As  the  incision  advances,  he  remits  the 
pressure  on  the  eyeball  with  his  fingers,  and  discontinues  before 
it  is  finished,  prior  to  which  also  the  assistant  relaxes  his  hold. 
To  prevent  a jerk  when  finishing,  he  proceeds  slowly,  and  allows 
the  aqueous  humour  to  escape  by  a slight  twist  of  the  knife,  or 
the  least  withdrawal  of  it ; places  the  end  of  the  finger,  or  the  back 
of  the  nail,  against  the  remaining  tag  of  the  cornea  as  a rest  or 
support,  and  completes  the  cut  by  a sawing  motion,  and  at  the  same 
time  turns  the  edge  of  the  knife  a little  forwards.  If  the  patient  be 
sensible,  he  lets  the  eyelid  fall,  and  subsequently  to  a brief  repose 
he  raises  it  sufficiently  to  expose  the  cornea,  tells  the  patient  to 
look  towards  his  feet  so  that  the  eyeball  may  be  directed  downwards, 
introduces  the  curved  needle  beneath  the  corneal  flap,  and  lacerates 
the  capsule  very  freely  in  several  directions  across  the  entire  area 
of  the  pupil.  If  the  patient  be  insensible,  he  proceeds  with  the 
operation  as  is  most  convenient  on  the  occasion.  lie  nowr  810118 
the  cataract  by  pressing  on  the  eyeball  above,  through  the  medium 
of  the  eyelid  a little  raised,  with  the  finger,  used  as  a vedge 
between  it  and  the  orbit,  and  below  with  the  cm’ette,  thioug 
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the  medium  of  the  lower  eyelid,  increases  the  pressure,  and  alter- 
nates it  at  these  points  till  opening  of  the  lips  of  the  cornea  by 
the  bulging  of . the  iris  indicates  that  the  cataract  has  left  its 
position,  as  in  Fig.  248,  steadily  continues  till  it  has  passed  the  pupil, 
and  has  -fairly  protruded  externally,  when  the  elasticity  of  the 
cornea  will  suffice  for  the  expulsion.  If  the  cataract  should  stop 

at  such  a position,  and  not  readily  pass  out,  it  should  be  picked  out 
with  the  needle. 

The  pressure  may  be  made  above  on  the  eyeball,  with  the  finder 
between  the  eyeball  and  the  eyelid,  and  below  in  the  corresponding 
position  with  the  curette.  ° 

Any  soft  portion  of  the  cataract  which  may  be  left  between  the 
edges  of  the  cornea  should  be  moved  with  the  curette  Anv 
remaining  in  the  pupil  should  be  left,  because  any  attempt  at 
clearance  will  nsh  the  blurting  of  the  hyaloid  membrane.  The 
operation  is  now  over. 

The  Fig.  249  shows  the  course  the  knife  should  take.  If  the  cut 
be  nearer  to  the  sclerotica,  there  is  not  enough  support 
left  for  the  iris,  and  it  is  apt  to  prolapse.  If  it  be  more 
anterior,  there  will  scarcely  be  room  enough  for  a 
full-sized  cataract  to  escape.  When  a small  cataract 
one  reduced  by  absorption  of  its  cortical  portion,  is  to 
be  extracted,  and  a smaller  section  will  suffice,  the  cut 
,j  may  then  be  made  more  anterior.  I am  sure  that  better  results  will 
be  obtained  m proportion  as  the  extraction  is  effected  at  a greater 
1 distance  from  the  sclerotica.  There  must  be  a limit  to  this  lest  the 
i scar  should  fall  over  the  pupil.  ’ 

! detri“  Itai™4  8 sight  ougIlt  110t  to  be  tested-  Tbe  act  may  be 

the  dh6wthe-pati!nt  iS  in8ensiHe>  the  eyelids  may  be  retracted  by 

fin  a perfectly  satisfactcry  extraction,  the  posterior  capsule,  which 
o v bulges,  and  is  m all  probability  transparent,  forms  the  boundary 

jfumotT  Chamber’and  separates  the  aqueous  from  the  vitreous 

! • If  the  eataract  be  undergoing  softening  throughout,  it  may  fall  in 
-ueces  while  passing  through  the  corneal  section,  and  some  of  the 

>e 1U  th°  ;ri0r  °hamber-  The  curette  should 
IXtion  o7  be  T u°f  theS°  that  in‘erfere  with  the 

lietwcen  the  i ; c01neal  ,1:il’>  and  perliaps  some  which  may  lie 
1 afelv  be  1 ft  F1 ] an<<  H coruea>  hut  any  that  occupy  the  pupil  may 

j ately  be  left  alone  to  the  process  of  absorption. 
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If  tlio  circumference  or  soft  part  merely  of  a cataract  remain 
behind,  it  should  be  left  untouched,  unless  any  portion  occupy 
the  incision  of  the  cornea,  for  it  is  rapidly  absorbed. 

Sometimes  the  capsule  of  the  lens  occupies  the  pupil,  or  in  some 
other  way  intrudes  itself  on  our  notice.  It  is  dangerous  to  meddle 
with  it,  lest  the  hyaloid  membrane  be  ruptured,  and  vitreous 
humour  flow  out.  Unless  a portion  of  it  should  be  in  the  corneal 
wound,  there  should  be  no  attempt  at  removal. 

The  iris  does  not  always  recover  itself  and  contract  after  the 
escape  of  the  cataract,  but  may  prolapse  and  be  unmanageable. 
If  after  gently  touching  the  eyeball  a few  times,  or  rubbing  it 
through  the  closed  eyelids,  waiting  a little,  and  again  repeating  the » 
rubbing,  the  prolapsed  portion  do  not  return,  the  guarded  curette, , 
or  any  appropriate  appliance,  must  be  called  to  our  aid  to  replace  it. 
But  this  demands  the  most  gentle  manipulation,  without  which 
the  hyaloid  membrane  will  be  ruptured.  One  attempt  only  should 
be  made.  There  is  always  a chance  of  spontaneous  return  after  all 
efforts  have  failed.  But  the  complication  is  a serious  one,  and  I 
think  that  the  protruded  piece  had  better  be  excised,  whereby  the 
adaptation  of  the  edges  of  the  cornea  is  ensured. 

Adjustment  of  the  flap  of  the  cornea  is  the  last  particular  of  the 
operation  requiring  attention.  In  every  instance  it  should  be  ascer- 
tained that  there  is  adaptation  and  no  eversion.  With  a prominent 
eye  the  eyelid  may  displace  it,  turning  it  down.  Should  it  be 
turned  down,  instead  of  attempting  replacement  with  the  curette, 
which  is  always  troublesome  and  not  devoid  of  risk,  the  eye  should 
be  opened,  the  cilia  taken  hold  of,  and  the  eyelid  raised,  perhaps 
sometimes  with  the  forceps,  and  lifted  over. 

Inversion  of  the  flap,  which,  it  is  said,  may  occur,  would  certainly 
require  the  curette,  or  some  blunt  instrument,  to  restore  it. 

The  cutting  of  the  cornea  should  not  be  commenced  till  the  eye- 
ball is  straight.  When  chloroform  is  used,  it  may  be  necessary  for 
the  assistant  to  pull  the  eyeball  into  the  proper  position  with  a 
pair  of  broad-bladed  forceps.  As  the  conjunctiva  of  an  old  person 
is  rotten  and  tears  readily,  the  sub-conjunctival  tissue  as  well  should 
be  pinched  up.  The  eyeball  should  not  be  pressed  on  during 
this  act. 

When  the  patient  is  not  under  chloroform,  the  eyeball  cannot 
always  be  kept  motionless  without  an  injurious  amount  of  pressure, 
but  may  roll  a little  during  the  introduction  of  the  knife,  and  its 
passage  through  the  chamber.  Great  nicety  is  required  to  adapt 
the  hand  to  such  movement,  and  without  it  a proper  counter- 
puncture cannot  bo  made.  After  the  cornea  is  transfixed,  the 
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eyeball  is  under  the  operator’s  control,  and  may  then  bo  correctly 
placed  it  it  have  deviated  out  of  the  proper  position.  ■Some  surgeons 
have  the  eyeball  held  with  forceps  from  the  commencement. 

It  matters  not  it  the  point  of  the  knife  be  entered  higher  or  lower 
than  the  median  line  ol  the  cornea,  provided  that  the  counter-puncture 
correspond  to  it  in  a semicircle. 

It  is  a very  common  error  for  the  operator  to  hold  his  knife  in 
such  a position  that  the  cutting  edge,  instead  of  the  back,  is  in  a 
line  with  the  transverse  diameter  of  the  cornea,  and  which  causes 
the  instrument  to  take  a wrong  course,  not  including  a sufficient 
portion  of  the  cornea. 

Some  sm'geons  enter  the  knife  in  a vertical  direction,  and  then 
change  the  position.  This  is  wrong,  as  the  twist  of  the  lips  of 
the  wound,  which  must  ensue,  is  apt  to  cause  the  aqueous  fluid 
to  escape. 

Considerations  of  the  several  acts  of  extraction  in  detail , together 
with  contingencies. 

A complication  may  arise  by  the  iris  falling  in  the  way  of  the  lmife. 
This  may  be  produced  by  the  premature  escape  of  the  aqueous 
humour,  from  undue  pressure  on  the  eyeball,  from  not  making  a 
continuous  onward  movement  with  the  knife,  by  which  it  is  kept 
adapted  to  the  incision,  or  from  what,  in  fact,  amounts  to  the  same 
thing,  twisting  it  or  using  it  in  some  improper  manner,  and  causing 
the  edges  of  the  wound  to  gape. 

If  the  aqueous  humour  escape  prior  to  the  counter-puncture,  the 
knife  should  be  withdrawn,  and  the  operation  delayed.  If  when 
the  cornea  be  nearly  divided  a considerable  portion  of  the  ills  be 
in  the  way,  the  instrument  should  be  taken  out,  and  the  section 
completed  with  the  secondary  knife,  the  blade  of  which  must  be 
introduced  under  the  remaining  uncut  part  of  the  cornea,  and  used 
in  the  most  convenient  direction.  The  only  exception  may  perhaps 
be  m the  case  of  a beginner,  for  when  a man  is  quite  untutored  in 
extracting,  the  eye  will  probably  suffer  less  violence  from  a wounded 
ir^  than  from  the  use  of  the  secondary  knife.  Therefore,  in  inex- 
perienced hands,  the  incision  had  better  be  completed,  regardless  of 
the  amount  of  iris  that  may  be  cut  off.  If  only  a small  bit  of  the 

pupillary  margin  should  get  on  the  knife,  it  should  be  disregarded 
and  shaved  off. 

. ^ien  the  iris  is  wounded,  it  almost  always  adheres  to  the  cornea 
m a manner  which  interferes  with  the  healing  of  the  corneal 
wound,  and  the  pupil  is  enlarged  and  necessarily  displaced.  A 
shallow  anterior  chamber,  and  a contracted  pupil,  render  this  acci- 
dental wounding  liable  to  occur. 
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If  a second  pupil  bo  made  by  cutting  out  a circular  bit  of  the  iris, 
and  it  be  large,  the  isthmus  should,  if  possible,  at  once  be  divided 
with  the  blunt-pointed  iris  scissors,  for  the  cataract  may  become 
fixed  in  the  acquired  aperture.  Besides,  a second  pupil  may  cause 
confusion  of  sight. 

It  is  recommended  by  some,  always  to  attempt  to  free  an  en- 
tangled iris  by  pressing  it  between  the  cornea  and  the  knife  ; but  I 
have  seen  many  such  efforts  made  without  a single  successful  issue. 

The  iris  may  bleed  or  not,  when  wounded.  The  chief  disad- 
vantage of  the  bleeding  is  that  it  may  prevent  the  operation  being 
completed,  or  much  obscure  the  subsequent  steps.  If  slight  pressure 
on  the  cornea  with  the  handle  of  any  instrument  do  not  discharge 
enough  of  the  blood  for  the  purpose  of  enabling  the  parts  to  be  seen, 
the  operation  should  cease.  The  blood  in  itself  matters  nothing,  as4 
it  is  soon  absorbed.  These  remarks  apply  also  to  blood  which  may 
enter  the  eyeball,  from  the  eyelid  being  wounded  with  the  cataract 


knife. 

A young  operator  seldom  allows  time  enough  for  tearing  the  capsule 
with  the  curved  needle , and  therefore  fails  to  do  it  effectually.  Onei 
scratch  is  not  enough.  I think  cross-cuts  the  best..  The  capsule 
should  be  left  untouched  at  the  equator,  to  avoid  the  risk  of  opening 
the  hyaloid  membrane.  Evidence  of  insufficient  laceration  is  given 
by  the  cataract  not  quitting  its'  place.  Should  the  capsule  seem  too 
dense  to  admit  of  being  properly  torn,  the  cataract  had  better  be  at 
once  hooked  out.  Bough  use  of  the  needle  may  displace  the 
cataract.  In.  such  an  accident  the  cataract  must  be  hooked  out 
But  the  cataract  may  slip  away,  in  consequence  of  disease  of  the 
tissues  around,  before  there  has  been  enough  pressure  for  the  proper 
laceration  of  the  capsule,  just,  in  fact,  as  the  needle  is  applied. 

The  cataract  must  be  hooked  out  if  possible. 

After  the  hyaloid  membrane  has  been  broken,  no  attempt  should 
ever  be  made  to  press  out  the  cataract,  under  any  circumstance. 

A faulty  section  of  the  cornea , one  that  is  too  small  to  a ow  _ 
cataract  to  pass,  is  very  frequently  made.  This  may  arise  from  entering 
the  knife  too  much  above  the  transverse  axis  of  the  part,  or  to 
from  the  sclerotica,  or  from  running  the  . point  for  some  dlst^ 
between  the  corneal  laminae,  or  from  making  the  coun  .ei-punc 
in  the  wrong  place.  Again,  the  cornea  may  be  admirably  transh  , 
hut  the  edge  of  the  knife  has  been  brought  out  too  far  fiom 

sclerotica.  All  these  mistakes  are  equally  bad.  , 

The  corneal  section  should  be  inspected  as  soon  as  it  is  nia  e, 
to  be  too  small,  should  be  enlarged.  Any  fault  v 
readily  recognised  by  the  cataract  having  partly  passed  throng  1 - 
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pupU  and  yet  not  escaping.  The  use  of  the  secondary  knife  is  the 
correct  expedient,  for  any  attempt  at  expulsion  by  squeezing  would 

rashbl  outa“s  y t0  be  fotal  t0  Ule  ^ fr0m  the  Vitl'00us  humo'lr 

nose  I , fe  6”f °nS  reoom“i  scissors  for  the  same  pur- 
pose,  i iia\e  not  used  tliem.  ^ 

co^t^rrrrrT be  dis°°vered  •*>&*  ^ 

"ttl  In  F,  ? °Ut  °U  t!U  “ mere  ta«  of  th°  <»mea 

one  s S with  t,  , 1 * r*  tnif6’  *°  lengtben  the  on 

® , 1 tbe  sec°udary  knife,  and  to  cut  through  the  tag  after- 

wards with  the  same.  This  has  the  merit  of  keeping  the  eyeball  Tn 
form,  while  the  section  is  being  enlarged.  7 

in  'ft°thed  F6  mad6  *0°  near  t0  the  “lerotica,  °r 

it,  the  knife  should  be  withdrawn  and  the  operation  postponed 

to  cTlTit  bTwithd  °°CUr  " timeS>  and  tte  attempts made 
conect  it  by  withdrawing  the  knife  and  re-enterino-  if  n„d 

Other  manceuvnng,  have  been  the  cause  of  destrnctiof  of  the 

wen'^eCuld  bF^T^  “ ab°Ut  *F6  !aS*  tMng  a man  leams  ‘o  do 

Z r , h b Sl0W  pr0cess-  Sudden  escape  of  it  may  in  part 
o.  entirely  paralyze  the  iris,  and  produce  an  irregular  pupfl  gt 

may  expel  the  cataract  in  its  capsule  with  force,  and  Zgwith  t 

irs.  1 “ “ V 

thS  start.  When  the  oat  ™ [.  ff  't; 

ST  W ZTl  ““  r“  Tl<  ““  «»  l' 

■teS  Hr r F >nss  si 

v’S 

cataract  and  escape  of  thTrit  10°m  ^ ^ iS  sinkinS  of  the 

the  cornea  must  be  furtht  J t° Z* 

the  lens  hnnP  Qn  Clsed  and  cataract  hooked  out  with 

- in *?,  ™ a pari 
this  step.  P tlltlficial  Plllnlt  h y excision,  to  facilitate 

preM^tSeTO^pftl101  ^ P1la°e  after  the  admissiblc  degree  of 

of  imperfect  1 ^ °!  an<^  the  section  of  the  cornea,  or 

•perfect  laceration  of  the  capsule.  There  may  bo  that  cxeep. 

3 E 
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tional  condition  of  very  little  softening  of  the  cortex,  by  which  it 
adheres  to  the  capsule  so  that  it  does  not  readily  move  and  cannot  quit. 
Or  its  capsule  maybe  thick  and  dense.  Then  it  must  be  hooked  out. 
The  lens  hook  must  be  entered  like  the  needle,  passed  through  the 
pupil  and  implanted  in  it.  Unless  in  the  hands  of  a most  expert 
manipulator,  this  is  certain  to  be  attended  with  loss  of  the  vitreous 
humour,  from  pressure  in  attempts  to  steady  the  eyeball.  If  tlie  • 
capsule  be  hooked  out  as  well,  there  is  the  greatest  risk  of  vitreous 
humour  escaping. 

A rigid  pupil,  a rare  event,  may  prevent  the  cataract  from  escap- 
ing The  operator  ought  to  be  aware  of  the  rigidity,  because 
atropine  should  always  be  used  prior  to  the  operation,  for  reasons 
given,  as  well  as  to  discover  whether  the  pupil  will  or  will  not  admit  . 
of  dilatation.  The  pupillary  margin  should  be  cut  with  a pair  of 

A small  tag  of  adhesion  between  the  iris  and  the  capsule  of  the 
cataract , may  interfere  but  little  with  the  escape  of  the  cataract.  But 
should  it  be  determined  on  beforehand  to  cut  through  the  adhesion, 
the  position  of  it  must  be  well  ascertained,  or  else  it  may  not  be  read  y 
made  out  when  the  eye  is  flaccid.  Probe-pointed  scissors  should 
be  employed.  I have  preferred  to  slit  the  iris  acioss  the  pup 

obtain  room,  as  the  easier  of  the  two.  , . , 

Extensive  adhesion  may  require  the  removal  of  that  portio 
the  iris  corresponding  to  the  pupillary  attachment ;,  as  m the  ma ' g 
of  an  artificial  pupil  by  excision.  This  is  preferable  to  bruising 

iris  by  detaching  it  at  the  points  of  adhesion. 

Loss  of  a portion  of  the  vitreous  humour,  is  perhaps  the  conmorA 
untoward  event  in  extraction.  The  humour  may  escape  by  the  side  of 
the  cataract,  while  it  remains  in  the  eye,  m consequence  of  a faulty 
corneal  incision ; or  too  much  pressure  m starting  the  cataract  or 
dislocation  of  the  cataract  with  the  needle ; or  it  may  escape  .hen 
the  cataract  is  expelled,  on  account  of  uncue  piessure  on. 
ball,  or  because  it  is  fluid  from  degeneration,  m part  or  m who  , 

when  no  operative  skill  may  retain  it,  , 

In  the  first  instance,  the  section  should  be  carefully  enlargcc , 
the  lens  hook  should  be  brought  into  use,  and  applied,  if  Pos 
to  the  back  of  the  cataract,  and  the  extraction  completed. 

Should  the  cataract  sink  out  of  sight,  it  ought  to  be  abandoned. 

When  the  humour  gushes  out,  along  with  the  cataract,  t ie  e) 
should  be  at  once  closed.  After  a rest  the  upper  eyehd  shou 
raised  by  laying  hold  of  the  cilia  with  the  fingers,  or  w it  1 <> 
Wfed  to  the  margin  of  it,  in  order  to  avoid  all  pressure  on  the 
eyeball,  and  the  corneal  flap  looked  at.  If  reversed,  it  nu  - > 
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possible,  be  replaced.  If  it  be  not  turned  back,  although  gaping 
because  of  vitreous  humour  lying  in  the  aperture,  the  eyelids  should 

ra  “ a fit : £*? 

IZt  18  n°‘  m™lidated.  because  occasionally  good  Zht 

presei  \ ed  after  more  or  less  escape  of  if  rni...  b & 

several  ways.  I have  notic^^rf^^^“ 
healing  of  the  cornea,  and  the  attendant  risks  of  the  delav  w't)  "1''' 
placement  of  the  pupil  to  the  side.  Diminution  of  thf  pupil  D t 
ocular  posterior  hemorrhage ; severe  pain  comes  nf  1 1 .*  ,,  ntra“ 
and  blood  qmckly  trickles  from  between  the  eyelids  OTtL^ble^r76’ 

“ tei  5?£- 

ball  without  any  apparent  inflammation  ° Je' 

Certain  physical  states  of  the  eye  , -endec  extraction  particularly ■ dim 
calf,  and  require  some  modification  of  the  ordinary  operation 
Smallness  of  the  anterior  chamber  is  a common  difficulty  Th 

r0Vtttifed:a:d^ 

KspSpSt  o^«LoffSi^ 

Woundingdhe  ti7if  fte  Wan“  ffi  hKT.*mai  H to  avoid 

almost  entirely  Ind  cc^ldv  H d f ^ USed’  1 IlWe  °Pe™ted 
made  an  apertdtwith Z/^7  1 ° SeCOndar->'  knife'  I have 

-he  blunt  extremity  of  th  fv,8U  ” .°?0’  0uly  Just  enough  to  admit 
omeal  flap.  7 the  °‘her>  mth  wl>ich  I effected  an  ample 

Smallness  of  the  palpebral  aperture  offers  an  obstacle  to  steadying 

3 e 2 
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the  eyeball  with  the  fingers,  without  undue  pressure,  from  actual 
want  of  space.  Some  mechanical  means  must  then  be  employed,  and 
the  use  of  the  forceps  is  particularly  indicated. 

Encroachment  of  the  eyelids  on  the  cornea,  so  that  there  is 
hardly  room  for  the  knife,  is  another  disadvantage  arising  out  of 
the  same  condition.  The  only  thing  I can  recommend  for  this, 
is  to  use  a smaller  knife.  I have  seen  a surgeon  widen  the  com- 
missure by  an  incision  at  the  outer  angle.  The  proceeding  was 

Extraction  may  be  required  under  the  less  favourable  condition  of  dis- 
location of  the  cataract , from  certain  changes  m the  eye  already 
alluded  to,  by  which  the  vitreous  humour  is  degenerated,  and  the 
suspensory  ligament  is  ruptured.  The  opaque  ens  fa  Is  into  the 
anterior  chamber,  or  rests  on  the  ms,  or  tumbles  backward,  a 
produces  a degree  of  irritation  that  demands  removal. 

If  the  cataract  be  in  the  posterior  chamber,  I recommend  that  an 
attempt  be  made  to  bring  it  forwards  through  the  pupil  with  a needle 
and  then  for  it  to  be  extracted.  The  kind  of  needle  with  which  this 
should  be  done,  whether  straight  or  curved,  as  wen  as  the  place  o 
its  introduction,  w'hether  through  the  cornea  or  the  sclerotica,  must 
in  a great  measure  depend  on  the  circumstances  of  the  case,  and 
be  left  to  the  judgment  of  the  operator.  The  anterior  operation 
should  be  preferred  when  practicable.  It  may  be  necessary  to  keep 
the  cataract  fixed  with  the  needle  while  the  corneal  section  is  being 

“ifthe  cataract  be  in  the  anterior  chamber  the  opening  m the 
cornea  for  its  removal  should,  if  possible,  be  made  at  a spot - opposite 
to  the  site  it  occupies.  In  all  cases  the  corneal  openmg  sWd  b 
large,  the  peculiar  circumstances  demanding  a very  easy  exit  for  t 

faction  may  aUo  Joe  re^M  * * "h“I 

or  of  portion s of  lens,  and  as  this  most  certainly  requires  the  employ 

ment  of  a hook  or  some  similar  instrument  an  aperture  m the 
cornea  larger  than  would  be  supposed  is  needed.  Hei  , , 
ordinary  extraction  of  a cataract,  success  depends  mainly  ■ 

facility  with  which  the  body  is  removed.  If  the  nuc  eus  have  been 
displaced  by  violence,  the  hyaloid  membrane  will  probably  * 
ruptured.  The  readiness  therefore  with  which  the  vitreous  h 

VnJiate  after-treatment.  The  eyelids  should  he  closed  witt.  tuo 
or  three  straps  of  court  plaster,  about  an  inch  and ^ .ho ‘ ^ 

„ mr,rter  of  an  inch  broad,  applied  vertically.  -Lhis  seem 
tation  of  the  wound,  supports  the  corneal  Map,  excludes  1 1 
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sphere,  and  ensures  rest  to  the  eye.  It  is  the  simplest  appliance 
by  which  the  eye  can  he  kept  closed.  It  accomplishes  all  that  can 
be  done  tor  the  wound  without  disadvantage.  The  tears  readily 
escape  because  there  is  enough  of  the  eyelids  left  uncovered.  There 
is  no  other  method  by  which  the  continuous  closure  of  the  eye  can 
be  ensured.  Bandages  and  compresses  of  all  kinds  are  inferior  to 
, they  are  hurtful  m proportion  to  their  extent  and  pressure  All 
pressure  beyond  that  which  is  produced  from  closing  the  eyelids 
ust  tend  to  be  prejudicial,  and  at  all  times  be  positively  damaging. 

Z !,fer  7s  ‘he  T h0t  must  bo  badl  whatever  soaks  up  the 
ST?  1S.1°bjectl0Uable-  A P“&«*  » often  injuriously  disturbed 
, 8 , “y ,tho  annoyance  caused  from  the  tears  drying  and  sticking 

a bandage  to  the  eyelids,  or  to  the  cheek.  8 

The  other  eye  should  be  plastered  in  the  same  manner, 
liie  patient  slionld  at  once  go  to  bed. 

Whenever  it  seems  requisite  to  protect  the  patient’s  eye  from  the 

contact  of  his  hands  to  provide  against  accidents,  a shade  of  some 
bind  should  be  provided.  Calkin’s  acts  well. 

Darkness  of  the  patient’s  room  is  a necessary  condition  well  reeoc- 
msed,  but  it  is  too  common  to  combine  imperfect  ventilation  with  it  ■ 
the  bed-curtains  are  drawn,  every  window  is  shut,  the  door  is  kept 
closed,  and  a foul  atmosphere  is  generated.  Absolute  darkness  is 

faM  tb6re  “ay  be  a de&ree  of  BgM  not  injurious,  that  will 

readilyabout  tbe  — 

mstr“otlon?  8,10uld  lje  given  to  the  patient  to  endeavour  to 
keep  the  eyeball  quiet,  not  to  roll  it  about,  and  to  repress  any 
mchnation  to  sneeze  or  cough.  He  should  be  apprised  that  there 

^ « r a Jay  °r  7 a°  000(181011:11  gush  of  fluid  from  between 
the  eyelids,  aqueous  humour  combined  with  tears,  or  the  unex- 
pected  occurrence  will  excite  alarm. 

The  patient  should  have  his  usual  diet.  Slops  must  not  be  given 
nder  the  idea  that  chewing  is  hurtful  to  the  eye.  In  man  the 

the'eyeball  “ Cl®  °t  mastioatl011  ollnnot  in  any  way  influence 
ye  ball.  Ike  more  I practise,  the  more  am  I confirmed  in  the 

iTut-  °<!  « 0W17  the  USUal  diet  from  the  at  the  usual  times 

isoonfin^andVr^N^7  appetite-  An  okl  person  who 
orOTl  1 and/ed  °n.  sloPs>  ™ almost  certain  to  have  his  digestive 

Jostratiorof  GV  8°’™iU  most  assuredly  suffer  from  injurious 

success  Of  fl  g?’  W n?h  more  or  less  interfere  with  the 
infl'miTnnf ' le  °i)f^'a  10n-  starvation  here  is  no  safeguard  against 

re.tr  7Me  “ 8eems  frequently  to  retard  the  needed 

m,  oi  o pi  event  it.  Wholesome  food,  given  in  a state 
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of  system  capable  of  assimilating  it,  will  not  produce  diseased 
action. 

Accustomed  stimuli  sliould  not  be  absolutely  prohibited.  In  some 
cases  they  may  be  requisite  at  the  beginning.  Aged  persons  may 
have  a degree  of  prostration  directly  after  the  operation  that  demands 
alcoholic  and  other  stimulants. 

From  day  to  day  the  cheek  should  be  carefully  cleansed  with  warm 
water.  Unless  the  edges  of  the  eyelids  and  the  corner  of  the  eye 
absolutely  require  cleansing,  there  is  no  advantage  in  washing  them, 
and  the  quiet  of  the  eye  will  be  better  secured  by  leaving  them 
untouched.  Should  the  plaster  get  hard,  and  so  produce  discomfort, 
it  should  be  thoroughly  sopped,  removed,  and  fresh  pieces  applied. 
The  action  of  the  bowels  must  be  looked  after,  and  if  the  third  or 
fourth  day  arrive  without  an  evacuation,  and  the  patient  seem  to  be 
restless  or  feverish  from  such  a cause,  a mild  laxative  should  be  gh  en, 
such  as  the  compound  rhubarb  pill,  a dose  of  castor  oil,  or  tie 
sulphur  electuary,  or  any  particular  medicine  known  to  agree,  or  an 
enema  should  be  administered. 

The  patient  should  be  in  bed  for  the  greater  part,  or  the  whole  o 
the  first  week,  not  necessarily  between  the  sheets.  Should  he  fine 
the  bed  very  irksome,  he  may  be  allowed  to  sit  in  an  arm-chair  after 

the  third  or  fourth  clay.  ,, 

When  seven  clear  days  have  been  passed  without  unfavourab  e 

symptoms,  success  is  pretty  certain,  and  the  plaster  may  be  removed. 
After  the  edges  of  the  eyelids  have  been  thoroughly  cleaned  with 
warm  water,  the  sight  maybe  tried  by  putting  the  patient  s back 
to  the  light,  and  guarding  the  eye  while  he  looks  at  something 
held  before  him  on  which  the  light  falls,  the  observer  s face  or  ham . 
For  the  same  purpose  a candle  may  be  held  behind  his  heac . e 
examination  should  be  short.  However  well  the  case  may  have 
progressed,  there  will  be  irritability  of  the  eye,  and  redness  of  the 
conjunctiva  and  of  the  sclerotica,  with  some  haze  about  ie 
corneal  cut.  The  surgeon  should  endeavour  to  see  the  front 
of  the  eye,  so  as  to  ascertain  if  the  cornea  be  healed.  If  e 
chambers  be  filled  with  aqueous  fluid,  the  cornea  must  have 
healed  It  will  then  be  convex,  and  there  will  be  a space  be- 
tween it  and  the  iris.  For  the  inspection  a candle  should  be  used, 
before  which  is  held  a sheet  of  note  paper  to  reduce  the  bnghtue 

The  cornea  may  have  healed  satisfactorily,  and  the  eye  quite  fre 
from  inflammation,  when  at  the  same  time  the  patient  canno  see, 
simply  because  there  is  some  cortical  portion  of  cataract  m the  pup  > 

or  some  capsule. 
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berZitnr !r^r ,ms  br  „ot 

oere  applied,  but  if  otherwise,  they  are  required. 

The  pernicious  practice  of  opening  the  eye  at  an  early  period 

cannot  be  too  strongly  denreeotprl  J {.P  oa 

f i , o ^ uePlocated.  An  examination  of  this  kind 

t be  useless,  and  involuntary  resistance  follows  attended  hv 

prolapse,  more  of  tile  iris  will  be  forced  out.  J 7 8 ‘ 

these  remarks  apply  to  an  eye  that  is  doing  well.  When  unfavour 
abk  symptoms  exist,  the  examination  is  certain  to  aggravate wZ' 
and  in  no  instance  can  it  disclose  symptoms  for  miilLJ  7 ? ’ 

and  more  valuable  than  those  of  thf  mtien^f  1 i ® Certam 

state  of  the  eyelids,  particularly  of  the  upper  one.  ^ ^ 

Restoration  to  sight  after  extraction  is  very  often  effected  , n , 

any  inconvenience  beyond  the  necessary  confinement  Pat,  r ^7 
attends  a successful  ease.  uement.  1 am  rarely 

orl^rly'rand^  TV"  ^ f figUred>  «“  P“Pd  » central, 
anyth/ng  had  W done  ° Wer  -ould  not  detect  that 

The  occasional  rapidity  with  which  the  cornea  mw  bed  • 

nXd ttiertionZi«!e^tt’f;fed  "»“>"»  sub! 

that  he  hadVaherorthe  plaster  tad  t "Tr’  **  ™ °U  «“>  25tl> 
he  could  see  The  cornel  -P  • • ’ d 41  hls  eye’  and  found  that 
filled  with  aqueous  fluid  ^ d““ba" 

the  house.  'A  second  natict  t ’ , 7 ‘°  order>  Ml 

by  a like  experiment  on  the  t ’-  , 7“  f aged  “ghty-two,  finding 
with  difficulty  kepHn  !he  Ls,  M ^ **  °°Uld  S“  ^ ™ 
a patient  of  mine  difficult  toco  t *1  7 °n,ger'  Xn  old  gentleman, 
on  the  fourth  2y.  ^ ^fore  the  glass 

been  asserted  that  adhesion  may  occuirin  t f!  “naI  mstanoes-  It  had 

Of  the  patient  the  surgeon  should  rememberThaTT  ^ ” t!‘e.  Safot‘V 
nnion,  there  must  always  he  fh  ‘e“e.mbor  that>  however  quick  the 

wound  within  a week  which  dem  l d°  loacy  of  attachment  of  tlio 
and  that  the  longer  the  union T jt *”? *“»*>  Parent  separation, 
daf  onite,  and  ^ ^ f‘ 

rest.  ‘ y or  keeping  the  eye  longer  at 

gradual,  and  a largtihtdtstult!1'1581011  °/ lig,‘4  4°  4,10  eye  muat  lle 
g snado  sliould  be  worn  for  some  weeks. 
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Exorcise  should  bo  taken  directly  that  circumstances  will  admit  of  it. 

IT nf avow  able  conditions  which  retard  the  recovery , damage  the  eye , or 
quite  destroy  sight , together  with  later  after-treatment . 

Heemorrhage  may  come  on  soon  after  extraction , irrespective  of  any  loss 
of  the  vitreous  humour.  It  is  always  destructive  to  sight.  It  never 
occurs,  of  course,  except  in  eyes  in  which  the  choroid  is  diseased;  and 
in  all  cases  that  I have  seen  there  has  pre-existed  undue  vascularity 
of  the  surface  of  the  eyeball,  or  duskiness  of  the  sclerotic  coat. 

Non-union  of  the  cornea , in  part  or  in  whole , with  prolapse  of  the  iris. 
Nearly  the  sum  of  the  troubles  which  appear  after  extraction  have 
their  origin  partially  or  entirely  in  defective  union  of  the  cornea. 
I advise  my  readers  to  turn  to  some  remarks  on  corneal  wounds  at 
page  447. 

It  may  happen  that  on  the  seventh  day,  when  the  eye  is  open,  the 
cornea  has  not  healed,  but  is  not  in  any  way  altered,  and  the  eyeball, 
with  the  addition  of  a little  redness,  looks  as  it  did  just  after  the 
extraction.  Or  there  may  be  a little  prolapse  of  the  iris,  of  which 
there  has  been  pre-indication  from  a sensation  of  something  being 
under  the  eyelid,  like  a bit  of  grit,  or  an  eyelash,  or  a small  fly,  and 
the  escape  of  fluid  from  between  the  eyelids,  consisting  of  tears  and 
mucus. 

I am  disposed  to  consider  this  form  of  prolapse  as  a condition  arising 
out  of  failure  of  corneal  adhesion,  or  suspension  of  repair,  quite 
distinct  from  non-union  of  the  cornea,  the  result  of  inflammation 
of  the  eyeball,  although  in  the  later  stages  of  each  there  is  a strong 
resemblance. 

Perhaps  the  iris  does  not  prolapse  until  some  swelling  within  the 
eyeball  forces  it  out.  The  cornea  is  at  fault  and  not  the  iris.  I 
believe  that  the  prolapse  is  often  a beneficial  state  in  saving  the 
eye,  for  by  it  there  is  quicker  secondary  healing.  The  process  of 
repair  that  follows  is  precisely  the  same  as  that  which  ensues  when 
the  iris  bulges  in  a corneal  wound  which  has  been  accidentally 
inflicted.  The  corneal  edges  become  cicatrized  to  the  iris,  and  the 
latter  is  soon  covered  by  cicatricial  material. 

We  cannot  tell  why  the  cornea  sometimes  does  not  unite  when 
there  is  no  mechanical  obstruction.  It  may  not  adhere  in  those  who 
seem  to  be  in  the  best  health  even  in  middle  life.  Failure  from  a 
little  excess  of  inflammatory  action  is  likewise  a puzzle.  We  are 
accustomed  to  talk  of  deficiencies  of  nutritive  power,  and  want  of 
vital  force,  as  injuriously  influencing  an  operation,  and  some  valuable 
general  facts  have  been  established;  but  we  cannot  say  of  any  indi- 
vidual, whose  eyeball  is  unhealthy  only  so  far  as  there  is  cataract, 
that  his  cornea  is  more  likely  to  inflame  than  that  of  another.  No 
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one  can  point  out  to  mo  a man  in  whom  the  functions  of  life  are  well 
performed,  and  say  that  his  nutritive  power  unfits  him  for  the  healing 
of  a small  wound.  A patient  who  is  old  and  feeble,  with  organic 
disease  about  him,  has  his  cataract  extracted  under  a kind  of  protest 
against  his  fitness  for  an  operation,  and  complete  success  rapidly  ensues. 
Another  man  apparently  in  the  best  health  is  operated  on,  the  wound 
does  not  heal,  and  general  symptoms  arise  characterized  by  depres- 
sion, to  explain  which  we  suppose  the  pre-existence  of  some  con- 
stitutional defect.  Without  ignoring  the  baneful  power  of  subtle 
constitutional  influences,  I am  rather  disposed  to  regard  the  wound  as 
the  starting-point  in  most  cases,  and  as  the  cause  of  the  general  dis- 
turbance. I have  seen  a patient  operated  on,  and  get  well  in  a few 
days.  Three  months  later  the  other  eye  was  operated  on  by  the 
same  surgeon  with  equal  skill,  but  the  cornea  would  not  heal,  and 
the  eye  was  lost.  In  another  case  an  operation  on  the  first  eye  failed, 
and  that  on  the  second  eye,  executed  a few  weeks  after,  turned  out 
in  the  best  manner.  Three  healthy  men  between  fifty  and  sixty 
years  of  age  had  both  eyes  operated  on  by  the  same  skilful  operator 
at  different  periods  of  the  year.  All  the  operations  were  equally 
well  done.  In  each  patient  one  eye  succeeded  beautifully,  while  the 
other  was  lost  from  non-union  of  the  cornea,  in  such  a manner  that 
would  induce  some  men  to  suppose  that  it  arose  from  want  of  con- 
stitutional vigour. 

When  the  anterior  chamber  is  more  or  less  destroyed  by  prolapse 
of  the  iris,  and  the  iris  and  the  cornea  are  touching  each  other,  the 
healing  of  the  corneal  section  must  be  judged  of  by  the  appearance 
of  the  wound  and  that  of  the  eyeball.  Vascularity  decreases  with 
the  process  of  cicatrization. 

Non-union  of  the  cornea  may  occur  in  consequence  of  slight  inflammation 
of  the  eyeball.  There  has  been  the  sensation  of  something  being 
under  the  eyelid,  certain  discomfort  about  the  eye  generally,  rather  a 
free  secretion  of  mucus  and  tears,  perhaps  a little  redness  about  the 
margin  of  the  eyelids,  and  pain  of  the  eyeball  when  it  is  touched.  The 
cornea  is  whitish  and  swollen  at  its  edges ; slight  opacity  may  extend 
a little  beyond  this;  or  the  entire  cornea  may  be  hazy,  or  semi-opaque. 
With  these  corneal  changes  there  is  always  vascular  chemosis  with 
redness  of  the  eyeball,  and  pain  of  a neuralgic  character ; also 
general  symptoms,  headache,  restlessness,  and  almost  always  de- 
pression. 

It  is  very  questionable  whether  any  beneficial  treatment  can  be 
found  for  the  eyeball  beyond  keeping  the  parts  quiet  by  closing  the 
eyelids.  The  interruption  in  the  case  has  already  occurred  when  the 
symptoms  are  recognised.  If  complaint  be  made  about  decided  pain, 
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I would  apply  other  treatment  as  well.  The  general  disturbance 
must  he  treated. 

Primary  union  may  be  prevented , in  consequence  of  prolapse  of  the  irk 
occurring  at  the  time  of  the  operation , with  loss  of  the  vitreous  humour. 
The  most  that  can  be  done  in  the  first  instance  is  to  keep  the  eyelids 
closed  for  a longer  period  with  plaster  than  if  the  accident  had  not 
oocurred.  They  should  be  retained  shut  for  fourteen  instead  of  seven 
days.  The  eye  may  show  symptoms  of  irritation  or  inflammation 
from  the  time  of  the  operation,  but  fortunately  bad  symptoms  do  not 
always  occur,  and  there  is  merely  delay  in  the  healing,  which  is 
always  by  a secondary  process. 

Non-union  may  be  produced  in  consequence  of  the  iris  having  been  forced 
through  the  corneal  wound  a day  or  two  after  the  operation , from  rough 
handling  of  the  eye,  or  opening  it  to  inspect  it,  straining  efforts, 
pressure  with  a bandage,  or  from  accidental  circumstances.  Or  a 
recently  healed  cornea  may  be  burst  through  from  the  same  causes. 

There  are  marked  degrees  in  the  extent  to  which  the  iris  protrudes, 
and  in  the  effect  on  the  pupil  in  any  of  the  above  states.  There  may 
be  slight  bulging  of  the  iris,  with  a little  disturbance  of  the  pupil, 
or  the  entire  corneal  flap  may  be  free,  with  a very  large  portion  of 
the  iris  without  the  wound,  and  considerable  displacement  of  the 
pupil,  and  alteration  in  its  form,  by  which  it  is  enlarged,  or  con- 
tracted, or  quite  closed.  All  this,  as  far  as  the  pupil  is  concerned,  is 
a purely  mechanical  act,  apart  from  any  inflammatory  exudation  by 
which  it  is  closed. 

When  the  cornea  has  not  healed  without  prolapse  of  the  iris,  or 
with  it,  the  eyelids  should  be  again  closed  with  plaster,  in  the  same 
manner  as  after  the  operation.  In  all  probability  there  will  be  better 
results  if  this  be  carried  out  during  the  entire  period  of  irritation, 
or  of  inflammation,  than  if  they  be  left  free.  Sometimes  the  healing 
of  the  wound  is  not  sufficiently  firm  for  six  or  eight  weeks.  Care, 
too,  should  be  taken  that  there  be  not  any  muscular  effort,  or  auy 
imprudent  act,  by  which  more  of  the  iris  is  likely  to  be  pushed  out. 

Any  acute  inflammation  must  be  treated  by  cold  applications,  and 
perhaps,  according  to  the  severity,  by  leeches  to  the  temple.  Febrile 
symptoms  should  be  attended  to. 

Where  constitutional  feebleness,  especially  with  depression,  is 
coincident  with  want  of  corneal  adhesion,  there  must  be  general 
treatment  to  meet  it,  not  in  mere  routine,  but  with  most  careful 
adaptation  to  the  requirements  of  each  patient. 

The  adhesion  of  the  cornea  may  give  way,  and  prolapse  of  the  iris 
come  long  after  such  an  event  seemed  impossible.  I have  known 
it  occur  so  late  as  the  seventh  week. 
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Tedious  recovery  of  the  eye  and  the  persistence  of  unfavourable 
symptoms,  is  a sure  consequence  in  cases  of  all  kinds  of  prolapse  of 
the  iris.  The  time  occupied  will  depend  chiefly  on  the  form  in  which 
the  iris  prolapses,  and  thereby  the  degree  to  which  the  edges  of  the 
cornea  are  separated.  The  greater  the  gaping,  the  more  severe  will 
he  the  local  symptoms.  Some  cases  go  from  bad  to  worse,  chronic 
inflammation  of  the  eyeball  ensues,  the  pupil  closes,  and  after  some 
months  atrophy  is  established. 

The  eye  may  be  made  worse  by  meddling  surgery.  After  having 
very  carefully  watched  many  cases  of  this  nature,  after  accidents  and 
after  extractions,  in  which  different  treatment  has  been  adopted  by 
myself  and  by  others,  I feel  certain  that  those  in  which  there  has  been 
no  additional  irritation,  produced  by  the  use  of  nitrate  of  silver  in  sub- 
stance or  in  solution,  or  by  any  other  agent,  made  the  best  recoveries. 
Therefore  I have  left  off  all  local  applications  that  can  in  any  way 


Fig.  250. 


irritate  the  eye.  This  subject  has  been  already  spoken  of  in  the 
chapter  on  Injuries  from  Mechanical  Agents. 

The  only  occasion  on  which  I venture  to  assist  Nature  is,  when  the 
iris  bulges  considerably  by  the  pressure  of  the  aqueous  fluid,  and  forms 
what  is  called  staphyloma  iridis  ; then  pricking  the  tumour  occasion- 
ally,  and  giving  vent  to  the  fluid,  seems  advantageous  in  promoting 
contraction. 

The  repair  may  be  considerable,  even  in  aggravated  cases  accom- 
panied by  extensive  projection  of  the  flap  of  the  cornea  ; indeed,  so 
effectual  may  it  bo  in  a few  months,  that  all  trace  of  the  tumour  may 
disappear. 

Good  vision  may  exist  with  the  pupil  much  displaced,  and  it  is 
not  incompatible  with  considerable  prolapse  of  the  iris. 

The  above  figure,  which  shows  very  remarkable  displacement  of 
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the  pupil,  with  much  separation  of  the  edges  of  the  cornea,  illustrates 
my  statement.  The  lady  whom  it  was  taken  from,  sees  to  read 
and  write,  notwithstanding  that  the  greater  part  of  the  pupil  i8 
covered  when  the  upper  eyelid  is  free.  The  protruded  iris,  which  is 
coated  by  a delicate  white  cicatrix,  forms  a boundary  of  the  anterior 
chamber. 

The  cornea  is  always  more  or  less  damaged  by  opacity  around  the 
prolapsed  iris,  which  frequently  overshadows  the  pupil. 

Accordingly  as  sight  is  interfered  with,  by  alterations  in  the 
position  of  the  pupil,  or  in  its  size,  or  by  corneal  opacity,  will  there 
be  the  necessity  for  an  artificial  pupil -to  be  made. 

Acute  inflammation  of  the  eyeball  as  a direct  consequence  of  the  opera- 
tion, is  a cause  of  failure , but  by  no  means  so  commonly  as  might  be 
supposed.  It  usually  appears  early,  within  the  first  twenty-four 
hours.  In  a severe  case,  almost  suddenly  pain  is  felt  in  the  eyeball, 
then  in  and  around  the  orbit,  the  eyelids  swell,  are  inflamed,  and 
become  bright  red.  Purulent  discharge  follows.  The  tissues  of  the 
orbit  also  are  involved,  and  the  eyeball  protrudes.  The  temple  and 
the  cheek  get  puffy.  There  is  intense  pain  in  the  orbit,  scarcely- 
interrupted  by  any  antiphlogistic  measures.  The  power  of  sleeping 
is  lost.  The  whole  system  is  deranged.  Pus  forms  in  the  cornea  as 
diffuse  suppuration,  the  eyeball  shrinks,  and  in  the  front  is  the 
diminished  opaque  remains  of  the  cornea,  with  more  or  less  of 
cicatrix.  Or  the  corneal  flap  ulcerates  away,  or  sloughs,  and  the 
eyeball  shrinks  to  a button  ; or  shrinks  and  a staphyloma  forms  in 
front.  Suppuration  may  take  place  within  the  eyeball,  as  a further 
extension  of  the  acute  inflammatory  action  in  the  ciliary  region, 
involving  a part  of  the  vitreous  humour,  or  the  whole  of  it.  The 
suppurative  action  may  extend  to  the  retina  and  to  the  choroid.  In 
proportion  to  the  extent  of  the  suppuration  is  the  local  and  general 
suffering,  and  the  degree  to  which  the  eyeball  collapses. 

Less  severe  attacks  sometimes  occur,  and  the  cornea  inflames,  but 
is  not  destroyed.  The  iris  may  prolapse,  and  the  pupillary  margin 
become  adherent  to  the  capsule  of  the  lens,  and  the  cornea  rendered 
more  or  less  useless  from  opacity. 

The  later  the  acute  attack,  the  less  severe  it  is.  The  milder  inva- 
sion, which  may  come  on  four  or  five  days  after  the  operation,  and 
which  generally  terminates  in  closure  of  the  pupil  as  its  worst 
effect,  is  called  iritis,  but  it  is  in  fact  inflammation  of  the  whole  of 
the  ocular  tissues. 

Acute  inflammation  may  supervene,  as  a rare  event,  without  any 
indications  to  be  gathered  from  the  outward  state  of  the  eye ; not 
even  is  there  sensitiveness  of  the  eyeball  to  touch  in  some  cases ; yet 
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not  without  headache  and  loss  of  appetite,  or  some  other  general 
symptoms.  In  such  an  03- e,  at  the  end  of  a week  or  a little  later, 
the  cornea  may  be  healed,  the  aqueous  humour  turbid,  the  iris  dark, 
and  the  pupil  irregular,  and  occupied  by  opaque  material,  or  quite 
contracted.  It  is  strange  that  this  often  happens  without  the  iris 
prolapsing,  even  when  the  healing  of  the  cornea  is  delayed.  This, 
then,  would  seem  to  be  an  exception  to  the  remark  above,  that  any 
irregularity  in  the  progress  of  a case  may  be  told  in  the  state  of  the 
eyelids,  and  therefore  it  is  unnecessary  to  open  the  eyelids  from  day 
to  day  to  inspect  the  eye.  It  is,  I repeat,  a rare  exception,  and  does 
not  lessen  the  value  of  the  rule  to  leave  the  eye  alone.  But  other 
indications  are  given  of  the  disease,  and  sufficiently  early  opportu- 
nities for  inspecting  the  eye  occur. 

In  all  particulars  these  forms  of  inflammatory  attacks  resemble 
those  of  inflammation  of  the  ej^eball  consequent  on  accidental  injury. 
They  are,  in  fact,  traumatic  inflammations. 

However  impossible  it  may  be  to  check  the  inflammation  altogether 
in  any  part  of  its  course,  the  eye  can  often  be  saved  from  complete 
destruction  by  treatment,  and  rendered  available  for  a secondary 
operation. 

A very  marked  amount  of  depression  alwaj^s  follows  these  cases, 
from  which  the  patient  is  long  recovering.  It  is  still  worse  when 
depressing  treatment  has  been  used. 

A great  deal  of  relief  may  be  effected  by  incising  the  cornea, 
when  it  contains  pus  ; also  by  giving  free  exit  to  pus  and  the  other 
products  of  suppuration  within  the  eye,  by  a free  cut  across  the 
corneo-sclerotic  region. 

Extirpation  of  the  disorganized  eyeball  is  a sure  method  of  putting 
a stop  to  the  patient’s  suffering,  and  of  quickly  promoting  his  con- 
valescence. 

Sub-acute  inflammation  is  more  common  than  the  acute , and  is 
frequently  mistaken  for  it.  The  attack  comes  on  some  da}^  after 
the  operation.  The  swollen  eyelids  have  scarcely  a flush  of  red, 
being  rather  of  a darkish  hue,  and  infiltrated  with  serum,  the  upper 
one  showing  this  the  most.  The  cornea  is  generally  hazy,  the  wound 
has  not  healed,  and  its  edges  are  thickened  and  creamy.  The  ocular 
secretion  is  thin,  and  the  conjunctiva,  although  chemosed,  is  scarcely 
vascular.  The  external  characters  will  generally  offer  sufficient 
guidance  for  treatment,  and  render  it  unnecessary  for  an  experienced 
surgeon  to  open  the  eye  to  see  what  are  the  changes  within.  The 
state  of  the  system  is  the  reverse  of  that  in  the  acute  attack.  The 
circulation  is  feeble  and  languid,  and  the  extremities  are  often 
devoid  of  their  natural  warmth. 
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The  course  of  general  treatment  is  well  indicated.  It  is  to 
support  the  patient,  and  to  stimulate  him. 

The  well-marked  symptoms  of  the  acute  and  sub-acute  forms  of 
inflammation  do  not,  of  course,  always  exist,  and  the  line  of  treat- 
ment to  be  pursued  is  not  always  clear.  Pain  is  severe  in  both  con- 
ditions,  but  here  in  the  sub-acute,  blood-letting  and  purgatives  to 
subdue  it  may  seal  the  fate  of  the  eye.  In  all  cases  of  doubt,  the 
rule  should  be  to  stimulate,  rather  than  to  attempt  to  depress. 

The  feelings  of  the  patient  after  taking  food  may,  in  some 
measure,  furnish  evidence  of  the  condition  of  the  system.  If  the  • 
pain  be  lessened  after  nourishment  is  taken,  additional  support  is  • 
needed. 

Cinchona  is  a valuable  medicine,  when  a restorative  is  wanted, . 
and  the  eoctractum  cinchonce  fiance  liquidum  of  the  British  Pharma-  • 
copoeia  is  an  excellent  preparation.  It  should  be  given  in  suffi- 
ciently large  doses,  that  is,  from  thirty  to  fifty  minims,  in  water. 
Carbonate  of  ammonia  may  be  used.  The  spirit  us  cetheris  resuscitates 
very  old  people  in  a remarkable  manner.  I give  it  freely.  "Wine 
or  spirits  may  be  necessary. 

The  sub-acute  inflammation  is  more  manageable  than  the  acute, 
and  very  marked  relief  often  follows  these  measures.  The  patient  soon 
says  that  he  feels  better  ; he  sleeps,  and  wakes  refreshed.  The  state 
of  the  eyelids  improves,  and  the  cornea  shows  evidence  of  secondary 
healing,  through  the  medium  of  the  prolapsed  iris.  But  success, 
that  is,  the  actual  saving  of  the  eye,  is  by  no  means  certain.  It  may 
perish  with  less  intensity  of  symptoms  than  those  produced  by  the 
acute  inflammation. 

A corneal  abscess  may  form,  and  that  very  insidiously.  It  may 
appear  with  the  least  possible  external  evidence  of  any  departure 
from  healthy  action,  that  is,  with  only  rather  more  discharge  from 
the  eyelids  than  usual,  the  conjunctival  secretion  being  in  excess. 
The  eye  is  thereby  quite  spoiled,  and  usually  atrophies.  I have  seen 
this  over  and  over,  when  there  has  not  been  the  least  swelling  or 
redness  of  the  eyelid,  and  pain  has  not  been  complained  of.  It  is 
most  common  in  this  form  in  old  persons  who  are  emaciated. 
Severe  symptoms,  however,  soon  come  on,  and  purulent  discharge, 
with  swelling  of  the  eyelids,  chemosis,  and  pain  supervene.  This  is 
an  analogous  state  to  deposition  of  pus  in  the  cornea  after  injuries, 
only  here  treatment  is  unavailable.  The  large  corneal  wound  com- 
plicates the  case. 

Inversion  of  the  lower  eyelid , entropium,  is  apt  to  happen  late  after 
extraction,  if  there  have  been  any  inflammation  about  the  eye,  and 
the  eyelids  are  cedematous.  It  irritates  the  eye  very  much,  and  may 
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be  the  means  of  the  corneal  adhesion  giving  way.  If  the  eyelid 
cannot  he  kept  in  the  rig] it  position  by  plaster  applied  to  the  cheek, 
the  sooner  the  operation  for  entropium  is  done,  the  better. 

Irregularity  of  the  pupil  sometimes  occurs  without  prolapse  of  the 
ins,  or  adhesion  of  it  to  the  cornea , in  consequence  of  the  injury 
sustained  from  stretching,  during  the  escape  of  the  cataract.  The 
paralyzed  spot  generally  corresponds  to  the  portion  of  the  iris 
o\  ei  w hich  the  cataract  has  passed,  just,  in  fact,  where  the  greatest 
stretching  has  occurred,  and  is  therefore  in  the  direction  of  the 
incision  of  the  cornea. 


An  attack  of  conjunctival  inflammation  is  not  very  uncommon 
when  persons  begin  to  move  about  after  the  operation,  to  quit  their 
rooms  and  to  get  out,  especially  if  they  are  weak,  and  the  eye 
irritable ; or  if  they  expose  themselves  imjirudently  to  noxious 
influences,  such  as  sudden  atmospheric  changes,  damp,  the  heat  of 
the  fire,  fatigue,  excitement,  and  undue  indulgence  in  drinkino- 
Unless  the  symptoms  be  threatening,  cold  applications  and  the 
recumbent  posture  for  a day  or  two  may  be  relied  on  to  reduce 
them.  Ihese  slight  attacks  are  often  misunderstood,  supposed  to 
be  the  commencement  of  a violent  inflammation  of  the  eyeball 
and  the  patient  is  treated  accordingly;  but  so  long  as  pain  is  not 
the  leading  symptom,  or  the  vision  does  not  get  dim,  there  need 
not  be  any  apprehension ; the  eyeball  is  not  affected. 

Inflammation  of  the  entire  eyeball  may  supervene  long  after  such  an 
occurrence  is  least  expected.  In  one  of  my  patients  several  weeks  had 
passed,  and  up  to  the  attack  there  had  not  been  the  least  interruption 
to  success.  The  inflammation  was  of  a low  type ; pus  was  effused 
m the  chambers  of  the  eye,  and  the  iris  so  affected  that  the  pupil 
c osed  without  any  acute  pain  coming  on,  or  much  intolerance 
o ight,  or  much  surface  vascularity.  Such  occurrences  point  to 
the  necessity  of  prudence  and  care  on  the  part  of  patients,  and 
watchfulness  on  the  part  of  the  surgeon. 

A small  reside  sometimes  rises  from  between  the  lips  of  the  corneal 
noaml.  It  seems  like  a thin  semi-transparent  membrane,  distended 
by  the  aqueous  humour.  It  may  come  on.  in  a few  weeks,  or  even 
months  alter  the  operation.  It  seems  to  have  its  origin  in  distention 

o*.  C1CfnCIaf  Patenfl  ‘he  edges  of  the  cornea,  and  must 

arise  from  failure  of  primary  union. 

The  treatment  is  to  snip  it  off,  and  keep  the  eye  closed  for  several 
<la}  s.  Simple  puncturing  is  generally  insufficient. 

muZrlV Whe^  after'danP' r>  f Motion  arise  from  the  large  corneal 
wound.  When  an  operator  has  sufficient  experience  to  enable  him 

liagnose  the  reduced  volume  in  a cataract,  and  to  proportion 
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his  incision  to  its  size,  he  will  greatly  increase  his  success  in  this 
method  of  removing  oataract. 


EXTRACTION  OF  HARD  CATARACT  THROUGH  A SMALL  SECTION  OF 

THE  CORNEA. 

A great  many  years  ago,  Mr.  Travers,  Sir  William  Adams,  and 
others,  tried  to  effect  this.  The  pupil  having  been  dilated  by  bella- 
donna, the  steps  of  the  operation  are,  to  slit  open  the  anterior 
capsule  with  a small  bent  needle  introduced  through  the  sclerotica, 
to  tilt  the  cataract  forward  through  the  pupil,  to  keep  it  fixed  by 
means  of  the  needle  which  is  now  committed  to  the  charge  of  the 
assistant,  to  open  the  circumference  of  the  cornea  to  one-third  of  its 
extent,  to  withdraw  the  needle,  to  introduce  a hook,  to  lay  hold  of 
the  cataract  and  to  pull  it  out. 

The  opening  in  the  capsule  will  require  to  extend  to  its  whole 
diameter,  else  the  starting  of  the  cataract  will  not  be  easily  accom- 
plished; and  this  latter  act  is  usually  effected  by  pressing  with 
the  needle  on  the  cataract  near  the  lower  or  the  upper  edge,  so  that 
the  opposite  edge  from  that  which  is  pressed  upon  is  tilted  forwards 
through  the  pupil.  It  is  desirable  that  the  cataract  should  revolve, 
so  that  its  posterior  surface  comes  to  be  applied  against  the  cornea. 
If  the  operator  be  satisfied  that  the  capsule  is  sufficiently  opened, 
and  yet  fails  in  bringing  the  cataract  forwards,  by  pressing  back 
one  or  the  other  of  its  edges,  he  may  withdraw  the  needle  from  the 
posterior  chamber,  by  carrying  it  under  and  hence  behind  the 
cataract,  which  he  must  then  push  forwards  through  the  pupil. 
Retaining  the  needle  in  contact  with  the  cataract  till  the  section 
is  finished,  or  even  keeping  it  in  the  eye  till  the  cataract  is  extracted, 
is  no  doubt  of  use,  as  it  prevents  the  accident  of  the  cataract  falling 
back  into  its  former  situation,  an  occurrence  which  is  likely,  if  the 
vitreous  humour  be  fluid.  At  the  same  time,  unless  the  patient 
be  very  still,  the  needle  is  apt  to  lacerate  the  iris  and  cause  bleeding. 
Some  operators,  therefore,  withdraw  the  needle  immediately  after 
the  lens  is  dislocated. 

The  incision  of  the  cornea  is  to  be  executed  exactly  as  the  semi- 
circular incision ; namely,  by  carrying  the  knife  across  the  anterior 
chamber,  unless  there  is  reason  to  think  that  the  vitreous  humour  is 
dissolved  ; in  which  case  it  is  better  to  make  a free  puncture  at  the 
temporal  margin  of  the  cornea,  and  then  to  enlarge  it  upwards  an 
downwards  with  the  secondary  knife.  If  this  plan  be  not  followe  , 
but  the  extraction  knife  earned  across  the  anterior  chamber,  tie 
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cataract  is  very  apt  to  be  forced  back  through  the  pupil  into  the 
vitreous  humour,  where  it  sinks  to  the  bottom. 

The  incision  being  made,  the  hook  is  to  be  introduced,  flat,  between 
the  lens  and  the  iris,  as  far  as  the  centre  of  the  pupil ; the  point  of 
the  instrument  is  then  to  be  turned  forwards,  and  the  cataract  laid 

humour  ^ ^ SUrfa°e  wkloh  haPPens  to  be  towards  the  vitreous 

The  extraction  may  then  be  accomplished  without  any  pressure 
le  eye,  which  constitutes  the  great  recommendation  of  this  mode 

memCe“?obe“d  **“"  “ ‘°  the  ^aloid 

Of  the  comparative  merits  of  a large  wound  of  the  cornea , or  a small 
one  tor  the  extraction  of  hard  cataract , this  may  be  said : A well- 
performed  semicircular  incision  disturbs  the  internal  parts  of  the 
eje  less  than  any  other  operation,  while  the  after-dangera  to  the  eye 

A small  section  disturbs  the  parts  within  the  eye  more  at  the  time  of 
the  operation,  but  there  is  certainly  less  risk  after  it  from  inflammation 

terity  °°The  1 f “uo11  care  aa  *e  other,  but  less  dex- 

terity. The  chief  drawbacks  to  it  arise  from  the  tendency  there  is 

for  portions  of  the  cataract  to  be  left  in  the  eye,  bruising-  of  the 
ms,  and  stretching  of  the  corneal  wound.  These  expose  the  eye  to 
more  risks  than  a large  corneal  incision.  ^ 


MODIFIED  LINEAR  EXTRACTION. 

anJtt8  Ladbad  itC'™’  M j*  iS  meaDt  t0  6xPress  two  ^stinct  things 
and  it  needs  a long  explanation.  It  is  also  incorrect  as  used  tn 

sonify  what  is  done.  It  has  grown  out  of  the  German  name  “ linear 

extraction,  a method  first  applied  by  Gibson.  The  modification 

consists  m removing  hard  cataract  through  a large  wound  in  the 

erotica,  and  at  the  same  time  mutilating  the  iris  by  cuttino-  ff 

a arge  part  of  it.  The  two  operations,  Gibson’s  and  this  f 

As  the  operation  is  remarkably  painful  and  very  lengthy,  and  as 

3 f 
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tho  eye  is  very  apt  to  be  lost,  from  the  nature  of  the  manipulations, 
if  tlie  patient  be  not  very  steady,  an  anaesthetic  to  produce  insensi- 
bility is  necessary. 

Method  of  operating.  Tho  eyelids  may  be  retracted  with  tho 
fingers,  and  the  eyeball  fixed,  as  in  preparation  for  the  operation  of 
extraction,  but  it  is  better  that  a spring  wire  retractor  be  employed 
for  the  purpose.  "Whether  the  forceps  be  employed  to  hold  the  eyeball 
or  not,  must  depend  on  the  desire  of  the  operator. 

The  blade  of  the  knife,  with  the  edge  upwards,  is  passed  obliquely 
from  above  downwards  into  the  outer  paid  of  the  sclerotica,  about  half 
a line  or  a little  less  from  the  anterior  margin  of  the  cornea,  and  a 
line  below  the  highest  point  of  the  same,  and  directed  towards  the 
middle  of  the  anterior  chamber.  It  will  appear  close  to  the  margin 
of  the  iris.  It  is  pushed  on  in  this  direction  about  three  fines, 
so  as  to  ensure  the  effectual  incising  of  the  minor  part  of  the  sclerotica, 
then  directed  horizontally,  and  the  counter-puncture  made  at  a cor- 
responding part  of  the  sclerotica  on  the  opposite  side,  the  edge  turned 
sharply  forwards  and  the  blade  carried  onwards  to  the  hilt,  and  the 
section  completed  by  a sawing  motion.  The  conjunctiva  becomes 
raised,  and  is  divided  most  readily  and  with  the  smallest  flap  by 
cutting  it  forwards. 

The  wire  retractor  is  absolutely  required  now  in  this  the  second 
stage.  The  flap  of  conjunctiva  is  turned  forwards  on  the  cornea,  and 
the  protruding  iris  seized  with  a pair  of  fine  forceps,  and  drawn  out 
sufficiently  to  enable  a piece  to  be  excised. 

Graefe  says  that  whatever  of  iris  presents  itself  at  the  incision 
should  be  incised  at  the  level  of  the  external  wound.  If  there  remain 
any  iris  in  the  corners  of  the  same,  he  pulls  it  out,  and  excises  it. 

The  capsule  is  lacerated  with  the  needle,  from  the  lower  part  of 
the  pupillary  margin  upwards  along  the  inner  side  to  the  equator  of 
the  cataract,  in  a similar  way,  and  along  the  outer  to  the  same  extent, 

and  also  above  at  the  equator.  _ , 

The  cataract  is  now  to  be  started.  Here  is  a copy  of  Graele  s 
directions,  taken  from  the  third  volume  of  the  “ Ophthalmic  Review. 
The  translation  was  revised  by  Graefe  : “ The  mode  of  evacuating 
the  lens  varies  according  to  the  amount  of  soft  surface  matter . ® 

there  is  plenty  of  it,  the  delivery  is  as  a rule  effected  without  the 
introduction  of  any  instrument,  merely  by  external  pressure, 
back  of  a broad  and  moderately  arched  spoon  is,  close  to  the  cen  re 
of  the  incision,  gently  pressed  against  the  sclera,  so  that  the  w oun 
is  made  to  gape.  Thus,  cortical  masses  are  caused  to  escape,  an 
if  vertex  of  the  nucleus  presents  itself.  In  order  to  promote  as 
much  as  possible  the  thorough  exit  of  the  latter,  the  back  o 
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spoon  is  made  to  glide  along  the  sclera,  first  with  an  equable  decree 

^ C°mer80ftheW0uncl-  ‘™d  thereupon 
ofpresTo  If  dul^  ’ "PWard8  with  a continuous  increase 
presenTifaelf  tl ° moTO“onts  the  diameter  of  the  nucleus 

may  be  completed  wT^  “ T ^ m0re  abated>  ™d  the  delivery 

~E" s 

resorted  to  which  in  tho  U^V  ^ ^ US  GVen*'  ^ie  kook  must  be 

s«  “S  * sstrr 

thereupon  drawn  back  over  the  near  edle  of  tZ  V ^ , pSule’ 
smtable  elevation  of  the  handle,  it  is  brought  in  ^diiec«on “0^?!  a 
postenor  cortex,  along  which  it  is  then  pushed  forward on Y Y 
until  it  has  passed  the  posterior  pole  of  the  nucleus  The  i f ® 1 

its  asis’  s° that  th™™™e 

“ J'S  2 iSifi'"  f ; 
..iszi-ssitrsy-  *“•  <■  v . is. 

; r'r«iri  rt- 

eJse?ittSrtTreth°Uld-eSOape  the  ™ *«  been 

‘he  lens  and  its  onpenle  with  a scoop"  pSs^d' 'behind'1  X the*0  T™ 

4s  stxsr*  - “*•  - ■ «- 

r/ic  after-treatment  is  the  same  a.s  fW  c.  , a so- 
centic  flap.  08  tIlat  for  extraction,  by  a cres- 

cre?oenfe.CTsCtit°  ^n’thT^t^  ‘ «3  °peration  linear,  for  it  is 
wound  is  shortened  by  the  heicht  oT  th  “ ne°OSSary  lengtb  of  the 
eyeball,  hut  crescentic  it  most  Sublet  ST*  * **  °f  ‘h° 

ccordmg  to  the  strict  rules  for  operating  laid  down  by  Von 

3 F 2 
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Grraefe,  tliore  is  not  room  enough  for  a full-sized  cataract  to  escape 
out  of  the  eye ; and  hence  it  is  that  most  operators,  in  consequence  of 
having  had  failures,  make  more  of  a flap  in  the  sclerotica  ; and 
lienee  it  is  also,  that  authors  who  advocate  the  operation  never  omit 
to  say  that,  when  the  cataract  is  large,  the  puncture  and  the  counter- 
puncture of  the  sclerotica  must  he  made  nearer  to  the  horizontal 
meridian  of  the  eye. 

For  a hard  cataract  to  escape  with  safety,  by  which  is  meant,  that 
the  angles  of  the  wound  he  not  bruised  and  stretched,  nor  the  cata- 
ract pressed  into  pieces,  the  incision  must  at  least  equal  in  length 
the  diameter  of  the  cataract,  and  gape  in  correspondence  to  its  thick- 
ness. This  cannot  he  got  over  by  any  ingenuity. 

The  wound  in  the  sclerotica  very  much  endangers  the  escape  of 
the  vitreous  humour,  one  of  the  most  serious  of  all  the  accidents 
incidental  to  extraction,  and  one  that  is  here  very  frequently  in- 
curred. To  avoid  this,  some  operators  depart  from  such  a line  of 
incision,  and  make  their  cut  at  the  junction  of  the  cornea  and  the 
sclerotica. 

The  iridectomy  is  for  the  purpose  of  getting  as  much  space  as 
possible.  It  is  stated,  besides,  that  it  facilitates  the  removal  of  any 
fragments  of  cataract  that  may  remain.  It  should  be  remembered 
that  this  operation  has  a great  tendency  to  break  the  cataract,  so  that 
the  iridectomy  is  an  evil  which  is  devised  to  remove  other  evils  of 
a previous  creation.  As  to  being  a prophylactic,  as  it  is  asserted  to 
be,  that  is  sheer  nonsense. 

Reputed  advantages  of  the  so-called  modified  linear  extraction.  . 

The  easier  removal  of  a cataract  whose  cortical  portion  is  quite 
adherent.  This  means,  I suppose,  when  there  is  not  much  soft 
material  about  the  cataract.  But  cataracts  of  this  nature  escape  easily 
enough,  if  the  corneal  section  be  properly  made.  Besides,  no  one 
can  tell  of  this  state  beforehand. 

Peculiar  applicability  when  general  or  local  conditions  render 
suppuration  of  the  cornea  probable.  This  is  just  what  cannot  e 
told.  There  are  not  any  signs  by  which  it  can  be  said,  apart  1mm 
chronic  inflammation  of  the  eyeball,  or  of  its  appendages,  1 a 
suppuration  is  likely  to  follow  a corneal  section,  and  such  sta  es 
would  probably  cause  suppuration  from  any  form  of  extraction. 

A valuable  resource  when  the  condition  of  a patient  renders  a 
less  strict  regimen  advisable,  or  particularly  a shortening  of  his  tune 
in  bed.  If  convalescence  be  really  longer  in  coming  about  in  come 
extraction,  and  I am  not  prepared  to  deny  it,  two,  three,  or  more 
days  are  nothing  in  comparison  to  the  greater  advantages  of  a given 
operation,  whether  to  a rich  or  to  a poor  person. 
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That,  as  the  wound  cannot  gape  much,  it  must  heal  quicker  than  a 
cornea!  incision.  1 

rlhat  the  operation  needs  less  after-treatment.  The  old  operation 

’ Ttf  Uv  ; dl  is  —ted  is  toCp  the 

* Sh*  away-  Any  °Peratiou  **  oataraot  that 
goes  badly  puts  the  patient  in  a state  that  needs  careful  attention. 

If  ttis  he  true  t P SUff?n?  fr°m  Partial  °r  diffllse  ™PI>uration. 
SteU^a.  ™ O 18  %gwat  advauta8e>  ba‘  suppuration  does  occur. 

in  praise  of  thiT^’-f  e?™'.  '?  P°intiB8:  out  wbat  has  been  said 
in  piaise  of  this,  writes  thus:  “It  would  be  too  much  to  hope  hv 

this  operation  entirely  to  escape  shrinking  of  the  eyeball  and  to 

Z'ntt fTati0n  °f  the  “teriOT  0f  ^ eye-  The  proc“4 

does  not  guarantee  success,  nor  will  it  do  so  even  with  farther  inf 
provements  of  the  method  of  operating.” 

The  absence  of  prolapse  of  the  iris  as  a complication  That  cor 
tamly  cannot  prolapse  which  has  been  cut  awav  h„t  .1  • • “ , 

prolapse  at  the  edges  of  the  wound, Tnd  nem^lways^ * % ™ 
lapse,  or  become  adherent  to  the  wound.  I beg  my  reader  to  Lll 

installed  ' f tf  ’T  ab°U‘  the  P^bable^dvZage  in  s01^ 

instances  of  the  prolapse  of  the  iris. 

■Special  adaptation  for  removing  a partially  formed  cataract  as  all 

iS, u,. J 

rr.  pst  £.-£  tsjxrtZ&F 

poXnto  h enkrged  PUpiI  Causes  painM  dazzli“S.  and  in  pro’ 

tle  i di3pereiou  the  >■  A 

The  clearness  of  eZutZvi  Ln  T « °f  “““Nation. 

seeing  around  him  when  he  wears  sp^deT^  °f  Patieut  for 
for  the  deviation  of  . spectacles’  are  much  impaired, 

of  the  deficient  arrest  of  the  rayfby^hr iris'1' J^’llIoilt  °U  account 

upper  eyelid  does  not  obviate  the  difadvant Z TheT  w 
therefore  a very  serimitj  , . ll»cs"  Uie  iridectomy  is 

there  should  be  most  uihh  ^ 0 su^pit  to  its  disadvantages 

recognisable  and  easily  ad™utages,  readily 

less  seblonUhfnlf't0'^1  ther0  “ n6Ter  the  best  access,  there  is 

here  that  reUablfeS  ^ “*d  therefo«>  a better  average.  It  is 
reliable  evidence  ,s  so  much  wanted.  Conjecture  has  been 
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used  in  its  stead.  Some  are  advocating  tliis  operation  wlio  have  never 
attained  to  excellence  of  execution  in  tho  old  one,  giving  to  it  a mere 
casual  consideration,  and  foretelling  its  probable  extinction.  Some 
have  never  operated  by  any  other  method. 

It  was  but  lately  that  the  scoop  extraction  of  Waldau  was 
extolled  in  this  country  as  the  most  successful  of  any.  This  was 
substantiated  by  inaccurate  statistics.  If  the  modified  linear  be 
supported  only  by  such  evidence,  it  is  not  too  much  to  expect  that 
it  will  be  abandoned  in  time. 

The  operation  is  most  difficult  of  execution.  This  alone  is  an 
objection.  It  is  not  enough  to  teach  that  operation  which  only  a very 
few,  the  very  small  minority,  can  do  accurately.  The  mass  of  patients 
would  be  badly  treated. 

It  is  beset  with  dangers.  Too  small  a wound,  intra-ocular  haemor- 
rhage, by  which  is  obscured  the  latter  part  of  the  operation,  difficulty 
of  escape  of  the  lens,  loss  of  the  vitreous  humour,  protrusion  of  the 
vitreous  humour  into  the  wound,  are  all  more  likely  to  be  encountered 
than  in  the  ordinary  operation.  But  the  largest  risk  is  that  of  the 
vitreous  humour  escaping.  The  liability  to  the  accident  increases 
with  the  patient’s  age,  because  the  humour  generally  loses  its  con- 
sistence as  old  age  increases.  Cystoid  cicatrix,  caused  by  the  edges 
of  the  wound  not  uniting  firmly,  but  by  imperfect  cicatricial  mate- 
rial, which  ultimately  distends  like  a staphyloma,  is  common.  In 
proportion  as  Gfraefe’s  original  operation  is  departed  from,  and  the 
old  corneal  one  imitated,  so  are  these  risks  lessened.  There  are 
men  who,  while  they  profess  to  adopt  the  modified  linear  method, 
never  cut  the  sclerotica,  and  remove  but  a small  bit  of  the  iris. 

As  an  imminent  after-risk,  must  be  mentioned  that  of  inflamma- 
tion of  the  eyeball,  and  which  is  usually  called  iritis. 

Several  other  methods  for  extracting  cataract  have  been  practised  of 
late,  and,  according  to  their  respective  authors,  with  a success  hitherto 
unknown,  and  with  quality  of  sight  which  leaves  nothing  to  be 
desired.  By  some  of  the  accounts  we  are  also  assured  that  only  a 
few  days’  confinement  of  the  patient  is  necessary.  That  these  are 
descriptions  of  enthusiasts,  I fully  believe.  For  this  reason,  and 
because  the  operations  are  only  some  modifications  of  those  above- 
mentioned,  I shall  not  notice  them. 


OPERATIONS  FOR  DISPLACEMENT  OR  DEPRESSION. 

Needle  for  displacement. 

A curved  needle  is  better  adapted  to  displaeo  the  opaque  lens  inf  <5 


OPERATIONS  FOR  DISPLACEMENT  OR  DEPRESSION.  807 

the  Trfraous  humour  than  a straight  one.  That  which  is  represented 

, g:  1 l,‘;ll0ve  t0  be  of  the  most  approved  form.  The  point 

only  should  be  sharp.  x 

There  are  three  ways  of  effecting  displacement. 

Ihe  oldest,  and  now  almost  exploded  method  of  “de- 
pression,’’ is  to  press  the  cataract  downwards  till  it  disap- 
pears, as  is  meant  to  be  shown  in  Fig.  252. 


FiO.  251. 


Fig.  252. 


fcond’  reclination,”  disposes  of  the  cataract  by  tilt- 
nig  it  backwards,  and  carrying  the  upper  edge  downwards 
alter  the  manner  illustrated  in  the  second  sketch. 


Fro.  253. 


Fio.  254. 


Tlio  diagrams  must  ho  regarded  as  demonstrating  merely  the 
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theory  of  the  several  processes,  for  in  reality  the  cataract  does  not 
pass  through  the  many  positions  that  are  figured,  so  as  ultimately  to 
rest  just  at  the  desired  situation.  There  is  the  greatest  uncertainty 
where  it  may  actually  go,  especially  in  depression,  an  operation  that 
I shall  not  describe,  since,  owing  to  the  difficulty  of  pushing  the 
cataract  below  the  pupil,  and  getting  it  sufficiently  covered  by  the 
vitreous  humour  without  forcing  it  against  the  retina  and  the  ciliary 
processes,  or  between  the  choroid  and  retina,  or  even  through  these 
membranes,  it  is  now  superseded. 

Although  the  retina  is  very  much  less  likely  to  be  touched  by  a 
reclined  than  by  a depressed  cataract,  the  hyaloid  membrane 
certainly  suffers  much  more  lesion,  the  more  especially  if  it  be 
healthy. 

By  displacement  the  cataract  is  rendered  a foreign  body  within  the 
eye,  and  placed  in  a new  position  at  the  expense  of  the  vitreous 
humour,  an  organized  tissue,  supporting  those  parts  of  the  eye 
which  are  of  the  highest  importance  to  vision,  and  intimately  con- 
nected with  them,  and  which  also  are  most  intolerant  to  injury. 
The  displaced  cataract  may  also  come  into  contact  with  the  ciliary 
processes,  and  excite  inflammation,  or  press  on  the  retina,  and  thereby 
destroy  sight. 

Although  displacement  is  a very  inferior  operation  to  extraction, 
it  should  not  be  condemned  and  made  obsolete.  More  success  may 
be  obtained  from  it  in  the  hands  of  unskilful  and  inexperienced 
operators  than  from  any  form  of  extraction,  because  it  is  an  easier 
operation,  and  there  is  very  much  less  risk  of  accidents  dining  its 
performance.  I have  seen  good  results  obtained  by  men  who  would 
probably  never  get  success  from  extraction. 

When  the  cataract  is  properly  disposed  of,  it  is  pressed  backv  ards 
and  downwards  into  the  lower  part  of  the  vitreous  humour,  opposite 
to  the  interval  between  the  external  and  the  inferior  recti,  and  lies 
with  the  anterior  surface  upwards,  and  the  superior  edge  backwaids. 
It  may  be  imbedded  in  the  vitreous  humour  without  being  in  coutact 
with  any  other  part  of  the  eye,  and  so  impacted  that  it  will  not  be 
very  likely  to  reascend. 


OPERATION  FOR  11ECLINATI0N. 

It  is  indispensable  that  the  pupil  be  fully  dilated.  An  anterior 
operation  through  the  cornea  has  been  proposed  and  adopted,  but  is 
most  inappropriate.  It  is  only  by  passing  the  instrument  throug  i 
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the  sclerotica  that  sufficient  command  can  be  obtained  for  proper 

tt—Tt  T,le  ?0Si!r  0f  the  1“’  ‘ba*  fte  operator,  and 
the  manner  of  securing  the  eyelids,  and  fixing  the  eye,  are  precisely 

the  same  as  for  extraction.  i y 

th  fZra/7flZJ  mta7et  The  conj’1Ecti™>  the  sclerotica, 

M-  ’ nd  ^ 16  vltreous  humour,  must  be  wounded.  But  the 

the  cataraT868’  t ^ /f™’  “nd  *he  loES  ciHary  artoT>  aa  well  as 
. ' need  not  be  wounded ; and  the  choroidal  vessels  must 

is  lilelftoasSheSeyrble’  temon'haSe  witb“  ‘he  eyeball 

1 litrirdl%hf  Wit^  thf  conTOxity  upwards,  and  the  handle  a 
little  depressed,  to  render  the  entrance  of  the  point  more  easy  is 

s“°In  inTh7!  “art6  tranSTCrSe  axi3  °f  tbe  eyebalI>  about  the 
h of  an  inch  behind  the  cornea.  In  that  position  injury  will  not 

b inflicted  on  he  ciliary  processes,  retina,  or  long  ciW  Series 

wds  Ttfe  e‘  r f “ Awards  tnd  in- 

w aids  to  the  extent  of  about  seven-twentieths  of  an  inch  to  the 

j ne«ll°f  H C, a aract'  ,.In  order  to  be  precise,  some  operators  have  the 

' to  the  f dud  ^ ‘a®  dlstance  from  which  it  should  be  within  the  eye 
to  the  handle,  and  a very  good  plan  it  is.  It  is  now  raised  to  the 

upper  part  of  the  posterior  capsule,  which  is  to  be  ruptured  by  repeated 
« movemen  s.  It  had  better  also  be  carried  a little  way  dot™ 

' rds  tllroug-h  the  vitreous  humour.  It  is  then  Unit 

ract  > ® 18  1611  K“Sed  above  tlie  transverse  diameter  of  the  cata 

downw S rTh  8ilrfaCS  reSting  °n  tlle  Aaract,  which  is  pressed 
downwards  and  backwards  and  a little  outwards  and  i P f 

< scend,  the  reclmation  must  be  reneated 
tainlxr  vi.  • repeated.  Ilie  ascension  is  opt- 

humour,  which  mtst°™hi  t0  , th®  great  elasticity  o{  the  vitreous 

The  cataract  shZd  be  made  to  ° 40  ” tbis  P-perty. 

Possible  resembling  the  lowest  of  those  Ttl  “ ,?°Sltl0n  as  uear]y  as 
\xri-_Tv  +i  i G,t  01  G lose  111  the  diagram,  Bin- 

JUT.  *,’■•  -a*  «■*«»- 

the  one  direction  and  the  1 * 1 “lfa.on’ but  tho  P“nt  is  to  traverse  in 
0ftheflr7kiuTtCi  s uemt^  °ther’  80  as  to  fom  a lever 
there  should  be  the  1 Gr°tlca  bemS  the  fulcrum  ; and  on  this  fuler  um 
suould  he  the  least  degree  of  pressure  possible,  without  any 
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dragging  of  the  eye.  The  diagram,  Fig.  255,  shows  the  third  step 
of  the  operation. 

If  the  anterior  part  of  the  capsule  he  opaque,  and  have  not  heen 
sufficiently  torn  in  the  first  instance  to  allow  of  a clear  pupil,  the 
needle  must  he  applied  to  it  before  being  withdrawn.  When  of 
normal  consistence,  it  is  almost  always  ruptured  in  the  first  instance. 

The  capsule  may,  if  thickened,  accompany  the  cataract,  in  spite  of 
all  endeavours  to  the  contrary. 

Should  the  cataract  be  accidentally  projected  into  the  anterior 
chamber  during  the  operation,  it  must  be  extracted.  If  the  needle 


Fig.  255. 


should  enter  the  cataract  in  the  first  step  of  the  proceedings,  it  must: 
be  withdrawn,  and  the  operation  commenced  afresh,  or  failure  will 

ensue. 

Another  manner  of  reclining  the  cataract  is  to  introduce  the  needle? 
as  in  the  other  operation,  but  instead  of  lacerating  the  posterior  cap-  - 
sule,  to  bring  it  at  once  forwards  to  the  front  of  the  cataract,  and 
make  the  reclination.  This  is  a quicker  and  easier  plan,  but  the 
objection  to  it  is  that  the  resistance  offered  by  the  capsule  and  by  the 
firm  adhesion  of  the  suspensory  ligament  of  the  lens,  will  be  impe-  - 
diluents  to  the  displacement. 

Egerton’ s manner  of  piercing  the  cataract , and  carrying  it  dowmcar  ds  t 
in  an  oblique  position.  A straight  needle  is  required,  such  an  one  as  1 
that  figured  as  a straight  solution  needle.  It  is  introduced  through  i 
the  sclerotica  as  for  reclination ; but  instead  of  being  carried  to  the  • 
centre  of  the  vitreous  humour  for  the  purpose  of  avoiding  the  cataract, 
it  is  intentionally  passed  by  a rotatory  motion  into  it,  the  lower  part 
of  which  is  then  turned  backwards,  and  in  that  oblique  position  the 
cataract  is  carried  downwards  till  the  whole  is  just  below  the  edge 
of  the  pupil,  when  the  needle  is  most  carefully  withdrawn.  Whilst  • 
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I attended  the  practice  of  the  late  Mr.  Scott,  of  the  Royal  London 
phtlialmio  Ilospital,  lie  used  to  adopt  this  method,  a little  modified 
and  improved  and  allusion  is  made  to  it  in  his  pamphlet  on  Cataract, 
■tie  thought  it  better  not  to  transfix  the  cataract,  on  account  of  the 
anger  of  accidental  dislocation,  and  the  greater  difficulty  in  sub- 
sequently  detaching  the  needle ; and  recommended  instead,  that  it 
should  be  pierced  only  to  such  a depth  as  will  enable  it  to  be  carried 
backwards.  According  to  him,  if  the  needle  can  be  introduced  into 

two-thirds  of  the  cataract,  sufficient  command  will  then  be  obtained 
ior  tlie  displacement. 

• Th6  ™P*tedl  “^'-outages  °f  Egerton’s  plan  are,  the  less  amount  of 
injury  to  the  hyaloid  membrane,  the  greater  facility  with  which  the 
cataract  can  be  placed  m any  position,  the  less  probability  of  its  risino- 
owing  to  the  upper  surface  being  covered  by  an  unbroken  part  of  the 
Vi  r eous  humour,  and  the  less  chance  of  injury  to  the  retina  from  any 
accidental  mal-posihon  of  the  cataract.  It  is  better  to  lacerate  the 
anterior  part  of  the  capsule  on  an  after-occasion  through  the  cornea  • 

toits  pi™6  “ riSt  °f  the  °atara0t  be“g  and  returned 

not  common^  *°  ***  0»eratim’  although  they  are 

• A thromhus  may  form  under  the  conjunctiva,  if  a large  con 

avoided  ThP  tl  ^ a T6SSe1’  tWore>  ^onld  be 

avoided.  Ine  thrombus  will  soon  be  absorbed. 

A small  fungus  excrescence  springs  up  from  the  exfprrml  no  7 
and  may  require  to  be  touched  within  eLwie  ' 

wn  jz'zj;  oven 

tured  the  blood  passes  externally.  Sometimes  the  blood  ifeEd 
S ted  h%atrl°r  chu-ber  and  prevents  the  operation  beLtm- 
a ter  ilm  T P°Td  °Ut  int°  botb  ‘ho  chambers  of  L Ze 

Sof:n;e:^n  ltfraUy  “ witw  ^4 

o a rreIess 

This  will  produce  a hry  ghat  deallf  h^la^ 

--  -Saw“ 

n strr  “t  tti.. 

As  the  hyaloid  membrane  is  broLS,  4 b“ 
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likely  to  escape,  therefore  {uessuro  must  not  be  made  on  the 

eyeball.  , 

Contingencies  which  may  arise  during  the  operation.  Ine  cataract 

may  be  friable,  and  fall  to  pieces  as  soon  as  the  needle  touches  it , or 
so  disintegrated  that  the  needle  passes  through  it.  In  either  case  it 
should  be  freely  broken  up,  and  a large  central  aperture  made  in 
the  anterior  capsule.  The  greater  portion  will  then  fall  into  the 
anterior  chamber,  where  it  will  be  absorbed.  If,  however,  the 
fragments  set  up  a great  deal  of  irritation,  the  cornea  must  be 
opened,  and  the  more  prominent  ones  taken  out  with  the  scoop.  . If 
during  the  division  of  the  cataract  a hard  nucleus  is  met  with, 
it  should,  if  possible,  be  reclined,  or  brought  forward  into  the 
anterior  chamber,  and  submitted  to  absorption.  I should  always 
myself  rather  try  the  latter  process.  If  irritation  be  set  up,  extrac- 
tion must  be  resorted  to.  . 

If  a partially  fluid  cataract  be  encountered,  possessing  a dense 

nucleus,  the  nucleus  must  be  reclined  or  extracted,  or  brought  for- 
ward into  the  anterior  chamber  and  submitted  to  absorption, 

or  be  extracted  if  irritation  should  arise. 

If  there  have  been  entire  fluid  degeneration  of  the  cataract,  the 
coloured  fluid  will  escape  into  the  chambers  of  the  eye,  and  should 
be  evacuated  along  with  the  aqueous  humour  by  a puncture  m the 
cornea.  Yomiting  and  pain  and  much  irritation  will  thereby  be 

prevented.  . . 

The  cataract  may  re-ascend  as  frequently  as  the  needle  is  raised  m 

order  to  disengage  from  it.  Supposing  that  all  the  steps  of  the  opera- 
tion have  been  properly  performed,  this  may  be  ascribed  to  a greater 
degree  of  adhesion  than  is  natural  between  the  cataract  and  1 
capsule,  or  between  the  capsule  and  the  hyaloid  membrane.  : 

best  plan  is  to  allow  the  cataract  to  re-ascend,  and  then  to  cany  • k 
needle  over  the  upper  edge  and  do™  behind  the  postenor  capsule,  ,, 
move  it  upwards  and  downwards,  and  so  destroy  the  adhesio 
of  the  capsule  to  the  hyaloid,  then  to  bring  it  from  underneath 
into  the  posterior  chamber,  and  repeat  the  dislocation  in  a slow 

manner.  1U  rnr 

Complete  impillary  adhesion  renders  displacement  rnapp  tea  > ■,  » 

independently  of  the  pupil  being  so  small  that  it  won  < e 
possible  to  see  that  the  instrument  is  in  its  proper  course,  ■ 
must  be  considerably  damaged  before  the  needle  could  be  made 
to  appear  in  front  of  the  cataract;  and  if  the  capsule  \\cu > 1‘ 
and  thickened,  as  in  all  probability  it  would  be,  it  is  more  iu 
the  iris  would  separate  from  its  ciliary  attachment s,  i;m  1 , 
pupillary  adhesions  or  the  thickened  capsule  would  give  way  under 
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the  pressure.  Such  a state  of  eye  is  fully  considered  in  the  chapter 
on  Artificial  Pupil. 

One  or  two  or  even  more  slight  adhesions  do  not  contra-indicate 
reclination,  if  the  capsule  be  not  much  thickened.  Some  surgeons 
recommend  that  such  adhesions  should  be  broken  down  with  the 
needle  at  the  time  of  operating.  I have  not  myself  treated  a case  of 
such  complication.  Effusion  of  blood  would  most  likely  follow  such 
sepai  ation,  but  that  would  not  be  of  much  consequence. 

After-treatment.  This  differs  in  no  respect  from  that  which  has 
been  described  as  necessary  after  the  operation  for  extraction,  except 
m the  necessity  for  keeping  the  pupil  dilated,  so  that  there  may 
be  no  adhesions  between  the  iris  and  the  capsule,  and  that  any 
cataract  fragments  may  readily  find  their  way  into  the  anterior 
chamber.  The  eye  requires  to  be  kept  at  rest  quite  as  W and 
it  is  as  necessary  for  the  patient  to  be  quiet.  It  is  during  the  first 
week  that  the  cataract  is  liable  to  ascend. 

. A loDSer  Period>  however,  should  be  allowed  to  pass  before  the  eye 
is  brought  into  use  of  any  kind;  and  when  it  is  employed  everything 
should  be  avoided  that  gives  pain,  or  causes  lacrymation,  or  pro- 
duces redness  of  the  surface. 

Severe  pain  of  a neuralgic  character  and  vomiting  are  not  unfre- 
quent recurrences  after  reclination.  For  the  pain,  our  chief  reliance 
must  be  opiates.  Belief  is  not  afforded  by  antiphlogistic  remedies. 
The  vomiting  must  be  treated  chiefly  according  to  the  temperament 
ot  the  patient.  In  all  cases  effervescing  draughts,  and  bits  of  ice 
swa  lowed  at  intervals,  give  relief.  If  the  eyeball  should  inflame 
locaf  bleeding  must  be  resorted  to. 

Carnes  which  interfere  with  success.  Acute  inflammation.  This 
o en  happens  after  the  operation,  especially  when  the  manipulations 
have  been  unskilfully  executed,  and  the  suspensory  ligament  of  the 
ens  torn  from  its  connection,  or  the  needle  kept  unduly  long  in  the 
eye.  Besides  these  causes,  the  operation  itself,  however  will  per- 
ormed  may  he  a source  of  acute  inflammation.  In  addition  to  the 
usual  symptoms  of  severe  pain  in  the  eye  and  around  the  orbit,  the 
ns  changes  its  colour,  the  pupil  contracts,  lymph  is  effused  the 

edne'rfB  °f  "TT16  COale80e’  beC°m®  °Pa,lue.  and  adhere  to  the 
dg  . of  the  pupil  Vision  is  almost  annihilated,  and  if  the  symptoms 

continue  pus  is  effused  into  the  anterior  chamber  and  between  the 

layers  of  the  cornea,  and  the  eye  is  quite  destroyed. 

OAremc  inflammation  of  the  interior  of  the  eye  is  still  more 

is  the  acute^Vv/*  a period’  ™d  is  e<luaUy  destructive 

leer  -c  for  to  &lg  t “ rf  ha7e  b°en  restored  t0  a considerable 
legree  for  some  weeks  after  the  operation,  when  the  symptoms 
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creop  on  slowly,  and  in  a few  months  all  vision  is  extinguished 
This  may  aviso  from  pressure  of  the  cataract  on  the  iris,  ciliary 
processes,  or  retina ; from  violence  dono  to  the  structure  of  the 
vitreous  humour;  or  from  irritation  occasioned  by  the  unnatural 
position  of  the  displaced  body,  in  which  latter  case  there  will  be  all 
the  symptoms  which  would  occur  if  a foreign  body  were  driven  into 
the  eye. 

Really,  there  is  no  scope  for  successful  treatment.  The  late  Dr. 
Mackenzie,  who  saw  a great  many  operations  for  reclination,  gives 
the  following  advice.  If  the  practitioner  who  has  performed 
depression  or  reclination  sees  reason  to  suspect  that  the  very  means 
which  he  has  adopted  for  restoring  vision,  threaten  to  destroy  it,  he 
ought  not  to  hesitate  about  withdrawing  the  displaced  cataract  from 
the  eye  entirely.  It  is  to  be  raised  into  its  former  situation  by 
a needle  introduced  through  the  sclerotica,  then  pressed  forwards 
through  the  pupil  into  the  anterior  chamber,  and  kept  in  contact 
with  the  cornea,  and  then  extracted. 

Ultimate  state  of  the  cataract.  A great  many  eyes  have  been  dis- 
sected, after  reclination  and  depression  have  been  performed,  at 
periods  from  a few  months  to  several  years. 

When  the  cataract  has  been  stripped  of  its  capsule,  it  may  be 
absorbed  entirely,  or  in  part  only,  or  it  may  be  scarcely  acted  on  for 
years  ; the  result  very  much  depending  on  the  state  of  the  lens 
atrophy. 

A cataract  displaced  in  its  capsule  is  not  absorbed. 

Re-ascension  of  the  cataract  after  several  months.  This  is  not  com- 
mon, but  it  may  occur  without  any  apparent  cause,  or  from  falls,  or 
blows  on  the  head.  The  cataract  may  re-ascend  to  its  natural 
position,  or  pass  into  the  anterior  chamber.  Some  operators  repeat 
the  operation  at  once,  after  each  re-ascension.  Neither  repetition  of 
the  displacement,  nor  extraction,  should  in  my  opinion  be  hastily 
done.  There  is  always  a possibility  of  the  cataract  becoming 
absorbed.  But  should  irritation  at  once  ensue,  or  should  there  be  no 
appearance  of  dissolution  after  some  weeks,  the  cataract  should  be 
extracted. 

The  nucleus  of  the  cataract  may  slip  into  the  anterior  chamber. 
This  should  be  treated  as  the  above. 

Success  has  attended  the  extraction  of  re-ascended  cataract,  and  of 
nuclei,  when  the  eyeball  has  been  inflamed. 

Mr.  Solomon,  in  a communication  to  the  R.  L.  0.  H.  Reports, 
suggests  that  two  needles  should  be  used  for  the  operation  of 
reclination. 

He  says  that  the  desired  object  would  be  attained  by  pressing  back 
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the  outer  and  lower  side  of  the  cataract  from  the  iris  with  a fine 
needle  passed  through  the  nasal  side  of  the  cornea,  thus  making  a 
• free  space  for  the  other  needle  to  pass  to  the  front  of  it.  This  is 
meant  to  overcomo  the  difficulty  which  is  experienced  in  getting  tho 
needle  over  the  rim  of  the  cataract,  to  the  centre  of  the  pupil,  it  being 
apt  to  transfix  the  lens  or  the  ciliary  body,  or  to  get  caught  under 
the  capsule,  or  in  the  iris,  lie  thinks  that  some  other  advan- 
tages also  are  likely  to  occur,  namely,  an  increased  facility  in  the 
: removal  of  the  soft  lens  matter  previous  to  the  reclination  of  the 
more  solid  portion,  protection  of  the  iris  from  contusion,  and  pre- 
vention of  dislocation  of  the  cataract  into  the  anterior  chamber. 


SPONTANEOUS  DISLOCATION  OF  HARD  CATARACT. 

This  may  occur  at  any  period  of  the  lens  atrophy,  but  it  is  most 
likely  when  the  secondary  change  is  far  advanced.  There  are  two 
conditions  that  generally  precede  the  occurrence.  The  one  is  the 
separation  of  the  cataract  from  the  zonular  connection  to  some  slight 
degree.  The  other  is  more  or  less  fluidity  of  the  vitreous  humour. 
When  these  states  co-exist,  the  cataract  is  prone  to  be  started 
by  a blow  on  the  eye,  or  about  the  orbit,  on  the  head,  or 
even  from  forcible  contraction  of  the  orbital  muscles.  It  may 
occur  without  any  obvious  existing  physical  cause.  So  long 
as  the  cataract  is  detached  only  to  a small  extent,  it  will  move 
in  the  direction  of  such  separation,  and  a paid  of  the  pupil  will  be 
rendered  clear  when  it  falls  backwards,  and  again  eclipsed  when 
it  returns  to  its  place.  The  discovery  by  the  patient  that  some 
amount  of  sight  is  restored,  and  again  destroyed,  in  quick  succession, 
or  in  slow  alternation,  is  nearly  always  the  first  indication  of  any 
form  of  dislocation.  There  is  generally  some  slight  tremulousness  of 
the  cataract  at  first,  when  the  dislocation  is  not  the  effect  of  direct 
violence,  but  such  slight  disturbance  is  seldom  recognised.  In  pro- 
portion  as  the  sepaiation  proceeds,  so  does  the  cataract  swing,  till  at 
last  it  falls  backwards  into  the  vitreous  humour,  retaining  only  the 
most  slender  attachment  to  the  suspensory  ligament  as  a hinge,  or 
becoming  quite  freed.  It  may  fall  into  the  anterior  chamber.  ’ It 
may  pass  backwards  and  forwards,  between  the  vitreous  humour 
and  the  anterior  chamber. 

The  usual  effect  of  a swinging  cataract  is  chronic  inflammation  of 
the  interior  of  the  eyeball,  usually  called  irido-choroiditis,  by  which 
the  eye  is  spoiled,  and  sympathetic  ophthalmitis  rendered  imminent. 
When  the  cataract  sinks  out  of  sight  in  tho  vitreous  humour,  it  may 


816 


DISEASES  AND  INJURIES  OF  THE  CRYSTALLINE  LENS. 


move  about  and  bring  on  destructive  inflammatory  action.  In  some 
fortunate  cases  it  may  remain  in  this  position  without  any  ulterior 
consequences,  because  either  the  vitreous  humour  is  fluid  only  in  part, 
or  the  cataract  has  become  attached  by  some  inflammatory  adhesion 
where  it  lies.  Several  examples  of  this  quiet  state  have  been  seen  by 
me,  in  which  the  sight  has  been  as  completely  restored  as  after  the 
most  successful  operation  for  extraction.  This  disposal  of  the 
cataract,  partly  by  disease,  and  partly  by  accident,  explains  the 
wonder  of  the  natural  cure  in  old  people  popularly  talked  of,  and 
even  narrated  by  some  writers. 

Cases  are  alluded  to  by  authors  in  which  the  partially  detached 
cataracts  have  become  attached  in  their  natuial  position,  by 
exudations  thrown  out  diming  the  inflammation  consequent  on  their 
movement,  and  rendered  harmless. 

The  rule  is  to  remove  the  loose  cataract.  With  any  irritation,  the 
operation  should  be  promptly  done.  Whether  the  cataract  be  in  the 
posterior  chamber,  pressing  on  the  iris,  or  in  the  anterior,  irritation 
is  sure  to  be  induced,  and  the  eye  will  most  certainly  be  destroyed, 
if  nothing  be  done. 

Extraction  only  is  admissible.  The  manner  of  doing  this  wiH  be 
the  same  as  in  ordinary  cases  of  extraction,  as  regards  the  opening 
of  the  cornea;  but  the  position  of  the  section,  whether  upwards, 
downwards,  or  lateral,  should  be  that  which  seems  most  likely  to 

facilitate  the  subsequent  steps  of  the  operation. 

It  may  be  necessary  to  fix  it  in  the  anterior  chamber  with  a needle, 
or  to  push  it  there  as  a preliminary  measure,  and  whether  the  needle 
be  used  through  the  cornea,  or  through  the  sclerotica,  must  depend 
on  the  circumstances  of  the  case.  After  the  cornea  is  opened  all, 
pressure  on  the  eyeball  must  cease.  The  cataract  must  be  taken 
from  the  eye,  that  is,  removed  with  a scoop,  or  a spoon,  or  a hook.  INo 
attempt  whatever  must  be  made  to  press  it  out,  for  with  pressure  the 

vitreous  humour  will  flow  out.  # . , 

The  cataract  is  beyond  removal  with  the  saving  of  sight,  when 

it  lies  in  the  vitreous  humour. 


OPERATIONS  FOR  SOLUTION,  COMMONLY  CALLED  NEEDLE  OPERATIONS. 

Straight  needle.  Solution  needles  cannot  be  too  fine,  provided  I 
they  are  strong  enough  to  be  guided  with  precision.  . J 

The  needle  shown  at  Fig.  256  is  a sketch  of  that  which  is  used 
Tw  mvself  It  is  about  the  fortieth  of  an  inch  in  thickness,  wi 
Z angular  and  sharp  point.  The  length,  five-eighths  of  an  inch, 
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Fia.  208. 


“ .a“r1®’  “ may  be  soen  by  reference  to  diagram  Fig  257  i, 

" le  d / thS  SiZ°  Mld  I1°siti0“  °f  «‘®  online  lL  a“d 
f.o.  m. tb  l18*™06  necessary  to  be  traversed  by  a needle  to 
reach  the  centre  of  that  body.  * 

It  is  supposed  that  a cataract  needle  may  be  made 

Wl  h above  its  shoulders.'  Sud  an 

^ T604  W0U1  h0W6Ver’  be  advantage 

Jiut  it  is  impossible  to  put  a teen  tnife-edge  on  the 
sides  of  a small  needle.  n 

Curved  needle.  A curved  needle,  although  neither 
so  readily  introduced,  nor  used  with  such  precision 


Fro.  257. 


j;ffa  6lralgbt  one’  ls  sometimes  required,  and  should 
differ  from  the  above  only  in  shape,  and  in  the  ab- 

°?  shoulders,  as  in  Fig.  258.  It  is  scarcely 
racticabk,  so  say  the  instrument-maters,  to  mate 
it  with  a point  like  the  straight  one. 

Application  of  operation.  A cataract  exhibiting 

the  characteristics  of  softness,  may  be  effectually 

removed  through  absorption,  by  opening  its  aj- 

sule,  and  admitting  the  aqueous  humour  to  it.  By 

the  macerating  action  of  the  humour,  the  opaque 

and  degenerated  lens  disappears.  The  freer  the  con- 

ta.ct  ot  “e  humour,  the  quicker  is  the  absorption  

But  tins  is  not  the  only  consideration  Tim*  ^ , 

for  on  such  does  success  depend  P n66Cl3  “V****} 

displaced,  the  less  subieet If  i at  th°  lentlcular  matter  is 

capsule  is  torn  in  the  ear v s %\  ° The  less>  to°>  «“> 

to  contract  adhesions  to  th  iris'  ** 

M;,r‘  "» « S - “ - 

“•  lTO  »f  one  of  thlm  » oneontod 
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through  tho  cornea,  the  other  through  the  sclerotica.  These  are  re- 
spectively designated  anterior  and  posterior  operations.  The  anterior 
is  more  definite  and  simple,  is  loss  painful,  inflicts  less  injury  on  the 
eye,  and  produces  less  irritation,  for  only  one  of  its  coats  is  punctured, 
it  can  he  done  as  effectually  as  the  other,  and  quicker,  the  instrument 
never  being  out  of  view.  It  is,  moreover,  the  easiest,  the  safest, 
and  the  most  successful  of  all  operations  for  the  treatment  of  cataract. 
I shall  speak  of  it  first. 

Anterior  operation . — The  pupil  should  always  he  well  dilated,  not 
only  to  expose  the  cataract,  hut  to  place  the  iris  out  of  the  way  of  the 
needle. 

Whether  the  one  or  the  other  kind  of  needle  shall  he  employed, 
may  he  generally  determined  hy  the  fancy  of  the  operator.  That 
either  may  do,  is  proved  hy  the  fact  that  each  is  exclusively  used  by 
different  surgeons.  The  straight  instrument  is  much  easier  to  use, 
and  is  better  suited  for  a first  operation.  With  - the  curved  one,  a 
cataract  can  be  more  comminuted,  and  with  less  tearing  of  the 
capsule,  and  less  chance  of  dislocation  of  its  nucleus  should  there 
he  one. 

The  eyelids  having  been  retracted,  the  eyeball  steadied,  and 
all  the  preliminaries  arranged  as  in  the  other  operations  for  cata- 
ract already  given,  the  straight  needle  is  introduced  through  the 
outer  part  of  the  cornea  at  the  horizontal  meridian,  and  half 


Fig.  259. 


cataract,  and  used  according  to  the  circumstances  of  the  case,  a&  m 

Fig.  259.  . . .w 

The  curved  needle  is  inserted  with  the  concavity  upwards,  >• 
the  stem  may  pass  parallel  to  the  iris,  so  as  to  avoid  injuring  1 i; 
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ftiul  when  the  pupil  is  reached,  by  a slight  turn  of  the  handle,  the 
point  is  brought  on  the  cataract. 

If  the  needle  he  kept  well  adapted  to  the  wound  in  the  cornea, 
the  aqueous  humour  will  not  escape  till  the  withdrawal  of  it 
is  commenced.  Should  the  humour  come  away  prematurely,  the 
needle  must  he  removed,  and  the  operation  delayed.  Again,  if  the 

be  defemdUnded’  and  bl°°d  °bS0Ur6  the  cataract>  operation  must 

The  cataract  may  be  easier  broken  by  piercing  the  cornea  over  the 
margin  of  the  pupil,  but  the  drawback  is,  the  disadvantage  arising 

Hmnf  an7  °PaClt7  Whi°h  6nSUe  if  the  Woun<1  should  in‘ 

brfl  I?™*  T'fT  m m,  °rdimnj  soft  lem>  aU  thnt  * desirable  is  to 
l ,al  the  centre  of  the  capsule,  and  to  penetrate  the  cataract  sufficient/,/ 

to  admit  the  aqueous  humour  to  its  texture.  This  should  he  done  gently 
because  rough  usage  will  dislocate  the  cataract.  A straight  cut 
m the  capsule  a little  more  than  a line  in  length  will  suffice8  The 
ens  substance  immediately  beneath  should  be  a little  broken  and 
the  needle,  if  it  be  the  straight  one,  pushed  into  the  cataract  for  a 
up  e o ines,  and  rotated  between  the  fingers.  Too  much  disturb- 
ance would  be  created  by  rotating  the  curved  needle,  but  as  the 

^ ^ penetration 

readily Tfftt  °{ th\catar™t  “ to  voided.  Displacement  is  very 

unlS  certl  n ’ 'i  n t0  °CCm'  at  once>  or  subsequently 
unless  certain  precautions  be  observed.  The  most  important  of 

these  is  to  make  but  a small  straight  aperture  in  the  cansnle  f 

kng  as  ,t  retains  its  elasticity,  a large  incision,  or  cross  ones  ’Jm  be 

sSTraser  *-  “•  — -»• 

unci  in  a capsule  so  altered  to  unite  ^ 

asaL-snisr  - *■* 

«r  •»  «•  t.  - “ 

J5UXS  * T"?  “* 

while  operating^*  ° mmW’ lf  ,le  see  ;t  move  in  the  least  degree 
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The  cataract  in  its  capsule  is  most  readily  detached,  if  the  capsule 
have  partially  lost  its  connection,  a condition  rarely  met  with  in 
soft  cataract,  unless  the  capsule  ho  much  thickened  and  the  cataract 
partly  absorbed. 

Another  reason  against  using  the  needle  freely  at  first  and  exposing  a 
large  surface  of  the  cataract , is  that  any  lens  tissue  that  may  have  not  become 
opaque , will  swell  considerably  if  much  broken , and  so  will  the  cataract 
to  some  extent,  if  it  be  only  in  the  primary  change.  Lens  tissue  in 
the  secondary  change  swells  but  little  or  not  at  all.  By  the  swelling 
the  capsule  is  pushed  on  the  iris,  and  adhesion  is  inevitable;  and  these 
parts  always  adhere,  when  in  contact  during  the  process  of  absorp- 
tion. This  is  due,  I suppose,  to  the  capsule  invariably  becoming  in- 
flamed. The  iris  suffers  from  mechanical  irritation  arising  out  of 
the  pressure,  and  the  liability  to  this  increases  with  the  age  of  the 
patient.  The  mechanical  irritation  is  greater  and  more  dangerous, 
the  greater  the  density  of  the  cataract.  In  children,  considerable 
swelling  of  the  lens  is  often  borne  without  any  inflammation  super- 
vening. After  puberty  a small  piece  of  projecting  lens  will  often 
suffice  to  excite  injurious  inflammation.  Besides,  the  eye  of  the  child 
is  less  injuriously  affected  by  any  inflammatory  action,  than  that  of 
an  older  person. 

Dilatation  of  the  pupil  is  to  be  kept  up , till  the  capsule  recedes  from 
reduction  in  the  bulk  of  the  cataract.  Atropine  should  be  applied 
to  the  eye  daily,  so  that  the  fullest  dilatation  may  be  obtained.  By 
this  means,  adhesions  between  the  capsule  and  the  iris  may  be  pre- 
vented and  pressure  on  the  iris  avoided. 

After-treatment.  Very  slight  irritation  follows  a well-executed 
operation  in  an  eye  in  which  the  cataract  is  not  complicated  with 
some  other  disease,  and  there  is  not  the  necessity  for  that  strict 
observance  of  rest  so  essential  in  the  operations  for  extraction  and 
displacement.  However,  the  patient  should  remain  m the  house  tor 
a few  days,  during  which  time  the  other  eye  should  not  be  usee . 

Bright  light  should  be  excluded.  . 

Should  acute  inflammatory  action  arise,  it  must  be  regarded  as 

traumatic  inflammation,  and  treated  as  such. 

The  eyeball  invariably  gets  harder  if  the  slightest  inflammation 
supervenes.  I know  of  no  exception  to  this.  Such  a symptom  need 
not  create  the  slightest  alarm. 

The  pain  which  always  follows  the  operation,  but  is  generally  i eiy 
glio-ht  must  not  be  mistaken  for  the  commencement  ol  an  attack  o 
acute 5 inflammation.  So  long  as  the  objective  symptoms  of  active 
inflammation  are  absent,  the  administration  of  narcotics,  and  1 10 
application  of  cold  lotions,  need  only  be  employed. 
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A omitmg  sometimes  ensues,  when  there  is  escape  of  some  of  the 
cataract  from  the  capsule,  and  sometimes  when  there  is  not  any.  It 
is  soon  checked  by  taking  ice  in  little  lumps. 

T he  first  operation  will  most  likely  cause  opacity  of  the  capsule,  if 
bJ  n,0t  alread7  opaque,  and  render  the  cataract  still  more  cloudy. 

/ °rtl°ns  °f  the  ™taract  in  the  chambers  of  the  eye.  When  the 

18  r7  Tft  in  itS  Superficies’  SOme  of  t]le  natter  frequently 
falls  mto  the  chambers  of  the  eye,  especially  the  anterior  and 
becoming  floceulent,  is  soon  absorbed.  ’ 

It  might  be  absorbed  without  any  disturbance.  Should  a little 

;tesss°honidTW1  ensue>  W be  disre^ded> if  “» 

pam.  feiiould  pam  come  on  and  endure  i , . . 

must  be  evacuated,  by  an  incision  through’  the  cornea,  assSecTby 

farthei^on.6  ’ OT  ^ StiU’  V ^ ^°™d  ^h’  is  deseed 

When  there  is  fluid  degeneration  of  the  cataract,  the  part  so 
altered  inevitably  escapes,  on  the  capside  being  punctured  and 
renders  the  aqueous  fluid  more  or  less  turbid  Vomitinl  .If  n 1 
by  great  pain  in  the  eye,  and  sometimes 

frequently  ensues,  if  the  fluid  be  retained.  The  vomiting  may  be 
severe,  and  last  even  for  days.  The  treatment  is  at  once  to  evacuate 
e fluid  along  with  the  aqueous  humour.  I puncture  the  cornea  at 
he  lowest  part  with  an  iris  knife,  and  twist  the  knife  so  as  to  make 

the  wound  gape,  when  out  gushes  the  fluid.  This  knife  inflicts  less 
injury  than  the  grooved  knife.  1 Iess 

If  the  entire  cataract  should  fall  into  the  anterior  chamber  or  the 
nucleus  of  it  should  follow  the  soft  superficies,  extraction”  the  ^e 
yet  I should  be  inclined  to  wait  for  symptoms,  because  absov^r 
may  ensue  without  any  untoward  event.  The  most  agonizing  pa^ 
of  a neuralgic  character,  in  the  eye,  forehead,  and  head  is  the  7 ^ 
accompaniment  of  the  accident.  ’ ^ usuai 

TV  hen  the  posterior  chamber  is  much  occunierl  W nn  r „ 
the  cataract,  the  greatest  disturbance  ensues  from  mT  1 
ms.  A cataract  or  its  nucleus  when  i i P ssme  on 

irritation  likely  to  destroy  the  eVe  must  if  T*  producin? 

or  brought  into  the  anterior  chlber  W a Se  i d 

**£££££?£££  «•  «**-  a™. 

"when  the  greater  rmrfirm  r +1  ^ ax'  ln  ^e  treatment,  and 

'tv  * 

„ dtaw,  toi.e  a. 
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their  dissipation,  with  scarcely  any  appreciable  disturbance.  The 
eye  gets  more  tolerant  to  the  displacement  of  portions  of  cataract  at 
a later  period. 

The  mod,  formidable  impediment  to  .success  is  inflammation,  which  may 
follow  the  operation.  If  the  fragments  of  the  lens  be  displaced,  they 
may  act,  as  I have  said,  as  a foreign  body  in  the  eye.  Nothing 
therefore  can  be  more  injudicious  than  an  operation  which  is  planned 
to  fill  the  chamber  with  the  fragments  of  the  cataract.  Even  in 
infancy,  when  there  is  so  much  less  danger  from  the  effects  of  in- 
flammation from  the  lenticular  substance  being  so  soft,  as  well  as  the 
less  likelihood  of  inflammation  consequent  on  the  operation  itself,  it 
is  better  to  obtain  absorption  in  situ. 

The  time  required  for  absorption  depends  on  circumstances  con- 
nected with  the  nature  of  the  cataract,  upon  age,  and  upon 
individual  peculiarities.  Under  apparently  the  same  conditions, 
a cataract  will  resist  the  process  of  absorption  longer . in  some 
persons  than  in  others.  The  presence  of  inflammation  is  said  to 
suspend  absorption.  This  is  in  a measure  correct,  but  not  alto- 
gether. It  is  only  dining  intense  inflammation  that  the  absorption 
seems  at  a standstill,  and  not  always  even  then. 

A single  operation  may  suffice  in  many  instances,  especially  in 
children ; and  it  certainly  will,  when  the  cataract  has  degenerated  to 
fluidity.  A repetition  is  generally  made  on  the  grounds  that  absorp- 
tion has  ceased,  or  is  deviating  in  its  rate,  which  is  moie  frequently 
assumed  than  indicated;  indeed,  there  is  no  positive  proof  that  it  ever 
ceases  altogether;  and  evidence  rather  goes  to  show  that  when  once 
begun,  it  does  not  quite  stop,  even  though  the  breach  in  the  capsule  may 
heal  up.  However,  it  can  be  hastened,  and  this  by  keeping  the  cataract 
more  or  less  exposed  to  the  aqueous  humour,  bo  long  as  lenticular 
matter  yet  projects  from  the  capsule,  interference  is  unnecessaiy. 
When  this  no  longer  exists,  or  when  the  wound  in  the  capsule  closes, 
the  operation  should  be  repeated. 

In  all  subsequent  operations  the  cataract  tissue  should  be  more 
broken  up ; but  still  the  rules  which  I have  given  about  endeavouring 
to  prevent  dislocation  of  its  fragments  should  be  attended  to.  At 
the  last  operation  the  anterior  capsule  should  be  freely  torn  across, 
if  it  eclipse  the  pupil.  The  posterior  capsule  should  be  spared. 
The  operation  should  never  be  repeated  when  inflammation  is 
present. 

If  a sufficient  interval  be  allowed,  there  are  feu)  cases  that  will  no 
yield  to  two  or  three  operations  ; and  the  fewer  they  are,  the  better  will 
be  the  result.  The  most  successful  examples  are  those  in  which  the 
pupil  is  normal,  and  without  any  adhesions  to  the  capsule.  I or  this 
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there  must  have  been  great  care  in  operating,  and  an  absence  of  any 
inflammatory  attack. 

Posterior  operation . This  is  performed  precisely  like  that  for  “dis- 
placement, except  that  when  the  needle  is  brought  in  front  of  the 
cataract,  it  is  used  for  laceration  instead  of  reclination.  This  method 
is  generally  advocated  solely  on  the  score  of  affording  greater  facility 
tor  breaking  up  the  cataract ; hence  it  is  recommended  for  infants, 
and  some  surgeons  always  practise  it  upon  them. 

I give  a very  decided  preference  to  the  anterior  operation,  for  the 
reasons  already  stated.  I may  add,  that  it  enables  the  lens  to  be 
broken  to  any  extent  that  is  necessary.  Mr.  Saunders,  who  intro- 
duced the  operation  for  solution  in  children,  preferred  it.  The  only 
reason  why  he  ever  performed  the  posterior  was  from  the  supposed 
.greater  facility  with  which  the  lens  could  be  comminuted.  But  we 
aie  ^^ormec^  by  bh\  Farre,  who  edited  his  work,  “Saunders  on  the 
Eye,”  that  “ he  finally  attempted  to  diminish  inflammation  by  per- 
forming his  anterior  instead  of  his  posterior  operation.”  There  is  no 
suigeon  living  who  has  paid  so  much  attention  to  needle  operations 
as  the  late  Dr.  Jacob,  of  Dublin.  He  says,  in  his  little  book  on  the 
treatment  of  cataract  with  a fine  sewing  needle : “ No  anatomist  aware 
of  the  nature  and  number  of  the  structures  injured  in  the  posterior 
operation,  can  for  a moment  assume  that  such  injury  does  not 
cause  more  risk  of  destructive  inflammation  than  the  injury  inflicted 
on  the  cornea  in  the  anterior  one ; and  no  surgeon  who  has  com- 
pared the  effects  and  consequences  of  the  two  operations  can  for  a 
moment  maintain  that  the  results  of  the  puncture  through  the 
sclerotica  are  not  more  injurious  than  those  following  the  puncture  of 
the  cornea.  No  man  who  knows  what  the  penetrated  structures  are 
could  venture  to  maintain  that  the  conjunctiva,  sclerotic,  ciliary  liga- 
ment and  ciliary  processes,  could  be  traversed  by  an  instrument  with 
the  same  or  less  injury  than  is  inflicted  in  traversing  the  cornea ; and 
no  man  who  has  compared  the  dimensions  and  relations  of  the 
anterior  and  posterior  chambers  of  the  aqueous  humour,  could  ven- 
ture to  maintain  that  the  narrow  space  behind  the  iris  affords  a more 
accessible  passage  for  the  needle  than  the  comparatively  capacious 
chamber  anterior  to  it. . Neither  can  any  man  who  has  witnessed  the 
sufferings  caused  by  this  posterior  operation,  or  the  destructive  con- 
sequences of  the  inflammation  which  it  produces,  venture  to  assert 
that  such  mischief  follows  the  anterior  one.” 

I understand  that  many  Continental  surgeons  abstain  from  the 
anterior  operation,  from  the  supposed  liability  of  the  cornea  to 
m,  _an^mafi°n,  a dread  participated  in  by  many  of  our  countrymen, 
is  is  most  unfounded.  Any  irritation  therefrom  is  a very  raro 
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event.  On  this  question  the  further  testimony  of  Dr.  Jacob  is  very 
valuable.  lie  says,  with  respect  to  the**  objection  made  to  this 
operation,  on  the  score  of  its  endangering  the  cornea,  and  causing 
opacity  of  that  structure,  he  can  with  safety  state  that  there  is 
nothing  in  it.  He  never  yet  saw  vision  impaired  by  any  opacity 
caused  by  the  wound  of  the  needle,  and  very  seldom  indeed  had  lie 
seen  any  opacity  at  all  remain.  In  fact,  in  the  course  of  a long  practice, 
he  had  met  but  one  case  in  which  suppurative  inflammation  took 
place  in  the  puncture,  and  in  that  case  the  suppuration  and  sub- 
sequent ulceration  were  confined  to  a cirole  not  an  eighth  of  an  inch 
in  diameter,  and  left  behind  an  opacity  not  larger  than  the  head  of 
a pin,  at  a distance  from  the  pupil,  and  consequently  not  impairing 
sight.  He  had  also  met  with  cases,  but  very  rarely  indeed,  in  which 
the  whole  cornea  suppurated,  and  the  entire  eye  participated  in  the 
destructive  inflammation,  as  sometimes  happens  from  any  operation 
for  cataract.  This,  however,  he  had  never  considered  a consequence 
of  the  peculiar  nature  of  the  puncture  in  this  peculiar  structure, 
but  the  result  of  constitutional  derangement  operating  on  local 
inflammation  following  injury.  He  looked  upon  it  as  of  the  same 
nature  as  the  abscess  of  the  cornea  which  follows  very  slight  injury, 
or  irritable  ulcer,  and  which  takes  place  not  from  the  mere  injury  or 
ulcer,  but  from  that  state  of  the  animal  economy,  whatever  it  may 
be,  which  is  attended  by  these  local  destructive  processes.  In  my 
own  practice,  oorneal  inflammation  has  occurred  a few  times,  and 
suppuration  once,  in  several  hundred  operations. 

The  pupil  may  be,  and  very  often  is,  sufficiently  cleared,  by  the 
mere  contraction  of  the  capsule,  and  its  greater  or  lesser  separation 
from  the  suspensory  ligament,  or  by  retraction  of  its  divided  parts. 
Should  it  be  blocked  up,  a special  operation  must  be  resorted  to,  and 
which  is  described  under  the  head  of  capsular  cataract. 

Congenital  cataract  should  be  operated  on  before  the  eyeball  oscillates ; 
and,  as  a rule,  a child  may  be  safely  submitted  to  operation  after  the 
first  month  of  life. 

The  operation  for  solution  is  certainly  the  safest  of  all  for  the  removal 
of  cataract , as  regards  any  immediate  danger  to  the  eye,  and  from 
none  is  better  sight  to  be  got.  It  is  one  of  the  most  scientific  and 
beautiful  operations  in  surgery.  Not  any  damages  so  little.  It  can 
be  sufficiently  well  done  by  anyone  with  the  least  aptitude  for 
operating.  It  is  the  appropriate  one  for  soft  cataract,  beyond  the 
possibility  of  a doubt.  If  the  method  of  curing  cataract  without  a 
surgical  operation  be  ever  discovered,  absorption  will  be  the  process. 
If  it  were  a modern  operation,  its  merits  would  be  advanced,  to  the 
exclusion  of  any  other. 
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This  old  English  operation  is  at  tins  period  apt  to  bo  neglected, 
because  not  sufficiently  taught,  in  consequence  of  the  love  of  novelty, 

foreign  method^  I0’‘’  ““  entllUSlllstic  admi™tion  of  some  inferior 

v hVnT  °Perated  f°r  S0,lut'0n  0U  PatientB  mudl  older  than  those  for 
Iftv  snd  .fre°°mme^lt-  1 llave  °Perated  several  times  between 
1 six  j jeais  oi  age,  and  a few  times  between  sixty  and 

ZTY-  ,observu’8  ln  the  most  scrupulous  manner  the  rules  which  I 
la  e laid  down  to  procure  success.  Only  a few  times  have  I failed 
to  obtain  absorption  m situ,  and  only  once  did  T u r,  + 

supplement  the  operation  by  extraetL  Vn  Some  o^  L cZZn- 
plete  success  was  accomplished.  But  the  many  months  required  for 
the  absorption  and  the  inflammation  which  leadily  arises  and  the 
pam,  render  it  inapplicable  to  elderly  persons  ’ 

Complication  of  capsulo-lentioular  cataract  with  entire  pupillary 
adhesion,  combined  with  a deposit  of  lymph  on  the  capsule  or  J This 

wTerprets1ttr:ratorf action  of  au 

rat  tor.  As  it  is  for  the  most  part  a condition  of  early  life  the 
enticidar  cataract  would  necessarily  be  of  the  soft  kind.  Observation 
of  these  cases  shows  that  the  lens  quickly  -passes  into  rW , +■ 

LTdutt that  redUCeflitS  ?onsisten®®  ; so  that  if  the  affection  odginlte 
m adult  age,  or  rather  m the  middle  period  nf  lifn  ih  1 S , 

remain  of  the  density  proper  to  those  ‘Sods  of  ht  ^ ^ 

• S Z^misSai^ 

le  operator  must  establish  a sufficient  aperture  in  the  capsnffi  t 
insure  the  entrance  of  the  aqueous  hrnnmir  • \ l ^ psule  to 

great  tendency  to  unite  quicklv  th*  1 aS  the  W0lmd  has  a 

at  subsequent  operations.  As  an  unhealthy  eyr^h^’  *+  neCessar^’ 
same  cautious  manipulating 

necessary  m all  needle  operations,  must  be  observed.  ’ 6108 

-L  lie  pupillary  adhesions  so  far  modify  the  case  thaf  fi 
of  absorption  is  not  easily  watched  no/can  it  renAl  greSS 

the  cataract  is  quite  absorbed.  The  only  positive  proof  of  7^  ^7 
capsule  is  concavity  of  the  iris,  and  conseouentV  1 f 
anterior  chamber;  hut  this  is  not  always  present  Tth^  ^ °f  “le 
too  much  damaged  to  admit  nf  if  1 i ^ nt’  aS  ^ le  lris  may  be 
the  eye  may  ° ’ ^ 

V two,  three,  or  more  oiiemtiops  f'  , T7-  be  0nl^  tllerefore’ 
there  can  be  the  remiirWI  * one„ at  8uffi°ient  intervals,  that 

removed.  assurance  of  the  cataract  having  been 
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The  operations  for  the  cataract  alone  will  not  suffice  to  restore  sight. 
An  artificial  pupil  will  he  needed.  This  condition  of  eye  is  there- 
fore treated  of  in  the  chapter  on  Artificial  Pupil. 


EXTRACTION  OF  SOFT  CATARACT. 

The  late  Mr.  Gibson,  so  long  ago  as  1811,  “ Practical  Observations 
on  an  Artificial  Pupil,  with  remarks  on  the  Extraction  of  Soft 
Cataracts,”  &c.,  being  rather  dissatisfied  with  the  operation  for 
solution,  as  then  performed,  devised  a plan  for  removing  soft 
cataracts,  through  a small  corneal  wound.  Having  freely  broken 
up  the  cataract  with  a needle,  some  weeks  later,  when,  as  he  sa)s, 
after  inflammation  had  subsided,  he  opened  the  cornea,  and  removed 
the  cataract  piecemeal,  with  the  curette.  Gibson’s  plan  was  tried  by 
several  surgeons,  as  the  late  Sir  William  Lawrence  informed  me, 
and  from  the  bad  results  which  ensued,  was  given  up. 

In  1814,  Mr.  Travers  also  advocated  extraction.  He  changed  his 
method  of  performing  the  operation  more  than  once  He  has 
recorded  his  opinions  concerning  his  practice  m vol.  v.  of  the  Mecl.- 
Chir.  Trans.  But  he  changed  his  views  and  entirely  abandoned 
extraction  after  he  learned  what  could  be  effected  by  the  needle 

operation,  properly  conducted.  , , , . 

Extraction  was  revived  by  Yon  Graefe  m 18ol,  and  called  by  inn 
“ linear  extraction.”  His  adaptation  of  it  was  more  judicious  for  he 
recommended  it  in  early  life  in  cases  of  fluid  cataract,  and  those  m 
which  the  lens  had  undergone  secondary  change  and  was  pulpy ; and 
especially  after  the  operation  for  solution,  or  after  an  injury  o le 
eve  from  which  the  lens  is  very  much  swollen  and  is  likely 
to  damage  the  eye.  He  considered  it  unsuited  to  a lens  of  the 
natural  consistence,  or  to  cataract  with  a hardish  nucleus.  H* 
method  of  operating  consisted  in  making  an  incision  m the  cornea 
from  two  lines  to  two  and  a half  in  extent,  and  at  about  a line  from 
the  sclerotica,  then  lacerating  the  capsule  and  the  cataract  free  y, 
and  effecting  the  escape  of  the  latter,  by  pressing  the  curette  against 
the  edge  of  the  cornea,  so  as  to  make  the  wound  open,  anc  P*®* 
also  at  the  same  time  on  the  opposite  side  of  the  ey  e a in 
fino-er.  Any  portion  of  the  cataract  which  remaine  ant  co 
removed  with  the  curette,  was  so  treated.  He  then  app  i« 
operation  to  adults,  making  a larger  incision  Pjnchng  - • 

nucleus  could  rarely  be  got  out,  even  noth  the  help  of  the  sc  jh 
without  producing  contusion  of  the  iris,  an  occurrence  «p  4 
inflammation  and  damage  to  the  eye,  he  added  to  the  1 
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iridectomy,  and  scooped  out  the  cataract,  passing  the  scoop  between 
the  posterior  cortical  substance,  and  the  nucleus.  Still,  however,  he 
did  not  adapt  it  to  the  hard  cataract  of  old  age. 

. Linear  extraction,  after  this,  was  applied  in  this  country  to  the 
cataract  ot  children  and  young  persons,  irrespective  of  the  state  of 
the  cataract.  The  following  general  direction  is  given  for  its  per- 
formance. 

I lie  anterior  capsule  of  the  lens  is  to  be  broken  up  freely  with  a 
needle,  and  afterwards  the  whole  of  the  cataract  comminuted  with  the 
same  instrument,  so  that  all  of  it  may  be  brought  into  contact  with 
the  aqueous  humour.  The  posterior  capsule  is  to  be  left  intact.  The 
patient  is  to  be  kept  in  a dark  room,  and  atropine  applied  to  the  eye. 
The  greater  portion  of  the  cataract  falls  into  the  chambers  of  the  eye. 

At  a period  ranging  from  three  to  six  days,  an  opening  is  to 
be  made  in  the  cornea,  about  a couple  of  lines  from  its  margin.  The 
needle  is  to  be  withdrawn,  and  a thin  narrow  curette  introduced ; the 
eye  is  to  be  held  with  a pair  of  forceps,  while  the  curette  is  moved 
from  side  to  side,  and  so  pressed  on  one  of  the  edges  of  the  wound  as 
to  allow  the  aqueous  humour,  with  the  comminuted  cataract,  to  flow 
down  its  groove.  Pieces  of  the  cataract  that  have  not  come  out  with 
the  fiist  flow,  are  encouraged  to  escape  by  placing’  the  curette 
under  them.  Atropine  is  to  be  applied  as  before.  Some  operators 
have  broken  up  the  cataract  and  extracted  it  at  one  operation.  Some 

have  performed  iridectomy  as  well ; some  have  applied  the  suction 
curette. 

That  it  is  possible  for  soft  cataract  to  be  got  rid  of  in  this  way, 
exceptionally  more  quickly  than  by  absorption,  and  with  success,  has 
been  proved,  but  the  method,  as  applied  to  soft  cataract  in  general, 
gi\  es  an  inferior  result.  It  is  a dangerous  one,  and  always  imperils 
the  eye.  It  is  a very  difficult  thing  actually  to  remove  soft  lenti- 
cular cataracts  by  extraction.  The  majority  of  them  cannot  be  ex- 
pelled in  this  way,  even  with  a large  corneal  section.  With  a small 
section  a considerable  portion  of  the  cataract  must  be  left  behind. 

There  are  great  disadvantages  inseparable  from  linear  extraction 
With  the  risk  which  attaches  to  the  extraction,  absorption  must  be 
relied  on,  under  disadvantageous  circumstances,  to  remove  what 
remains.  Several  difficulties  and  dangers  attend  the  operation,  such 
as  contraction  of  the  pupil  as  soon  as  the  aqueous  humour  escapes  by 
which  the  division  of  the  capsule  is  prevented,  as  well  as  the  escape 
ol  the  cataract ; prolapse  of  the  iris  during  the  operation  ; incom- 
plete evacuation  of  the  cataract ; prolapse  of  the  vitreous  humour 
from  the  bursting  of  the  hyaloid  membrane,  during  the  operation, 
nowing  what  I do  of  the  operation  practically,  I cannot  recommend 
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it  as  a system  for  general  application.  It  inculcates  tlie  very  reverse 
of  all  that  I have  laid  down  as  rules  for  treating  this  form  of  cataract. 

The  eye  is  frequently  destroyed  or  damaged  from  acute  inflam- 
mation. When  it  escapes  this,  it  is  prone  to  he  attacked  by  chronic 
inflammation,  two  or  three  weeks  afterwards,  which 
pui  OG0  never  occurs  without  producing  serious  injury. 


CAPSULAR  CATARACT. 

Blunt  canula  capsule  forceps , Fig.  260.  The  blades 
are  brought  into  play  by  a canula,  which  encloses  them, 
shutting  when  the  canula  is  pushed  forwards,  and  open- 
ing when  it  is  drawn  backwards.  Their  expansion  may 
be  graduated  by  allowing  more  or  less  length  for  the 
canula  to  work  over.  The  action  is  effected  by  a 
spring  trigger.  Figs.  262  and  263,  are  instruments  with 
modified  blades. 

Sharp  canula  forceps.  Fig.  261  portrays  the  forceps 

Fig.  261. 


open  and  shut.  The  larger  and  sharp  blade  is  per- 
forated about  the  centre,  to  receive  the  hooked  end  of 
the  lesser,  and  the  surfaces  where  the  two  come  into 
contact  are  cross-cut  like  common  forceps. 

The  sharp  blade  should  be  sufficiently  keen  to  enter 
the  cornea  readily,  and  the  lesser  should  have  its  edges 
so  bevelled  that  there  shall  not  be  any  projecting  angles, 
or  any  obtuseness  to  impede  penetration.  The  canula  is 
worked  by  the  finger.  It  is  with  this  form  of  instrument 
that  all  of  my  sharp  canula  forceps  work  has  been  done, 

and  I prefer  it  to  one  with  a spring  trigger. 

When  larger  forceps  are  required,  those  with  a 
cross-spring  answer  the  purpose  best.  Heie  is 
troduced  an  effectual  pair  with  an  excellent  arrange- 
ment Fig.  264,  made  according  to  my  design.  One  blac  e passes 
through  the  other,  as  a security  against  any  lateral  mo^emeii, 
and  this  adjustment  enables  a check  to  be  placed  agaius 
great  a separation  of  tliom.  The  extremities  remain  parallel 
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any  degree  of  opening.  Tlio  points  are  toothed.  The  lesser 

I figure  shows  these  magnified.  Fig.  2G5  represents  a coarser  and  less 
expensive  instrument,  on  the  cross-spring  principle,  but  one  better 
adapted  for  seizing  a large  body,  and  for  penetrating  deeper  than  the 
others.  The  smaller  cut  shows  the  actual  size  of  the  teeth. 


Fig.  262.  Fig.  263. 


Operations  for  capsular  cataract.  After  the  lens  has  been  re- 
moved by  extraction,  or  solution,  or  displacement,  the  capsule  may 
not  roll  up  or  contract  sufficiently  to  leave  the  pupil  clear,  or  at  least 
available,  but  occupy  it  so  as  to  obstruct  the  entrance  of  the  light. 
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This  may  he  in  consequence  of  thickening  or  density,  or  from  not 
having  been  sufficiently  torn,  or  from  being  more  or  less  adherent  to 

the  iris.  

Capsule  is  never  absorbed.  The  bulk  ol  it  is  diminished  by 

shrinking,  or  rolling  up.  Its  tendency  is  always  to  roll  up  when- 
ever it  is  torn,  and  that  in  a direction  from  without  to  within. 

An  operation  should  not  be  undertaken  for  the  removal  of  capsule, 
except  from  necessity,  arising  out  of  impediment  which  it  may  cause 
to  vision.  There  may  be  a sufficient  pupil  to  afford  excellent  sight, 
while  capsule  is  apparent  within  the  area  of  the  pupil.  An  j 
aperture  in  the  capsule  itself  will  suffice,  if  large  enough.  , lore 
fore,  vision  be  as  satisfactory  as  could  be  expected  from  the  general 
state  of  the  eye,  and,  above  all,  if  it  be  not  inferior  m amount  to  the 
vision  generally  restored  by  an  operation  for  cataract,  a matter  which 
is  easily  ascertained,  any  portion  of  the  capsule  that  is  visible  had 

better  be  left  alone. 

A very  narrow  strip  of  capsule  passing  across  the  pupil  may  not 
hinder  the  frill  and  correct  images  of  objects  on  the  retina. 

An  operation  should  not  he  undertaken  directly  after  the  lenticular  ■ 
cataract  lias  been  removed.  Time  should  he  allowed  for  he  ■ 
absorption  of  any  lenticular  matter  which  might  be  adherent  to  the 

Ca  A^n,  it  often  happens  that  a pupil  which  is  obscured  at  first  by 

capsule  alone,  is  cleared  sufficiently  in  a month  or  two,  by  the 

shrinking  of  the  same.  . , . 

No  operation  should  be  done  till  the  eye  is  free  from  inflammation, 

and  even  irritation.  . n 

Yet  the  earlier  the  removal  is  effected  after  the  eye  >s  fit  for  the 

undertaking,  the  better,  as  it  is  likely  that  most  forms  of  capsular 

cataract  get  denser  with  age.  ,,  q-  „ 0f  the 

Rules  for  operating.  Dilate  the  pupi . earn  1 pe 

capsule  'and  all  its  bearings,  and  judge  whether  some  porbons  ^ 
thicker  than  others.  Exercise  the  utmost  care  a g n0 

manipulating,  so  that  no  unnecessary  violence .be : mflictj 1, 
parts  accidentally  injured,  _ especia  y e u ‘ ^ to  get  the 

humour,  as  they  are  most  m danger  of  • 1 ...  escept 

pupil  clear  in  the  centre  rather  than  m any  o ei  ’ tpe. 

when  the  capsule  is  very  dense,  and  a spot  more 

clearance  be  near.  When  the  capsule  must  be  torn  tffioug  , ^ 

the  first  penetration  in  the  thinnest  part,  and  enlarge  ° ^ 
smaller  aperture  than  is  generally  supposed  suffices, . pt 

hole  can  be  made  in  the  capsule  itself,' enough  1 ^ 
would  be  imprudent  to  proceed  farther.  A 
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the  capsule  free.  Observe  the  same  rules  already  propounded,  in 
the  descriptions  of  the  cataract  operations,  for  the  preliminary 
preparation  of  the  patient,  the  steadying  of  the  eyeball,  and  so 
forth.  Do  not  puncture  the  cornea  in  a transparent  part  when  there 
is  any  opaque  spot  through  which  it  may  be  done.  Attempt  to 
remove  the  capsule,  or  to  tear  it,  or  to  cut  it,  but  not  to  press 
it  into  the  vitreous  humour.  Place  the  patient  under  an  anrosthetic 
when  capsule  is  to  be  extracted,  and  whenever  sufficient  steadiness 
on  his  part  cannot  be  relied  on. 

The  common  conditions  under  which  the  capsule  may  be  disposed  in 
the  pupil  and  partially  obscure  it,  and  the  methods  for  its  removal. 
The  capsule  may  be  unadherent  to  the  iris,  or  it  may  be  adherent 
and  therefore  complicate  the  case.  There  is  a still  greater  complica- 
tion when  plastic  depositions  on  it,  the  result  of  acute  inflammation, 
are  associated  with  adhesion. 

Entire  capsular  cataract , that  is,  opacity  of  the  anterior  and  the 
posterior  capsule,  is  an  unusual  state.  It  is  seldom  seen  except 
associated  with  congenital,  or  traumatic  cataract  the  result  of 
penetrating  wounds  of  the  lens.  It  is  nearly  always  contracted, 
and  therefore  partially  separated  at  the  circumference.  All  parts  of 
it  are  usually  very  thick,  and  there  may  be  cretaceous  and  other 
deposits  within  it. 

The  capsule  may  be  closed,  forming  a sac,  or  the  anterior  half  may 
be  torn,  its  edges  being  retracted.  In  the  latter  state  the  differences 
in  thickness  and  opacity  between  the  anterior  and  posterior  halves 
I are  apparent. 

With  entire  opacity,  the  capsule  is  frequently  more  or  less  sepa- 
rated from  its  ligamentous  and  hyaloid  attachments. 

Treatment.  Extraction  is  the  best  mode  of  dealing  with  the  cap- 
sule when  it  is  conveniently  detached,  and  lies  somewhat  isolated 
opposite  the  pupil. 

An  incision  should  be  made  through  the  cornea  with  an  iris  knife 
proportionate  to  the  size  of  the  capsule  to  be  removed,  and  at  a line 
from  the  sclerotica,  to  obviate  the  tendency  there  is  in  such  extrac- 
tions for  the  iris  to  be  drawn  out.  It  is  an  object  that  as  much 
aqueous  humour  as  possible  be  retained.  The  capsule  should  be 
seized  with  a pair  of  forceps  and  withdrawn.  A twist  or  a turn  or 
two  of  the  forceps  facilitates  the  exit,  and  may  prevent  it  from  being 
tom  in  two.  Sometimes  I have  pushed  the  capsule  into  the  anterior 

chamber,  with  a needle  passed  through  the  sclerotica,  as  a preliminary 
measure. 

. ^ ,^le  caPsule  be  merely  opaque,  with  no  appreciable  thicken - 
1T1g,  it  may  roll  up  in  a piece  sufficiently  small  to  allow  of 
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removal  with  tho  sharp  canula  forceps.  The  instrument,  held 
with  the  short  limb  anterior,  is  pushed  through  the  cornea  near 
its  circumference,  into  the  pupil.  When  it  lias  arrived  at  the  edge 
of  the  capsule,  it  is  opened,  the  sharp  blade  passed  behind  it,  the 
short  one  in  front,  the  seizure  made,  all  pressure  on  the  globe  of 
the  eye  remitted,  and  the  withdrawal  commenced.  A slightly 
twisting  movement  will  facilitate  detachment,  and  make  the  capsule 
clear  the  cornea  more  readily.  It  is  essential  that  the  aqueous 
humour  be  retained  till  the  forceps  are  closed,  hence  the  necessity  of 
the  patient  lying  down.  Should  it  have  escaped  prematurely,  the 
forceps  must  be  withdrawn,  and  the  operation  delayed. 

Slight  adhesion  to  the  iris  does  not  prevent  extraction.  The 
capsule  should  be  withdrawn  to  a sufficient  extent  and  a portion 
of  it  cut  off,  the  remainder  being  allowed  to  stop  in  the  corneal 
wound.  Or  the  whole  may  be  drawn  out  till  a bit  of  the  iris  appears 
externally,  when  the  two  should  be  disconnected  by  a snip  of  the 
scissors,  the  iris  being  spared  as  much  as  possible. 

Partial  separation  is  better  suited  when  the  capsule  is  much 
detached  at  one  part  of  the  circumference,  and  the  free  edge  of 
which  lies  across  the  pupil.  The  operation  should  be  done  with  a 
needle.  Some  portion  of  the  capsular  attachment  must  be  retained. 
If  the  operation  do  not  succeed,  extraction  ought  to  be  resorted  to. 

The  capsule  is  of  less  specific  gravity  than  the  aqueous 
humour,  even  when  it  is  opaque,  and  always  has  a tendency  to 
float  into  the  pupil ; therefore  it  is  better,  when  practicable,  to 
detach  it  below  rather  than  above,  so  that  it  should  float  towards 
the  upper  part  of  the  eyeball,  and  out  of  the  field  of  vision. 

If  the  capsule  should  become  quite  detached  during  the  attempt 
at  partial  separation,  it  must  be  extracted 

But  the  capsule  may  be  so  disposed  that  it  is  better  not  to 
attempt  separation  at  a part  of  the  circumference,  but  rather  to  tear 
through  its  centre. 

Obstruction  by  anterior  capsule  after  the  several  operations  fot 
len  ticu  lar  ca tarac t. 

Treatment . Laceration  is  then  the  most  appropriate  plan.  This  may 
be  done  with  one  needle.  The  instrument  should  be  introduced 
about  a line  and  a half  from  the  sclerotica,  carried  across  the  pupil  to 
the  opposite  side,  pushed  through  the  capsule,  and  the  stem  depressed 
so  as  to  effect  a rent.  A second  attempt  at  the  laceration,  or  even 
a third,  may  be  required  to  effect  the  aperture,  this  depending  on 
the  density  of  the  capsule.  The  method  is  most  applicable  when 
the  capsule  is  least  thickened. 

The  vitreous  humour  may  be  spared  injury  by  passing  the  needle 
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■\  ertically  rather  than  baokwards ; but  if  the  posterior  direction  be 
absolutely  necessary,  it  must  be  adopted. 

TV  hen  the  capsule  is  dense  one  needle  will  not  suffice,  and  two 
must  be  employed,  and  the  rent  made  by  their  simultaneous 
action.  -They  are  to  be  passed  a little  obliquely  through  different 
parts  of  the  cornea  near  the  margin,  and  made  to  enter  the  capsule 
at  the  same  point,  or  as  near  as  possible,  and  the  operation  com- 
pleted by  the  separation  of  their  points.  By  this,  there  is  no  drag 
on  the  i ascular  parts,  and  the  only  tissues  which  are  touched  the 
cornea  and  the  capsule  itself.  One  of  the  needles  may  be  made 
to  furnish  a fixed  point  of  resistance,  from  which  the  other  can  be 
used  with  advantage.  It  must  bo  obvious  that  by  this  measure 
various  manipulations  may  be  exercised,  according  as  circumstances 
may  demand.  A band  or  bar  may  be  twisted  once  or  twice  round 
the  needles  and  broken  through.  It  is  material  that  the  aqueous 
humour  be  retained  during  the  operation.  Besides  the  greater 
facility  thereby  ensured  for  the  manipulation,  the  vitreous  humour 
does  not  burst  through  the  pupil,  and  stretching  of  the  iris  is 
avoided,  and  inflammation  less  apt  to  ensue. 

The  vitreous  humour  should  not  be  punctured  unnecessarily 

deep,  nor  unnecessarily  broken  up  when  the  capsule  is  attached 
posteriorly. 

Mr.  Bowman,  who  introduced  the  method,  insists  that  the  needles 
“should  be  cutting  for  a twentieth  of  an  inch  at  the  spear  point.” 
He  means  that  they  should  be  sharp. 

More  than  once  it  has  occurred  to  me  that  the  capsule  has 
separated  in  a mass  at  the  first  endeavour  to  form  a central  aperture. 
Exti  action  should  follow  such  an  occurrence. 

It  is  always  safer  for  the  eye  to  make  the  aperture  in  the  capsid e 

than  to  tear  the  capsule  away  from  its  connections,  as  this  tears  the 

ciliary  processes,  and  may  produce  haemorrhage  into  the  vitreous 
humour. 

Laceration  is  applicable  when  the  capsule  is  more  or  less  adherent 


. T!*f  .CaPSule  m7  be  disposed  in  a ring  with  an  aperture,  but  an 
insufficient  one.  In  such  a case,  laceration  with  the  two  needles 
may  suit  best. 

A bar  of  capsule  across  the  pupil  is  a troublesome  disposition, 
because,  it  is  always  associated  with  capsule  at  the  circumference, 

l Ui  \wgGnera  7 dense  and  very  adherent.  It  is  rarely,  in- 
eed,  that  a cross  piece,  however  slight,  can  be  torn  through  by 
ressure  wi  a needle,  even  though  it  be  attacked  through  the 
ica.  io  two  needles  might  be  used ; or  division  elfected 
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with  an  iris  knife,  especially  if  there  he  adhesion  of  the  circum- 
ferential portion  to  the  iris. 

I have  extracted  such  bars  on  several  occasions  with  the  shaip 
capsule  forceps.  The  following  case  is  in  point : 

A soft  cataract  had  been  removed  by  solution.  Several  attempts 
had  been  made  to  cut  through  two  bars,  without  success,  for 
under  pressure  they  sank  into  the  vitreous  humour,  from  which 
they  sprang  unaltered  to  their  former  place;  and  the  eye,  unfoi- 
tunately  the  only  available  one,  remained  with  this  impediment 
to  vision.  As  they  were  very  thin,  and  the  capsule  around  very  dense, 
and  the  iris  free,  I used  the  sharp  canula  forceps,  and  succeeded  in 
twisting  them  off.  Fig.  2G6  illustrates  the  eye  before  the  operation. 


Fig.  206. 


The  second  representation  is  from  the  eye  of  an  adult  w io  ar 
undergone  the  operation  for  solution  under  the  hands  of  a late  dis- 
tinguished surgeon.  When  the  iris  was  in  a natural  state,  the  e}  e 

was  nearly  useless  from  the  obscurity  of  the  pupil. 

It  was  a question  whether  the  sharp  forceps  were  app  ca  i f , ov 
ever,  they  were  used,  and  successfully : the  broad  but  thm  central 
piece  of  capsule  came  away,  and  the  ring  that  remained  was  qm 
out  of  the  way,  when  the  pupil  was  undilated. 


Fig.  207. 


If  the  capsule  he  not  much  thickened,  a central  aperture  may 
1,0  made  with  the  second-sized  ins  knife.  If  much  thickene  , 
will  sink  before  the  point  of  the  sharpest  knife ; and  if  attached 
the  iris,  probably  tear  it  from  the  choroid. 
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. ^ ri»pil  which  is  quite  closed  by  capsule,  falls  under  the  classifica- 
tion of  treatment  by  artificial  pupil. 

Obstruction  by  posterior  capsule , which  is  unbroken,  or  disposed  in 
threads. 

A sufficient  aperture  may  be  made  in  the  first  instance  by  tearing 
the  capsule  across,  with  the  needle  passed  through  the  sclerotica,  so 

as  to  aliord  more  leverage.  If  it  be  contracted,  extraction  may  be 
applicable.  J 

In  the  second  instance  I have  always  succeeded  in  clearing  an 
aperture  with  one  needle.  If  hremorrhage  within  the  eye  should 

arise  before  the  operation  is  finished,  further  proceedings  must  be 
delayed.  ° 

III  many  cases  m which  capsule  needs  removal,  the  operator  must 
rely  on  Ins  judgment  and  knowledge  to  select  and  to  apply  that 
operation,  or  the  combination  of  such  operations,  as  may  seem  most 
desirable  to  effect  his  object. 

When  the  pupil  has  been  so  reduced  that,  even  if  tolerably  cleared 
there  will  scarcely  be  enough  space  for  the  passage  of  the  light  the 
ease  is  a proper  one  for  an  artificial  pupil. 

Capsule  partially  detached,  or  torn  through,  may  not  readily  roll 
up.  1 have  seen  instances  in  which  it  remained  unchanged  for  two 
months,  and  even  more,  but  then  contracted. 

After  an  operation  the  pupil  should  be  kept  dilated  till  all  chance 
oi  adhesion  has  passed  away. 

Inflammation  often  follows  these  operations,  and  when  the  capsulo 
as  been  cut  or  torn  it  may,  by  uniting  the  divided  edges,  render 

a or  ive  all  that  has  been  done.  It  may  do  more  than  this  by 
damaging  the  eye.  ^ 

As  a filial  remark  I may  say  that  extraction  of  capsule,  except  with 
the  sharp  canula  forceps,  is  always  attended  with  risk  to  the  eye 
and  should  not  be  undertaken  when  the  capsule  may  be  treated  by 
some  of  the  other  measures  which  I have  given.  J 


REMOVAL  OF  SOFT  CATARACT  BY  SUCTION. 

The  sucking  out  of  an  opaque  lens  is  among  the  oldest  of  the 

by  theArnr’  rt*  7 T0rd’  fOT  W leam  that  U was  Practised 
y t he  Arabians  in  the  fourth  century.  It  has  fallen  into  disuse  and 

orient  7 Tny  ^ M'  Blandlet  Poised  during  the 
inf  l CeJ'  UI?  6 CU*  t ‘e  °°rneawith  a large  cataract  needle,  and 
introduced  a sharp-pointed  tube,  with  which  he  punctured  the  capsule 

° ,CT1S’  ^ien  attached  an  Anel’s  syringe  to  the  tube,  and 
pumped  out  the  opaque  material. 
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To  Mr.  T.  Pridgen  Toale  is  due  the  merit  of  again  introducing 
the  operation.  The  instrument  which  lie  advocates  for  the  purpose, 
and  calls  a “ suction  curette,”  is  in  principle  precisely  similar  to  one 
which  had  been  previously  invented  by  Mr.  Greenway,  of  Plymouth, 
and  described  by  him  in  the  “Medical  Times  and  Gazette,”  I860,  for 
the  purpose  of  making  an  artificial  pupil. 

The  impression  which  I received  respecting  the  operation  from 
cases  which  came  under  my  notice  was  unfavourable.  As  it  was 
possible  that  the  failures  were  due  to  inefficient  operating,  I wrote  to 
Mr.  Teale,  and  asked  him  to  be  kind  enough  to  give  me  some  facts 
connected  with  his  instrument,  and  the  method  of  using  it,  together 
with  any  circumstances  which  bear  on  the  subject.  He  promptly  sent 
me  a communication,  which  I append  a little  condensed,  together 
with  the  accompanying  woodcut. 

Suitable  cases.  All  full-bodied  complete  cataracts  in  persons  under 
the  age  of  forty.  Herein  are  included  cataracts  spontaneously  formed ; 
diabetic  cataracts,  a most  favourable  class  ; traumatic  cataracts,  in 
which,  from  the  rent  in  the  capsule  being  of  moderate  extent,  the 
eye  remains  quiescent  until  the  cataract  is  entirely  dev  eloped , in 
complete  cataracts,  which  have  been  rendered  complete  by  the  care- 
ful puncturing  of  the  anterior  capsule. 

Unsuitable  cases.  Incomplete  or  immature  cataracts,  in  which  por- 
tions are  transparent  and  glutinous,  and  would  require  great  suction 
force  to  draw  them  into  the  curette ; traumatic  cataracts  in  which  the 
eye  is  in  a state  of  excitement,  or  involved  in  iritis,  or  where  there 
has  been  rupture  of  the  posterior  capsule,  or  in  which  from  lapse  of 
time  the  bulk  of  the  cataract  has  been  so  far  reduced  that  the  anterior 
and  posterior  capsules  are  almost  in  contact.  Cataracts  which  aie  con- 
genital, or  have  formed  in  early  life,  or  are  of  traumatic  origin,  and 
have  undergone  wasting  and  calcareous  degeneration. 

Instrument.  The  glass  stem,  five  inches  in  length,  allows  the 
operator  to  watch  the  progress  of  the  suction.  The  india  rubber  tube, 
eleven  inches  in  length,  and  furnished  with  a mouth-piece,  allows  the 
operator  to  apply  the  suction  either  with  considerable  force,  oi  with 
the  most  exquisite  gentleness,  and  to  use  his  tongue  as  a piston  under 
the  most  perfect  control. 

The  tubular  curette  is  the  most  critical  portion  of  the  insti  urnen  , 
and  the  one  in  which  deviations  from  a correct  form  are  most  liable  ■ 
to  lead  to  disappointment.  My  original  idea  was  taken  from  the 
old-fashioned  curette  used  in  flap  extractions.  This  was  roofed  in  so 
as  to  form  a tube  with  a small  opening  near  its  extremity.  In  size 
and  curve,  the  original  was  all  that  could  be  desired,  but  it  has  been 
improved  by  being  shortened  to  five-eighths  of  an  inch,  and  by  being  - 
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slightly  convex  on  its  upper  surface,  instead  of  being  flat,  the  whole 
calibre  occupying  an  opening  in  the  cornea  no  larger  than  would  be 
required  for  the  common  curette.  The  point  should  be  as  round  and 
blunt  as  possible,  and  the  opening  in  the  upper  surface  should  be  in 
size  equal  to  the  section  of  the  tube,  and  as  near  to  the  extremity  as 
the  required  bluntness  will  permit.  In  the  larger  figure  A represents 

Fig.  268. 


the  curette,  B the  glass  tube,  C the  india-rubber  tube.  In  the 
smaller  figures  A A represent  the  curette  in  full  size,  in  profile,  and 
in  front.  A modification  has  been  introduced  into  several  instruments 
which  has  proved  to  be  a serious  defect.  In  order  to  facilitate  the 
access  of  the  lenticular  matter  to  the  opening  in  the  curette  side 
notches  were  made  in  the  margin  of  the  aperture,  thus  defeating  the 
cardinal  point  of  safety,  that  the  cornea  should  act  as  a stop-valve,  when 
drawn  down  upon  the  flat  margin  of  the  orifice,  and  defend  the  iris 
and  eye  from  the  dangerous  effects  of  prolonged  suction.  For  a 
short  period  I used  such  an  instrment,  and  was  annoyed  by  the  diffi- 
culty of  avoiding  injury  to  the  iris. 

. Details  °f  the  operation.  First  stage.  The  pupil  having  been  well 
dilated  by  atropine,  and  the  eyelids  fixed  by  the  wire  retractor,  the 
eyeball  should  be  steadied  by  conjunctival  forceps  in  the  left  hand  of 
the  operator,  whilst  the  opening  in  the  cornea  is  made  by  a needle  of 
sufficient  width  held  in  his  right  hand.  The  needle  should  enter  the 
cornea  at  a point  opposite  the  margin  of  the  fully  dilated  iris,  and 
passing  obliquely  through  the  substance  of  the  cornea,  should  enter 
the  anterior  chamber  at  a point  opposite  to  the  margin  of  the  pupil 
when  of  medium  size.  Such  a valvular  opening  will  provide  that 
there  is  no  scar  in  front  of  the  pupil ; that  the  wound  is  not  so  near 
to  the  attached  margin  of  the  iris,  as  to  favour  prolapse  of  the  iris 
or  adhesion  of  it  to  the  corneal  wound,  and  that  the  curette  may  not, 
when  introduced,  rest  on  or  bruise  the  iris. 

. Seco"d  sta<F-  Efficient  rupture  of  the  anterior  capsule.  This 
is  per  laps,  the  most  difficult  and  important  part  of  the  operation. 
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Sometimes  Mr.  Teale  tears  the  capsule  by  two  needles  before  making 
the  opening-  in  the  cornea.  On  the  whole,  however,  he  thinks  the 
best  method  is  to  effect  a free  opening-  with  Oraefe’s  cystotome  passed 
through  the  opening-  made  by  the  broad  needle,  care  being  taken  to 
carry  the  instrument  to  the  opposite  edge  of  the  pupil  before  making 
any  breach  in  the  capsule,  for  the  simple  reason  that  the  object  of 
this  step  is  not  merely  to  liberate  the  cataract,  but  also  to  ensure 
such  a tearing  up  of  the  anterior  capsule  that  it  may  curl  back  from 
the  area  of  the  pupil  and  be  lodged  behind  the  iris.  At  the  same 
time  he  endeavours  to  avoid  injuring  the  posterior  capsule,  a caution 
to  be  especially  borne  in  mind  in  those  cases  in  which  the  anterior 
capsule  is  tough,  and  in  traumatic  cataracts,  in  which  the  lens  has 
been  much  reduced  in  bulk  by  absorption. 

Third  stage.  The  removal  of  cataract  by  suction.  The  operator 
carefully  introducing  the  curette  through  the  corneal  wound,  the 
eye  being  still  fixed  by  the  conjunctival  forceps,  should  steadily 
hold  it  with  the  opening  looking  up  towards  the  cornea,  in 
the  area  of  the  pupil,  and  gently  bury  it  in  the  opaque  material, 
py  pressing  the  convex  surface,  not  the  point,  backwards  to- 
wards the  posterior  capsule.  The  suction  power  should  then  be  care- 
fully applied,  and  continued  gently  as  long  as  opaque  matter 
comes  forward  into  the  pupil.  When  all  is  clear,  the  curette  may 
be  withdrawn,  and  the  eye  gently  rubbed  through  the  upper 
eyelid,  which  will  bring  into  the  pupil  any  remains  of  cataract  that 
may  have  been  lodged  behind  the  iris.  The  curette  must  on  no 
account  be  swept  either  in  front  or  behind  the  iris  in  search  of  por- 
tions of  cataract.  If  the  suction  be  continued  after  the  cataract 
has  been  removed,  the  cornea  is  drawn  down  upon  the  opening  in 
the  curette,  blocks  it  up,  and  thereby  arrests  the  suction  before  the 
iris  can  be  drawn  into  the  tube  and  so  injured.  In  the  more 
tenacious  forms  of  cataract,  considerable  suction  power  must  be 
exerted. 

General  conclusions.  “ If  the  operation  have  been  efficiently  per- 
formed, it  will  be  found  that  the  cataract  has  been  completely  with- 
drawn from  the  eye  through  an  opening  no  larger  than  would  be 
required  by  the  common  curette,  without  rupture  of  the  posterior 
capsule,  and  with  such  complete  division  of  the  anterior  capsule  that 
it  has  disappeared  completely  behind  the  iris.  It  will  also  be  f 01111 
in  such  cases  that  recovery  is  most  speedy,  that  the  operation  is  lo  - 
lowed  by  little  or  no  irritation  of  the  eye,  that  the  patient  in  a wee 
or  less  can  read  No.  1 Jaeger,  and  that  the  conditions  which  usually 
produce  opacity  of  capsule,  and  demand  secondary  operations,  have 
been  guarded  against.  In  one  of  my  cases,  the  patient  could  read 
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Iso.  1 Jaeger  immediately  after  the  operation.  Several  others  have 
been  so  well  on  the  third  or  fourth  day  that  they  could  return  home 
mto  the  country.  A ery  few  cases  have  required  secondary  operation 
foi  opaque  capsule.  I have  rarely  seen  the  oj^eration  followed 
b\  destructive  inflammation  ; never  as  far  as  I can  remember 
wlieie  the  cataract,  on  the  posterior  capsule,  has  been  in  good 
condition. 

I am  firmly  convinced  that  within  certain  limits  extraction  by 

suction  can  be  made  more  certain,  more  speedy  and  more  brilliant 

than  any  other  mode  of  removal  of  cataract,  and  that  we  are  now  in 

a position  to  define  those  limits  with  tolerable  accuracv.” 

•/ 
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This  demands  a separate  notice.  When  the  lens  of  a child  is 
wounded,  or  that  of  a young  adult,  and  aqueous  humour  is  freely 
admitted  to  the  lens  tissue,  and  the  newly-formed  cataract  is  not- 
dislocated,  absorption  will,  in  all  probability,  proceed  satisfactorily. 
The  more  the  capsule  has  been  torn,  the  quicker  will  be  the. 
absorption.  Also  the  younger  the  patient,  the  more  rapidly  will. 

the  pupil  be  cleared,  and  the  less  the  irritation  from  the  swollen 
cataract. 

Every  means  should  be  adopted  that  will  tend  to  reduce  any 
existing  inflammatory  action,  and  thereby  favour  absorption. 

1 ^ ^ien  some  °f  the  lens  tissue  is  in  the  anterior  chamber  of  the  eve, 
or  blocks  the  pupil,  it  would  be  uuwise  to  interfere  as  a matter  of 
routine,  and  in  the  absence  of  symptoms. 

Cessation  of  pain  in  the  eye,  or  the  reduction  of  vascularity,  is 
sufficient  evidence  that  the  eye  is  recovering  fi-om  the  injury ; and  as, 
the  vascular  symptoms  decline,  so  is  the  organ  rendered  more  and 

more  safe  from  any  disturbance,  arising  out  of  any  irritation  from 
the  cataract. 

When  an  eye  has  been  much  damaged,  and  there  is  displacement 
ot  the  lens  tissue,  it  can  scarcely  ever  be  told  in  the  first  instance 
w let  ler  anj  . existing  suffering,  or  inflammation,  arises  from  such 
tissue  being  in  the  chamber  or  not.  Now,  as  much  danger  to  the 
eye  would  be  incurred  by  operating  when  traumatic  inflammation  is 
piTsc-nt,  the  prudent  plan  is  to  watch  the  case,  and  to  be  guided  by 

If  from  the  amount  of  broken  lens  in  the  chamber,  or  from  the 

r 6 .1T^  ° ^ 1°  ^e.ns’  Pa*n  should  come  on,  particularly  of  a neuralgic 
er,  eit  ei  in  the  eye,  or  in  the  head,  the  broken  lens  tissue,  or 
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the  opaque  lens,  must  bo  removed.  Tlio  necessity  for  thus  operating, 
will  increase  after  puberty  with  the  ago  of  the  patient,  because  the 
lens  gets  firmer  in  all  its  parts,  and  the  denser  centre  of  it  will  act 
more  injuriously,  if  it  gets  dislocated. 

To  extract  soft  lens  tissue  the  grooved  needle  recommended  by  the 
late  Mr.  Walker,  is  very  effectual. 

The  following  sketch  shows  the  instrument,  delineating  the  groove 
through  which  the  broken  lens  escapes  ; but  it  is  a little  smaller 
than  the  original.  I keep  a second  instrument  which  is  much 
larger. 

Fig.  269. 


To  execute  the  extraction.  The  pupil  should  be  fully  dilated, 
and  the  needle  passed  through  the  cornea  and  well  behind  any  dis- 
located soft  matter,  which  will  readily  gush  out,  or  enough  of  it 
to  give  relief,  through  the  groove,  along  with  the  aqueous  fluid. 
A soft  cataract  in  position,  which  has  been  more  or  less  macerated 
by  the  action  of  the  aqueous  humour,  may,  if  it  seem  to  irritate, 
be  sufficiently  reduced  by  this  instrument.  In  such  a case  it 
will  be  necessary  to  pass  the  point  through  it,  and  a little  into 
the  vitreous  humour. 

When  the  nucleus  of  a lens  is  dislocated  and  produces  irritation, 
it  should  be  extracted. 

If  the  nucleus  were  so  situated  in  the  posterior  chamber,  that  the 
removal  of  a bit  of  the  iris  by  excision,  would  facilitate  its  extraction, 
a portion  must  be  sacrificed. 

When  the  lens  becomes  opaque  from  an  injury  without  the  eyeball 
having  been  wounded,  or  when  the  wound  which  causes  it  to  be 
opaque,  may  be  very  slight,  scarcely  more  than  penetrating  the  cap- 
sule, which  heals  quickly,  the  case  must  be  treated  as  one  of  ordinary 
cataract. 

In  addition  to  the  arguments  which  have  been  used  in  favour  of 
operating  when  only  one  eye  is  affected,  must  be  added,  that 
this  cataract  is  particularly  prone  to  set  up  that  irritation  which 
engenders  sympathetic  ophthalmitis. 

Secondary,  or  capsular  cataract,  which  may  ensue,  offers  no  pecu- 
liarity for  treatment.  It  is  more  likely  to  occur  as  the  patient  is 
older. 

The  frequent  complications  of  traumatic  cataract  with  other  lesion 
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of  the  eye,  to  wliicli  I have  before  alluded,  is  always  to  be  expected 
and  looked  for. 

Spectacles  are  required  after  the  removal  of  cataract.  At  p.  262,  under 
the  head  of  Cataract  Spectacles,  will  be  found  instructions  for  their 
selection.  Only  one  remark  is  necessary.  After  the  operation  for 
extraction,  the  form  of  the  cornea  is  nearly  always  altered.  It  is 
irregular,  an  eifect  of  the  healing  of  the  wound. 

Acquired  abnormal  regular  astigmatism  is  produced  in  a 
greater  or  lesser  degree,  and  accordingly  interferes  with  the 
acuteness  of  vision.  The  remedy  is  the  use  of  a spherico-cylindrical 
lens  liules  for  discerning  the  astigmatism,  and  selecting  the  lens, 
will  be  found  m the  chapter  on  the  Anomalies  of  Accommodation, 
&C-  th®  disturbance  is  not  usually  of  any  practical 

moment,  I conclude  from  the  sufficiently  perfect  sight  my  patients 
o am  with  spherical  lenses  alone,  for  I have  met  with  no  difficulty 
m the  matter,  and  X must  confess  never  to  have  employed  any  others. 
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The  lens  is  found  more  or  less  moved  from  its  position  in  chil- 
dren and  young  persons,  without  any  apparent  co-existing  disease  of 
the  eyeball,  except  occasionally,  tremulousness  of  the  iris  which  is 
no  doubt,  an  effect  of  the  troubled  lens. 

The  condition  must  be  referred  to  a congenital  origin.  All  the 
evidence  pomts  in  that  direction.  There  is  the  discovery  of  it  in 
childhood  ; its  symmetrical  existence  ; arrest  of  the  development  of 
the  lens ; myopic  formation  of  the  eyeball;  hereditary  influence,  as 
recorded  by  Mr  J.  Dixon,  a mother  and  her  three  sons  having  been 
so  affected.  But  what  is  the  precise  nature  of  the  cause  we  have  not 

discovered.  If  it  occur  in  fcetal  life,  as  I suppose,  it  must  be 

child  ofTl?  hS  f3  nT  °0t  See“  leSS  “ 6ize  than  a 

child  of  full  growth.  Of  course  the  lens  does  not  grow  after  its 

connections  are  more  or  less  destroyed.  Should  it  cease  to  grow 

with  the  rest  of  the  eye,  there  must  be  stretch  and  strain  on 

the  n i ’ t0gethe,r  Wlth  some  separation,  and  the  adhesion  between 

In  WeT  T “?  ^aI°id  membl'ane’  “ust  be  likewise 

: pted.  Some  unknown  circumstance  would  determine  the 

ment  Tr  of  ™ ^ 8®paratl0n  would  0CCUI’-  Arrest  of  develop- 

• ment,  or  of  growth,  would  account  then  for  the  dislocation.  1 

j consequence’  f ^ is  Senera%  recognised  in  childhood,  in 

; nZTof  Z l 77  T7  0f  defective  8i^ht-  The  degree  and  ihe 

> Tl  t V 7 \ mU  depend  011  the  a™unt  of  the  dislocation. 

subjective  phenonema  might  be  passed  over,  except  that  they 
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should  determine  the  treatment  to  be  adopted.  Accommodation 
is  lost,  because  the  lens  cannot  be  acted  on  by  the  ciliary  muscle. 
Objects  may  appear  confused,  or  broken,  on  account  of  some  of  the 
rays  of  light  reaching  the  retina  through  the  lens,  and  some  by  the 
side  oi  it.  Sometimes  the  prismatic  effect  of  the  lens  causes  them  to- 
appear  double,  or  farther  multiplied.  When  the  pupil  is  contracted, 
and  the  free  edge  of  the  lens  is  covered  by  the  iris,  vision  may  appear 
to  be  ni}  opic,  but  that  it  is  not  so,  is  proved  by  concave  glasses  not 
giving  any  benefit.  It  may  seem  also  to  be  astigmatic.  If  the 
pupil  be  dilated  and  the  edge  of  the  lens  is  uncovered,  so  that  light 
reaches  the  retina  without  passing  through  the  lens,  vision  will  be 
hypermetropic. 

_ The  objective  phenonema  are  unmistakable.  The  lens  is  usually 
displaced  upwards,  and  inwards;  it,  however,  may  be  twisted  in  anv 
direction,  or  quite  turned.  This  includes  slight  displacement  within 
the  ciliary  processes,  with  the  maintenance  of  much  natural  attach- 
ment, and  removal  from  the  optic  axis,  with  complete  separation  of 
all  natural  attachment. 

When  the  lens  is  transparent,  the  edge  which  is  forwards,  appears 
as  a dark  curved  line,  or  crescentic  shadow,  after  the  manner  shown 
in  this  sketch. 


Fig.  270. 


The  lens  may  be  partially  opaque,  of  which  the  usual  manifestation 
at  first  is  in  marginal  striae. 

It  is  clearly  ascertained  that  transparency  may  remain  for  some 
years,  during  partial  attachment.  Opacity  comes  at  last,  but  pro- 
ceeds very  slowly,  and  ultimately  capsulo-lenticular  cataract  is. 
formed. 

A few  more  words  about  the  ophthalmoscopic  appearance.  Behind 
the  lens  will  be  a red  field,  which  is  the  fundus  of  the  eye  not  in 
focus,  because  the  lens  is  the  object  looked  at. 

If  there  be  sufficient  dislocation,  and  the  pupil  be  dilated,  the  optic 
disk  will  be  seen  in  two  wa}rs,  the  one  through  the  lens  distinctly,  the 
other  by  the  side  of  it,  indistinctly  and  larger. 

Treatment.  Three  things  are  to  be  considered  : The  expectancy  of 
the  case  ; the  state  of  vision  ; the  general  condition  of  the  eye. 

By  expectancy  is  meant,  the  fate  of  the  eye  if  left  alone  ; what 
may  happen  if  nothing  is  done.  The  abortive  misplaced  lens  may 
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remain  transparent  for  years,  if  the  displacement  he  simply  eccentric, 
slight,  and  not  more  than  the  more  physical  defect  produced  by  the 
growing  of  the  rest  of  the  eye.  Of  course  there  is  always  the  con- 
tingency of  increased  luxation  by  any  force  acting  on  the  eyebalL 
Displacement,  therefore,  alone,  would  not  in  itself  be  a good  ground 
for  interfering.  I am  justified  in  saying,  “ the  abortive  lens,”  because 
such  has  been  proved.  A lens  extracted  by  Mr.  Bowman  from  a 
man  twenty-two  years  of  age,  proved  to  be  “ too  small  and  too 
convex,  very  like  the  lens  of  a young  child.”  Of  another  patient 
eighteen  years  old,  he  writes,  “the  lenses  are  seen  in  about  the  upper 
two-thirds  of  the  pupils,  being  displaced  upwards,  as  well  as  too 
small  and  false  in  shape.  Dor  the  lower  margins,  instead  of  being 
regularly  curved,  present  several  sinuosities.” 

Slight  imperfection  of  sight  would  not  justify  any  treatment,  except 
that  to  be  derived  from  optical  appliances.  The  near  and  the  far 
point  should  be  ascertained,  the  field  of  vision  tested,  and  lenses 
tried,  while  the  pupil  is  natural  and  dilated.  If  a patient  can  see 
sufficiently  well  to  enable  him  to  be  fairly  educated,  or  to  follow  auy 
occupation  by  which  he  can  get  his  livelihood,  without  the  use  of 
a lens  of  any  kind,  or  with  it,  I am  quite  sure  that  nothing  should  be 
done.  This  advice  has  been  twice  acted  on  by  the  parents  of  two 
children,  about  whom  I have  been  consulted.  But  if  from  the  nature 
of  the  displacement,  or  from  the  lens  becoming  more  or  less  opaque, 
useful  sight  is  lost,  treatment  for  removal  of  the  lens  is  imperative. 

Again,  if  there  be  evidence  in  the  general  condition  of  the  eye  of 
inflammatory  disturbance,  arising  out  of  irritation  from  the  displaced 
lens,  not  a moment  should  be  lost  in  ridding  the  eye  of  it,  because 
destruction  of  sight  would  most  assuredly  follow.  'An  overgrown 
girl  of  thirteen  was  brought  to  me  with  staphyloma  of  the  sclerotic 
coat  completely  around  and  close  to  the  cornea,  enlargement  of  the 
cornea,  with  semi-opacity,  much  pain,  extinction  of  vision,  and 
general  redness  of  the  left  eyeball.  Her  sight  had  been  defective 
from,  childhood.  While  endeavouring  to  ascertain  the  cause  of  all 
this,  an  opaque  capsule  enclosing  the  lens  passed  forward  into  the 
anterior  chamber.  I now  learnt  that  for  some  months  this  opaque 
body  had  been  observed  to  pass  from  one  chamber  of  the  eye  to  the 
other.  It  was  at  once  apparent  that  all  the  morbid  action  was  pro- 
duced by  the  irritation  of  the  dislocated  part.  As  the  other  eye  was 
suffering  froni  supposed  sympathetic  implication,  I examined  it  * 
carefully,  and  its  lens  and  capsule,  quite  opaque,  were  seen  reclining- 
backwards  in  the  vitieous  humour,  but  yet  retaining  a slight  attach- 
ment to  the  lower  portion  of  the  suspensory  ligament.  The  necessary 
operation  on  the  right  eye,  that  ol  extraction  of  the  lens,  was  followed 
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by  a cessation  of  all  irritation.  The  smallness  of  the  lens  was  a 
matter  of  general  remark  by  those  who  were  present.  The  parents 
of  the  girl  would  not  allow  the  other  eye  to  be  touched.  Here  were 
evidently  tho  effects  of  a lens  which  had  become  quite  loose  after 
congenital  partial  dislocation. 

It  has  been  suggested  as  palliative  treatment  for  the  defective 
sight,  to  perform  the  operation  of  iriddesis  on  the  side  of  the  eye  from 
which  the  lens  has  slipped,  so  that  a pupil  may  be  formed  under  the 
margin  of  the  cornea,  where  there  is  no  lens.  According  to  the 
theory  of  this,  the  patient  would  see,  as  one  who  has  lost  his  lens, 
and  would  require  cataract  glasses  for  near  and  for  distant  objects. 
I have  not  any  practical  knowledge  of  the  operation,  and  I very 
much  question  whether  the  practice  would  be  as  good  as  the  theory, 
whether  there  would  not  be  disturbing  optical  causes,  arising  out  of 
the  presence  of  the  lens  which  would  too  much  interfere  with  vision 
to  render  it  useful.  Besides  this,  if  the  lens  were  to  get  farther 


displaced,  and  to  set  up  irritation  in  the  eye,  its  removal  could  not 
be  accomplished  without  such  complexity  in  operating  as  would 
render  success  very  questionable. 

For  the  removal  of  the  lens,  whether  opaque  or  not,  the  opera- 
tions for  solution  and  extraction  are  applicable,  but  the  latter  is 
the  more  generally  demanded.  As  a rule,  the  former  should  be 
chosen,  only  when  the  lens,  whether  clear  or  semi-opaque,  or 
quite  cataractous,  yet  retains  much  of  its  attachment,  so  that  the 
absorption  may  be  conducted  in  situ.  But  with  all  care  in  opeiatmg, 
complete  dislocation  is  apt  to  occur,  and  if  that  be  escaped,  the  empty 
capsule  may  separate  and  need  extraction.  The  only  case  in  which 
I so  operated,  success  ensued.  I beg  my  reader  to  see  what  I 
have  said  relating  to  this  matter  under  the  head  of  Dislocation  of 
the  Crystalline  Lens,  in  the  chapter  on  Injuries  from  Mechanical 
Agents,  p.  428. 

The  manner  of  performing  the  operation  for  solution,  and  for 
extraction,  under  the  unusual  circumstances,  is  given  in  the  chapter  j 


on  Cataract. 


CHAPTER  XXXI. 

AFFECTIONS  OF  THE  CONJUNCTIVA,  AND  OF  THE 
SUB-CONJUNCTIVAL  AREOLAR  TISSUE. 

SKETCH  OF  CONJUNCTIVITIS— SIMPLE  CATARRHAL  OPHTHALMIA SEVERE 

CATARRHAL  OR  PURULENT  OPHTHALMIA— PURULENT  OPHTHALMIA 
OF  INFANTS — GRANULAR  CONJUNCTIVITIS— IDIOPATHIC  ERYSIPE- 
LATOUS CONJUNCTIVITIS  PHLYCTENULAR  CONJUNCTIVITIS  

DIPHTHERITIC  OR  FIBRINOUS  CONJUNCTIVITIS  — CUTICU  EAR  CON- 
JUNCTIVITIS-AFFECTIONS OF  THE  SUB-CONJUNCTIVAL  AREOLAR 
TISSUE. 


KNIFE  FOR  DIVIDING  CHEMOSIS. 

(Fig.  271.) 

Some  of  the  affections  which,  in  a strictly  technical  sense,  should  be 
me  uded  in  tins  chapter,  are  described  elsewhere  with  other  affections 
being  grouped  generically  with  them,  or  classed  with  accidents. 


ANATOMICAL  SKETCH  OF  THE  CONJUNCTIVA. 

The  conjunctiva,  sometimes  called  conjunctival  sac,  is  a muco- 
cutaneous  membrane. 

orJh<i  ' P0rti°n’  that  wHoh  covers  the  ^al  cartilages, 

census  of  thick  connective  tissue  layers  from  the  skin,  very  intimately 

ltht  rn  7 f T ‘Tf  ‘°  tlle  tar8al  ^rtilages.  It  is  opaque  and 

a Hue Tf  IV,  “f  - , SmaU  PapiH®  to  Within  half 

pavement  V*  edS»  ° th®  eyelid-  Tlle  epithdinm  is  of  the 

the  sf  1 kTd' , The  8Urfa0e  is  perforated  by  the  fine  openings  of 
the  simple  glands  in  its  texture. 
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The  oculo-palpebral  portion,  called  also  the  retro-tarsal  fold,  and 
the  fornix,  that  which  extends  from  the  tarsal  cartilage  to  the  eyeball, 
Fki  271  is  thicker  than  the  palpebral,  and  but  loosely  attached 
to  the  parts  behind  by  a rough  net-work  of  areolar 
tissue..  It  possesses,  therefore,  much  mobility.  It  has 
few  papillae,  and  is  covered  with  pavement  epithelium. 
The  simple  glands  are  large.  There  are  apertures  on  it, 
leading  from  the  racemose  glands  which  lie  in  the  sub- 
conjunctival tissue.  These,  from  their  resemblance  in 
structure  to  the  lacrymal  gland,  have  been  described  as 
accessory  lacrymal  glands.  Trachoma  glands  are  occa- 
sionally found,  sometimes  solitary,  sometimes  in  groups. 

The  ocular  or  sclerotic  portion  is  thinner  than  the 
palpebral.  It  contains  elastic  tissue,  and  is  loosely 
attached,  except  immediately  around  the  cornea,  by 
areolar  tissue  containing  a little  fat.  It  has  neither 
papillae  nor  glands.  It  is  covered  with  a great  deal  of 
pavement  epithelium,  and  which  is  continued  uninter- 
ruptedly over  the  coruea,  where  it  is  remarkably  deli- 
cate and  smooth,  and  so  adapted  as  to  give  a brilliant 
reflection. 

Prolongations  of  the  conjunctiva  pass  into  the  canal- 
iculi  and  join  the  membrane  of  the  lacrymal  sac.  The 
ducts  of  the  Meibomian  glands,  and  those  of  the  lac- 
rymal gland,  are  also  entered  by  it. 

The  whole  of  the  conjunctiva  is  very  vascular,  par- 
ticularly the  ocular  and  palpebral  portions.  The  vessels 
are  in  two  layers.  The  superficial  arteries  are  from  the 
vulva- orbital,  temporal,  facial  and  lacrymal  branches. 
The  deep  are  from  the  muscular  arteries  of  the  recti 
and  oblique  muscles,  and  the  anterior  ciliary  branches 
of  the  ophthalmic  artery.  All  these  anastomose  freely, 
especially  around  the  cornea,  and  communicate  with 
the  sclerotic  vessels.  While  the  arteries  are  very  small, 
the  veins  are  large.  The  blood  is  returned  by  the  ophthalmic  vein 

to  the  cavernous  sinus.  _ _ , ,,  i 

The  sub-conjunctival  arteries  are  derived  chiefly  from  t ie  op  a 
mic  artery,  and  anastomose  freely  with  the  conjunctive  arteries. 

During  health  and  full  nutrition  of  the  conjunctiva,  its  blood  vessel 
are  scarcely  apparent.  In  disease,  they  are  always  very  market 
The  nerve  supply  is  from  the  fifth  cerebral  nerve,  and  it  is  * 8" 
The  palpebral  portion  receives  the  most  twigs,  hence  its  gi  ea  eS 
sensibility,  while  the  oculo-palpebral  portion  gets  the  fewest. 
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Tlie  conjunctiva  undergoes  much  change  from  age.  In  youth  it  is 
von  tough,  nearly  colourless,  and  shows  but  few  blood  vessels.  Then 
it  gets  thinner  and  weaker.  In  old  age  it  is  very  vascular,  and  so 
attenuated  that  it  readily  breaks  when  it  is  hold  by  a pair  of  forceps. 


SKETCH  OF  CONJUNCTIVITIS  IN 


GENERAL. 


Without  some  knowledge  of  the  natural  history  of  primary  inflam- 
mation of  the  conjunctiva,  its  effects  cannot  be  sufficiently  understood 
and  treatment  must  be  conducted  under  disadvantages. 

The  phenomena  of  increased  redness,  pain,  augmented  heat,  the 
effect  of  byperaemia,  and  swelling,  due  to  effusion  of  serum  the  result 
of  congestion  rather  than  of  enlargement  of  the  blood  vessels  are 
evidences  of  true  inflammation,  any  one  of  which  may  be  in  excess 
of  the  other,  or  any  the  least  marked.  They  are  but  the  outset  of 
the  affection,  the  developing  of  it  from  some  injurious  stimulation  of 
the  tissues  attacked.  This  is  not  necessarily  in  itself  a spoiling  or 
destructive  process,  for  even  when  it  has  reached  a high  state  it  may 

decline  under  treatment,  or  without  it,  and  not  leave  a trace  of  anv 
mischief.  J 

Inflammation  of  the  conjunctiva,  in  common  with  that  of  all 
mucous  membranes,  is  attended  by  morbid  secretions.  This  is  indeed 
the  most  marked  phenomenon.  When  it  is  mild,  mere  mucus  or 
epi  elial  element  is  secreted.  This  scarcely  mingles  with  the  tears 
hut  lies,  as  it  were,  rolled  up,  and  may  be  drawn  out  in  shreds  It 
k t ucker  and  more  transparent,  the  slower  the  inflammation  proceeds 
With  mere  vascular  action,  especially  when  quickly  developed  the 
corpuscular  element  is  greater.  The  mucous  base  is  more  turbid 
and  streaked  by  mucus  and  pus  cells.  Next  follows  in  develop- 
ment a greenish-white  or  yellow  discharge,  from  the  preponderance 
of  pus  cells.  The  several  products  in  the  discharge  are  the  same  ns 
ose  rom  other  inflamed  mucous  membranes.  At  this  stm-e  of  the 
“ ““al  —on,  serum  is  poured  hqnov 

Sitv  of fl  ren  T1  fibriue’  hicreasing  with  the  inten- 
• I f]  1 16  lnflammation.  Swelling  must  ensue.  Haemorrhae-e 

of  the 16  pa^encll->Jmatous  connective  tissue  is  common,  from  rupture 
e capillary  loops.  The  nutritive  activity  of  the  cellular  ele 

by  f?  additi0n  0f  oell  structures,  t 

aS  by  that  of  the  leucocytes. 

has  reached  it,  1 th®  mfla^ed  Par^  increases  till  the  inflammation 

because  it  is  cl  * 1 ’T  ^ / 16  Hl’ebral  conjunctiva  swells  least, 

ocTna  ‘ ^ b°Td  down-  Th«  ^ect  of  tumefaction  on  the 

oculo-palpebral  and  ocular  portions  is  very  marked. 
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Tho  colour  of  the  hypersemia  varies  according  to  its  variety,  that  is, 
whether  it  is^active  and  arterial,  or  mechanical  and  venous.  And 
fto-ain  whether  the  conjunctiva  alone  be  hyperscmic,  or  with  it  the 
sub-conjunctival  tissue  and  the  sclerotic  coat.  It  is  further  modified 
by  the  condition  of  the  epithelium,  by  which  are  produced  tints  of 

rose,  or  lilac,  or  yellow,  or  brown.  . ,, 

In  a favourable  termination  the  inflammation  lessens  the  conjunc- 

tiva  becomes  pale,  wrinkled  and  soft,  although  tho  blood  vessels 
remain  enlarged.  Afterwards,  the  interstitial  inflammatory  glow  is, 
the  result  of  proliferation,  disappear.  The  blood  vessels  contract,  and 
the  surface  tissue,  which  had  been  morbidly  affected  by  the  inflam- 
mation, is  either  atrophied  or  thrown  off,  and  normal  epithelium  is 

r6i  A reduction  in  the  quantity  of  abnormal  secretions  is  simultaneous 
with  the  reduction  of  the  inflammation.  The  pus  element  declines 
the  mucous  basis  gets  thinner  and  more  transparent,  un til  at . last  the 
normal  conjunctival  mucus  is  restored  and  all  parts  look  liea  y. 

Unfavourable  terminations  are  not  uncommon.  Complete  or  in 
complete  degeneration  of  the  conjunctiva,  chrome  catarrh,  or  hyper- 
plastic conditions  may  ensue.  Slightly  marked,  however,  in  the  ocu  . , 
bore  marked  in  the  oculo-palpebral,  and  still  more  apparent  in 

PalTh^sCTOTd  primary  and  secondary  conditions  must  be  examined 
in  detail : for  this  purpose,  on  account  of  the  range  o synip  oms, . 
also  the  treatment,  grouping  under  heads  is  requisite. 


SIMPLE  CATARRHAL,  OR  EPITHELIAL  OPHTHALMIA. 
THE  MUCOUS  VARIETY. 


This  is  the  mildest  and  commonest  form  of  conjunctival  , 

health,  it  may  appear  in  any  one,  and  at  y P common  in 

earliest  existence,  to  very  advanced  age.  1 T,  • t ac]ies  its 

early  life,  and  new-born  infants  often  have  * ^ »r 
height  without  inflicting  damage  on  any  ot  . 
appendages,  and  when  there  is  abnormal  secretion • ^ asmall 
it  is  scanty,  and  consists  of  mucus,  or  of  pus  added  to  it  ma^  ^ 
proportion.  It  involves  the  conjunctiva  and  i s lami  . ) ymal 

Meibomian  ducts,  the  canaliculi,  and  the  ducts  of  the  Iac.J 

^Symptoms,  in  their  order  of  development.  Itching.  A sensidion 
of  sand,  or  dust,  or  grit  m the  eyes.  Ihe  deception  1 an(1 

the  sensitive  palpebral  conjunctiva  rubbing  against 
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projecting  blood-vessels  of  the  sclerotic  portion  of  the  same.  Adhesion 
ot  the  edges  ot  the  eyelids  in  the  night.  Redness  of  the  palpebral, 
and  reticular  redness  of  the  rest  of  the  conjunctiva.  The  undue 
colour  is  not  vivid,  but  like  brickdust,  or  bluish,  or  it  has  a tint  of 
lilac  or  violet.  This  is  because  the  hyperaemia  is  conjunctival.  The 
vascular  network,  which  consists  chiefly  of  veins,  moves  with  the  con- 
junctiva when  it  is  raised  or  drawn  from  the  eyeball.  There  are 
often  many  spots  or  blotches  of  extravasated  blood  deposited  in  the 
meshes  of  it,  varying  in  size  from  a pin’s  head  to  the  breadth  of  the 
cornea.  Haemorrhage  is  a common  result  of  this  form  of  hyperaemia. 
t may  occur  from  the  passage  of  the  red  corpuscles  of  the  blood 
through  the  capillaries,  or  from  rupture  of  them. 

While  the  degree  of  the  hyperaemia  of  the  ocular  and  the  oculo- 
palpebral  portions  of  the  conjunctiva  is  unmistakable,  that  of  the 
palpebral  portion  is  not  so  apparent.  It  must  be  judged  of  indirectly 
or  inversely,  by  the  extent  to  which  the  Meibomian  glands  are 


The  arrangement  of  the  blood-vessels  on  the  ocular  conjunctiva  is 
reticular  or  areolar.  Fig.  272.  But  it  might  be  obscured  by  chemosis 

01  rendered  less  definite  by  the  co-existence  of  hyperaemia  of  the 
sclerotica. 


Fig.  272. 


‘ T 8pea:klnf  f tllls  c01ijunctival  inflammation  in  individual 
dis« £ , 1 mU7  “I  b°  SUpp0Sed  tllat  there  is  a Mnite  line  to  the 
sihl l? 5 °n'  ^a8t~  °f  *he  fii°°d‘vessels  renders  this  impos- 
I thnsA  c 41°  V°Tel8  .°f  tlie  su^- conjunctival  tissue  particularly,  and 
I mor;  the  sclerotlca,  are  m some  degree  affected.  When  they  arc 
I an  usua  y influenced,  they  may  be  readily  discerned  as  being 

3 i 
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deeper,  darker,  and  lying  in  different  directions  to  those  of  the  con- 
junctiva. The  student  should  learn  to  recognise  them. 

The  conjunctiva  swells.  The  palpebral  portion  is  villous  and  ir- 
regular. This  is  due  to  the  villi  being  engorged  and  turgid,  and  the 
glands  being  enlarged  and  prominent,  from  their  increased  activity. 
The  oculo-palpebral  and  ocular  portions  of  the  same  are  thickened. 
This  state  must  not  be  mistaken  for  the  chronic  condition  of  granular 
conjunctivitis.  Irregularity  of  surface  is  a common  effect  of  swollen 
mucous  membrane.  This  is  well  seen  in  the  pharynx,  slight  inflam- 
mation causing  it  to  look  very  uneven. 

Chemosis  is  very  rare.  It  appears  only  when  the  inflammation 
is  highest,  is  never  very  marked,  and  is  always  of  the  serous  form. 
The  conjunctiva  never  adheres  to  the  cornea. 

The  ordinary  lacrymal  moisture  is  increased  in  the  first  instance. 
Then  it  stops,  and  its  place  is  supplied  by  mucus  from  the  inflamed 
membrane,  and  which  has  some  corpuscular  elements.  The  recent 
pus  cells  are  partly  emigrant  white  blood-corpuscles,  and  partly 
productions  from  within  the  epithelial  cells,  by  endogenous  multipli- 
cation. With  the  increased  proliferation,  some  of  the  proper  tissues 
of  the  part  are  destroyed,  and  are  discharged  with  the  mucus.  . The 
mucus  glands  give  a freer  secretion.  The  discharge  gets  thicker, 
and  is  whitish  or  yellowish.  Later  it  may  take  on  more  of  a purulent 
character  from  the  greater  number  of  the  corpuscular  elements.  Most 
of  these  cannot  be  told  from  pus  corpuscles.  But  the  quantity  and 
the  quality  of  the  abnormal  product  depend  on  the  extent  of  the 
inflammation.  The  mucous  variety  may  pass  its  bounds,  and  go 
into  the  purulent  variety.  There  may  be  a little  mucus  lying  on  the 
eyeball,  just  enough  to  be  recognised,  or  it  may  collect  in  quantity 
about  the  cilia,  and  glue  them  together  in  bundles,  or  it  may  be  so 
purulent  and  profuse  as  scarcely  to  be  distinguished  from  mild  puru- 
lent ophthalmia.  i , 

Intolerance  of  light  is  scarcely  present,  nor  is  there  increased 

lacrymation  unless  the  cornea  be  in  some  way  diseased  or  injured, 
or  the  sclerotica  be  inflamed.  Such  complications  are  extremely  rare, 
unless  the  ophthalmia  be  from  a mechanical  cause.  . , 

Pain  does  not  occur.  There  is  no  impairment  of  vision  beyond 
what  is  caused  by  the  secretions  passing  over  the  cornea,  and  forming 
a semi-opaque  medium  or  cloud  which  obscures  the  sight , or  some 
peculiarity  of  refraction,  such  as  prismatic  colours,  or  distortion  o 
objects,  which  are  due  to  alterations  in  the  corneal  epithelium. 

The  active  pupil  and  the  acuteness  of  vision  declare  the  ej  e 
be  sound.  So  long  as  the  visual  power  is  unimpaired,  we  are  sure 
that  the  redness  is  surface  action,  and  chiefly  conjunctival. 
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Tlioie  are  scarcely  any  constitutional  symptoms,  unless  the  mucous 
membrane  of  the  nose  and  that  of  the  frontal  sinuses  participate,  when 
there  is  generally  catarrhal  fever,  with  headache,  heat,  chills,  a foul 
tongue,  impaired  appetite,  and  perhaps  sickness. 

lloth  eyes  are  usually  attacked,  not  always  at  the  same  time ; 
well  ” Separate^r’  tllG  second  is  involved  just  as  the  other  is  getting 

hateyer  may  he  the  degree  of  the  symptoms,  they  are  usually 
more  marked  m the  evening,  but  decline  when  the  patient  retires  to 
rest.  Sleep  is  not  interfered  with. 

In  very  severe  cases,  the  eyelids  participate  iu  the  inflammation. 

it  is  then  only  that  an  appreciable  elevated  local  temperature  occurs, 
but  it  is  of  short  duration. 

catarrha!,  ophthalmia.  In  this,  which  is  usually  described 

“ ' ’ 1“ma*lon  of  tJ'e  conjunctiva,  the  symptoms  of  ophthalmia 

are  not  fully  developed.  There  is  slight  hyperasmia  and  a sensation 
of  gnt  m the  eye,  with  itching,  stiffness,  and  heaviness  of  the  eyelids 
as  if  they  cannot  be  kept  open,  with  or  without  adhesion  of  their 
edges  at  night.  But  only  the  palpebral,  and  the  oculo-palpebral 
portions  of  the  conjunctiva,  together  with  that  over  the  caruncle  and 
the  semilunar  fold,  are  slightly  swollen.  There  is  no  appearance  of 
mucus,  or  there  may  be  exceptionally,  but  a shred  or  two  lying  in  the 
ower  conjunctival  sinus,  and  seen  only  when  the  eyelid  is  pulled 
from  the  eyeball,  or  a little  of  it  collected  at  the  inner  cantkus 
m a fresh  state,  or  dried  into  little  yellowish  or  brownish  crusts  The 
symptoms  are  much  aggravated  by  exposure  to  wind,  especially  cold 
wmd  and  then  lacrymation  is  produced.  It  is  usually  chronic 

of  blXlySoc^  ’ “d  " difflCUlt  ‘°  CUre' 

sarf'Tt  °fZta:Thal-  0nIy  0ne  is  neces- 

“ry-  it  is,  not  to  mistake  the  direct  irritation  produced  lw  the 

presence  of  some  extraneous  substance  in  the  cornea,  or  on  some  part 

Jtz: tz  t tt  to  the 

a loHDi8i to  three  w^°or 

thickened  and  l-r  T ’ Im}™pS  altogether  purulent,  the  conjunctiva 

may  appear.  g ^ and  the  00rnea  “flamed.  Febrile  symptoms 

Eczema  palpebrarum  may  be  a sequel. 
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The  disease  is  apt  to  recur. 

The  causes  are  primary  and  secondary. 

The  primary  are  the  more  common.  They  include  the  intrusion  of 
an  extraneous  substance.  The  inversion  of  eyelashes.  Surgical 
operations  on  the  eyeball.  Anything  which  irritates  the  conjunctiva 
or  tlio  cornea.  So  far  they  are  mechanical. 

P'qyP  Q,ir,  with  excromentitial  exhalations.  Smoke,  h nines  fiom 
chemical  works.  Crowded  rooms,  with  dusty  occupations.  Keen 
winds.  Draughts  of  cold  air.  Wet  clothes.  Wet  feet.  Permanent 
exposure  of  the  conjunctiva,  from  disease  of  the  eyelids,  or  protrusion 

of  the  eyeball. 

As  organic  influences,  straining  the  eye  by  long  employment  on 
minute  objects,  especially  *by  artificial  light,  and  more  especially  if 
there  be  unrelieved  presbyopia  or  hypermetropia. 

To  these  must  be  added,  in  the  case  of  new-born  children,  the 
irritation  of  the  conjunctiva  by  various  substances  with  which 
they  are  sometimes  washed  just  after  birth,  such  as  soft  soap, 

SF "niseemdary,  arise  out  of  the  anatomical  union  between  the  con- 
junctiva and  the  surrounding  parts,  whereby  inflammation  of  the 
mucous  membranes  of  the  lacrymal  and  the  nasal  regions,  reaches  the 
conjunctiva  by  continuity.  The  inflammation  of  the  facial  integu- 
ments from  erysipelas,  impetigo,  eczema,  and  other  cutaneous  affections, 
including  measles,  scarlet  fever,  and  small-pox,  is  thus  conveyed. 
Also  extension  of  inflammation  from  any  of  the  tissues  of  the 

‘catarrhal  ophthalmia  is  occasionally  epidemic,  attacking  numbers  of 
persons,  and,  it  maybe,  a large  proportion  of  the  inhabitants  of  towns 
or  of  rural  districts.  I have  seen  several  epidemics  of  it  London 
during  the  spring  months,  and  a very  marked  outbreak  occmied  . 

the  summer  in  London  a few  years  ago. 

Z it  is  infectious,  is  certain.  I use  the  term  infectious  » ■ 
including  that  of  contagious.  When  one  member  of  a family i* 
affected  the  rest  usually  suffer,  and  very  often  other  persons  of  the 
household.  The  infection  of  the  one  after  the  other,  from  the  impo  - 1 
tation  of  the  disease  by  a visit  from  one  who  has  it  vAen  there  is  »° 
epidemic,  proves  the  truth  of  its  being  conveyed  from  mdmdualto 
individual.  It  is  in  this  manner  that  the  disease  continues  for  years  . 

in  In'thVyew'1' 1801  I was  asked  by  the  guardians  of  the  Central 

London  Union  to  visit  the  Central  London  Schools,  at  Cue  mo  • ai^ 

, TTnuwelh  where  the  disease  had  existed  for  several  yeais,  I “fP 
'1  ■*  n * T -mono 


near 


over  eig 


FTanwelL  wliere  me  aiseuse  miu  caisicu  wx  --  ./  ' .1 

io-ht,  and  to  suggest  means  for  its  suppression.  I made  a ca 
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report.  The  new  comers  were  nearly  always  attacked.  I examined 
over  two  hundred  children,  who  were  in  different  stages  of  the  disease. 
1 he  inflammation  was  of  the  usual  form,  and  was  in  no  way  inten- 
sified by  its  long  propagation,  nor  was  it  complicated.  Without 
an  exception,  the  morbid  action  was  confined  to  the  conjunctiva, 
in  several  instances  there  co-existed  other  ophthalmic  diseases,  as 

cornci  IS’  e^c'  * but  b ascertained,  without  doubt,  that  they  were  ante- 
cedent affections. 

Treatment.  If  the  exciting  cause  be  removed,  the  inflammation 
j neaily  always  decline  under  the  influence  of  local  cleanliness, 
and  still  quicker  with  the  advantage  of  lessening  suffering,  under 
veiy  simple  treatment.  This  treatment  consists  in  frequent  fomenta- 
tions the  use  of  astringents,  rest  to  the  eye,  confinement  to  the  house 
m cold  weather,  and  if  there  be  a marked  mixture  of  pus  with 

mentToTl  ‘ lei'6  USUally  febriIs  sy“Pt°ms,  then  confine- 

ment to  the  house  regardless  of  the  weather.  Attention  to  any 

disordered  constitutional  states,  be  they  those  of  depression  or  other- 

^ated'lt:  * ^ ^ ^ a » *. 

As  the  physiological  temperature  is  not  increased  in  any  ordinarily 
recognisable  degree,  and  as  the  period  of  inflammatory  irritation  is 
very  short  and  has  generally  passed  away  when  we  are  consulted, 
antiphlogistic  measures  are  not  wanted.  It  is  with  the  condition  of 
relaxation .of  the  mucous  membrane  that  we  have  to  contend. 

It  is  difficult  to  point  out  the  superiority  of  any  one  drug  as  an 
astringent,  over  the  many  which  are  available  in  the  organic  and  inor- 

s^ouldbeTw  u8!!0^'11’  Pha™a°0poeia'  Whichever  be  selected,  it 
hould  be  diluted  tiU  it  does  not  give  pain,  nor  even  decided  smarting 

this  d haT  r“  ler  ha“  g°°d  wiU  b®  Produced-  Detrimental  practice  in 
ft  s direction  is  most  likely  to  occur  when  the  nitrate  of  silver  S 

i ' 1 believe  alum  to  be  as  efficacious  as  any.  I prescribe  two  or 

three  grams  of  it  to  an  ounce  of  distffled  water'  and  IT,  Zp  ” 

, ° . " app  ied  to  tlle  conjunctiva  after  each  fomentation  with  hot 

tTiel;  w'r  “ be  made  thri°e’ 

beneflliXt  fit,0  ?*(T5r  °f  tlle  ^P4™8'  Besides  th! 

lt,  f0r  t f ringent-  “d  i-BuctZ  S to 

it  at  the  out  1 01  SabJ°  “aIr  bmSh  Wlth  the  lotion’  aud  to  discharge 
drawing  tl  h C°)rn<,r  ° tbe  c-v'e>  by  depressing  the  under  eyelid  and 
again  fhnr  Xl1  a°r0f  f16  tar8al  edSe-  Afterwards,  with  the  brush 
efe.  qq,  . le  tarSal  edSes  and  t,le  hmer  corner  of  the 

not  nroili.  ° 81°(n  • e a change  of  drug,  if  that  first  employed  do 
I oduce  a sufficiently  quick  result.  The  treatment  should  not  bo 
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continued  too  long.  When  the  inflammation  begins  to  decline  the 
lotion  ought  to  be  used  less  frequently,  and  stopped  as  soon  as  the 
patient  feels  that  the  severity  of  the  attack  is  over. 

It  may  be  necessary  to  grease  the  eyelids  at  night  to  prevent  the 
discomfort  of  their  sticking  together.  I employ  warm  mutton 
suet. 

A case  attended  with  very  active  symptoms  should  be  treated  as 
one  of  mild  purulent  ophthalmia. 

When  the  inflammation  is  spreading  by  contagion,  the  diseased 
subjects  should  be  isolated  until  the  inflammation  and  its  effects  have 
passed  away. 

If  the  disease  should  attack  an  eye  which  has  another  complaint, 
other  measures  may  be  required,  according  to  the  symptoms  arising 
out  of  such  complication. 

If  in  the  mild  chronic  cases  of  the  disease  the  above  treatment 
be  unavailing,  there  is  probably  some  unhealthiness  of  the  body 
which  needs  to  be  removed,  before  the  ophthalmic  symptoms  will 

decline. 

SEVERE  CATARRHAL,  OR  PURULENT  * OPHTHALMIA.  THE  PURULENT  ■ 
VARIETY,  AS  IT  OCCURS  IN  ADULTS.  OR  PURULENT  OPHTHALMIA 
OF  ADULTS. 

This  is  a more  severe  or  intensified  form  of  the  disease  than  the 
epithelial  variety,  being  more  of  an  exudative  inflammation,  and 
apt  to  damage  the  eye,  or  even  to  destroy  it. 

It  is  common  and  most  severe  in  hot  climates.  When  it  occurs  m 
temperate  latitudes,  it  is  more  acute  in  the  army,,  in  the  navy,  in 
workhouses,  in  prisons,  and  in  pauper  schools,  than  in  private  life. 

Development  of  symptoms.  There  is  at  first,  itching  and  dryness 
about  the  eye,  particularly  in  the  inner  corner.  Suddenly,  there 
may  be  a sensation  of  dust  or  sand  being  in  the  eye.  The  tarsal  j 
edges  are  stuck  together  in  the  morning,  the  eyelids  aie  a tt  e 
puffy,  and  a thin  secretion  is  seen  on  the  surface  of  the  eye.  Ike 
palpebral  and  oculo-palpebral  portions  of  the  conjunctiva,  the  caruncle, 
and  the  semilunar  fold,  are  swollen  and  inflamed.  An)  of  t ese 
readily  bleed.  The  ocular  conjunctiva  is  reddened.  This,  t e 
purely  inflammatory  stage,  may  last  only  twelve  hours,  and  it  rare  J 
exceeds  thirty.  It  may  be  so  mild  and  short  as  to  be  disregai  e 
Considerable  mucous  secretion,  yet  thin  but  viscid,  and  becoming 
semi-opaque,  soon  follows.  It  accumulates  at  the  inner  corner  of  t le 
eye.  It  may  be  coloured  with  blood.  Till  now  there  is  scarce  y 
more  than  inflammatory  mucus,  which  curdles.  Pus  forms  in  more 
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or  less  abundance,  so  that  the  secretion  is  suppurative,  and  the  mucus 
and  the  pus  are  dissolved  in  the  tears.  These  secretions  overflow 
and  pass  down  the  cheek,  which  is  soon  irritated  and  reddened.  The 
palpebral  conjunctiva  swells  more,  and  looks  sarcomatous  and  velvety. 
The  ocular  conjunctiva  is  now  decidedly  inflamed.  It  is  dark  red, 
and  the  individual  trunks  of  vessels  are  no  longer  seen.  The  eyelids 
are  more  swollen,  and  their  edges  are  a little  everted.  The  tempera- 
time  of  the  conjunctiva,  and  of  all  the  ocular  appendages,  is  much 
increased,  and  continues  high  until  the  period  of  relaxation  occurs. 
There  is  pain  also,  hot  and  scalding,  like  that  of  cutaneous  inflamma- 
tion, which  lasts  while  the  inflammation  is  sthenic.  It  may  extend 
to  the  temple  and  the  forehead,  when  it  is  more  of  a neuralgic  nature. 
There  is  a copious  incrustation  about  the  margin  of  the  eyelids,  and 
the  cilia  are  matted  together. 


. The  ^tensity  of  the  inflammation  may  decline,  while  the  purulent 
discharge  continues  for  weeks  or  months,  and  produces  but  little 
suffering,  although  much  discomfort. 

Both  eyes  may  be  attacked  at  once,  or  the  one  after  the  other. 
"When  one  is  affected  it  is  generally  the  right. 

A worse  state  of  things  may  ensue,  by  the  ocular  conjunctiva 
getting  more  inflamed,  with  the  addition  of  spots  of  extravasated 
blood  in  it,  and  raised  by  chemosis,  which  more  or  less  overlaps  the 
cornea  ; it  may  almost  conceal  it,  and  even  protrude  beyond  the  eye- 
lids, standing  out  to  the  extent  of  three-quarters  of  an  inch.  Now, 
this  chemosis  arises  from  two  causes,  inflammatory  infiltration  of  the 
conjunctiva  itself,  and  inflammatory  infiltration  of  the  sub-conjunc- 
tival  tissue  by  pure  inflammatory  effusion,  liquor  sanguinis,  the 
amount  of  which  varies  with  the  intensity  of  the  inflammation.  I 
speak  of  it  as  hard  chemosis,  to  distinguish  it  from  the  soft  chemosis 
ot  the  mucous  variety  of  the  disease,  the  result  of  serous  effusion.  It  is 
most  marked  at  the  lateral  sides  of  the  eyeball,  where  it  is  scarcely 
pressed  on  by  the  eyelids.  Hard  chemosis,  therefore,  is  indicative  of 
a very  high  degree  of  inflammation  of  this  part  of  the  conjunctiva, 
nd  whmh  inflammation  generally  spreads  to  the  areolar  tissue  of  the 

littk w ' rr  T1,  6 tuni.ca.va^inalis  oculi>  so  that  the  eyeball  is  a 

pS  Thl  rl  Se°rntl0U  “ m0re  decidecUy  purulent,  and  very 
orerla  'thn  e 1 s swe  niore'  and  upper  is  so  enlarged  as  to 

Such  teaume  +der  °T  * 14  18  VeiJ  Promineut>  red,  and  sliines. 

rise  un  w tl  • n aT/  * if04  may  I10t  '3e  devel°Pe<l  for  days,  or  it  may 
ns . up  w thin  a few  hours.  The  disease  is  now  at  its  height. 

evpT-f  L con.Bmctiva  always  everts  the  under  eyelid,  but  it  may 

16  ever^ng  effect  is  still  more  decided  when  the 
c ion  of  the  eyelids  subsides  a little.  Its  villous  appearance 
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is  never  so  marked  as  now.  Whilst  tho  tumefaction  remains,  the 
protruded  part  has  its  volume  increased  hy  serous  and  sanguineous 
effusion,  through  the  partial  strangulation  produced  by  the  eyelids. 

So  far  the  eyeball  may  escape  being  diseased.  The  purulent  dis- 
charge may  continue  with  little  change  for  several  days,  till  the 
chemosis  declines,  when  it  gets  less  purulent  and  thin.  rl  he  cliemosis 
may  quite  disappear,  while  the  caruncle,  the  semilunar  fold,  and  the 
palpebral  conjunctiva  remain  vascular.  The  palpebral  papilla)  may 
have  undergone  morbid  changes,  called  granulation,  to  be  afteiivaids 
considered,  which  mechanically  irritate  the  cornea,  affecting  its  tians- 


parency  and  rendering  it  vascular. 

Still  more  unfavourable  effects  may  follow  through  the  eyeball 
becoming  secondarily  affected  by  extension  of  the  primary  inflamma- 
tion. This  seldom  occurs,  without  the  pain  extending  to  the  head, 
together  with  intolerance  to  light,  and  blepharospasm.  Such  exten- 
sion is  the  chief  source  of  danger  in  the  _ complaint,  whereby  the 
organ  is  much  damaged  or  altogether  spoiled  for  the  entrance  of 
light,  mainly  through  morbid  alterations  in  the  cornea,  a contingency 

never  to  be  forgotten.  . 

The  cornea  may , then , suffer  by  the  direct  action  of  many  pathological 

forces , singly  or  combined.  It  may  be  rendered  opaque,  m paid  or 
entirely,  by  interstitial  changes.  It  may  be  destroyed  by  softening 
and  ulceration,  incorrectly  called  sloughing,  partially  or  entire  y. 
A sub- acute  abscess  may  form  in  any  part  of  it,  preceded  or  not  by 
superficial  opacity  and  much  disorganization  of  the  epithelium.  Sue 
an  abscess  usually  bursts,  by  which  the  chambers  of  the  eye  are 
opened.  But  the  corneal  tissue  over  it  may  throw  out  herpetic 
efflorescence,  followed  by  one  ulcer  or  more.  Or  such  ulcers  may  end 
in  penetration  in  one  or  more  spots,  by  which  the  chambers  are 
opened.  Its  lower  half  may  be  opaque,  while  the  upper  is  clear. 

Large  transparent  ulcers  may  form. 

The  cornea  may  be  affected  besides,  I suspect,  m consequence  of  its 

nutrition  being  impaired  by  the  abnormal  condition  of  the  emeffl  J 
tion,  the  condition  of  stasis.  That  the  long  contact  of  pent-up  pus 
is  most  injurious  to  it,  and  causes  superficial  ulceration,  canno 
doubted.  Pus  corpuscles  seem  to  havfe  the  property  o more  01 
absorbing  the  tissues  with  which  they  come  into  contact,  or  at  leas 

of  causing  softening  and  disintegration.  , i 

That  it  is  influenced  by  the  pressure  of  the  swollen  pa  pe 

coniunctiva  is  very  likely.  _ _ 

The  tumefaction  of  the  palpebra),  with  the  swelling  of  the  m egu 
ments  of  the  temple  and  of  the  cheek,  by  which  the  eyelids  are  c ose  , 
may  prevent  all  attempts  to  inspect  the  eye. 
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Acute  abscess  is  imminent.  Pulsatory  paroxysmal  pain  in  the 
eye,  more  severe  at  night,  or  intense  continuous  pain,  aggravated  by 
piessure,  extending  as  well  around  the  orbit,  and  involving,  too,  the 
temple  and  (lie  cheek,  tends  to  show  that  the  cornea  has  suppu- 
rated. Ulceration  of  it  at  the  centre  of  suppuration,  by  which  it 
is  penetrated,  and  the  chambers  of  the  eye  opened,  is  now  certain, 
aud  this  may  occur  according  to  the  rapidity  of  the  acute  symptoms, 
fiom  the  third  to  the  eighth  day.  Such  an  event  is  seldom  longer 
delayed.  That  rupture  has  occurred  is  known  by  the  patient  feeling 
that  something  has  happened,  with  the  accompaniment  of  a discharge 
of  hot  fluid,  aqueous  humour.  Immediate  relief  invariably  follows, 
and  the  acute  inflammation  subsides. 

. F[rt/lcr  scorns  of  this  ophthalmia.  If  the  breach  which  is  made 
m the  coraea  from  the  abscess  be  large,  the  lens  and  its  capsule 
may  be  seen,  both  quite  clear.  So  much  sight  may  be  temporarily 
restored  that  the  patient  thinks  he  is  getting  better.  The  lens  may 
be  expelled  by  the  natural  pressure  on  the  eyeball ; and  whether 
this  happens  or  not,  the  ills  always  prolapses,  swells  into  a reddish 
fungus-like  tumour,  and  a total  corneal  staphyloma  is  formed. 

There  is  a form  of  ulceration  more  imminent  and  dangerous  than 
that  which  I have  mentioned,  not  arising  out  of  any  inflammatory 
condition  of.  the  eyeball,  for  it  occurs  while  the  cornea  is  yet 
bright  and  vision  is  unimpaired,  while  the  inflammatory  symptoms 
are  not  high,  and  the  purulent  discharge  not  in  excess,  while 
pam  has  scarcely  been  felt,  and  constitutional  symptoms  have 
not  appeared..  It  is  a circular  grooving  ulcer,  sometimes  clear 
sometimes  with  opaque  edges  and  bottom,  which  forms  at  the 
margin,  of  the  cornea,  from  a fourth  to  a third,  or  even  to  half 
oi  its  circumference,  and  nearly  always  penetrates,  and  damages  or 
destroys  the  eye.  It  is,  I believe,  produced  by  hard  chemosis,  which 
invariably  adheres  to  the  cornea.  Pus  cannot,  therefore,  collect 
between  the  two,  as  is  supposed.  All  of  the  ulcer  may  be  hidden 
y 10  chemosis,  and  concealed  till  it  is  declining.  Or  a part  may  be 
overed,  while  a part  extends  a little  beyond.  When  penetration 
ensues,  the  cornea  flattens  in  about  twenty-four  hours  and  Z 
acu  eness  of  the  local  symptoms  subsides;  but  iu  a few  days  , ! 

« deposed  between  its  layers,  and  a farther  protrusion  of  the  iris 

Inanv  Tt’l  Jefore.or  aiter  wlu°h  occurrence  tile  lens  may  escape 
n any  of  the  terminations  of  the  disease  in  which  the  lens  is  lost' 

coUap^nheTeril”^  fl°W  °Ut  8UffiCien%  t0  « 

lorn  Mle  wvcntij  of  the  developing  symp- 

’ °Um  " Afferent  individuals,  who  may  be  suffering  simultaneously 
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at  the  same  place,  from  the  same  source  of  infection.  This  would 
seem  to  depend  on  the  state  of  health  of  each  when  attacked,  the 
sex,  and  the  age. 

The  disease  is  more  severe  in  those  who  are  scrofulous,  and  as  the 
age  is  nearer  to  that  of  puberty  on  either  side.  Females  suffer  more 
than  males. 

Cessation  of  objective  symptoms.  The  swelling  of  the  eyelids  first 
declines,  then  the  chemosis,  and  afterwards  the  ocular  conjunctiva 
clears  from  behind  to  before,  in  patches,  so  that  red  and  white  spaces 
alternate. 

The  caruncle  and  the  semilunar  fold,  the  oculo-palpebral  and  the 
palpebral  conjunctiva,  remain  long  swollen  and  vascular,  and  unless 
well  managed,  may  never  completely  recover. 

The  eyelids  return  to  their  normal  state,  or  they  may  be  damaged. 
The  under  one  falling  away  a little  from  the  eyeball,  the  effect  of  the 
inflammation  on  its  fibro-cartilage,  and  relaxation  of  the  orbicularis 
muscle.  The  upper  one  dropping  from  the  weight  of  its  infiltrated 
tissues,  and  the  impaired  action  of  the  levator  palpebrce,  01  altogether 
mechanically  pushed  down  by  the  swollen  oculo-palpebral  fold.  This* 
is  ptosis. 

Relapse  is  a serious  complication.  The  infiltration  of  the  sub- 
epitlielial  connective  tissue,  with  corpuscular  elements,  must  be » 
removed  before  the  conjunctiva  can  return  to  its  normal  state.  A bile 
some  degenerate  into  fatty  material,  some  are  absorbed.  Till  this  is  - 
effected,  the  membrane  is  readily  affected  by  fresh  sources  of  irrita-  - 
tion,  since  the  irritability  of  any  part  is  in  proportion  to  the  element™ 
it  contains,  which  are  prone  to  irritation.  A very  practical  lesson 
respecting  treatment  is  inculcated  here.  This  explains  the  return  of  I 
the  discharge  on  slight  provocation,  such  as  exposure  to  inclement 
atmosphere,  imprudence  in  diet,  etc.  Relapse  is  generally  more  obsti- 
nate than  the  primary  attack,  and  lasts  longer.  Each  succession  adds  I 
to  the  infiltration.  The  epithelium  and  the  glandular  apparatus  be-  - 
come  thickened,  and  persistence  of  these  conditions  is  chronic  catarrh. 

The  destructive  influence  of  the  ocular  inflammation  maj 
to  other  ocular  tissues  before  penetration  of  the  cornea  ensues  ihe 
iris  may  inflame,  and  if  through  the  swelling  of  parts  it  touc  es  e 
cornea,  it  will  adhere.  The  vitreous  body,  the  retina,  an 
choroid  may  be  partially  or  quite  spoiled.  The  sclerotica  may  econie 
softened,  and,  yielding  to  internal  pressure,  admit  of  enlargemen  o 
the  eyeball.  When  the  crystalline  lens  is  present  in  association  vr 
these  pathological  changes,  it  becomes  quite  yellow. 

Tire  inflammation  from  the  beginning,  to  its  destructive  eflec  s o 
the  eyeball,  may  have  a course  of  from  a few  days  to  three  weeks. 
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Constitutional  symptoms  do  not  generally  appear  till  the  local  action 
becomes  severe , so  that  they  are  never  primarily  developed.  When 
they  intensify  there  may  be  much  irritative  fever.  If  the  cornea 
R\e  ecu  penetrated  by  either  ol  the  above-mentioned  processes,  a 
very  debilitated  condition  of  the  system  always  ensues.  There  may 
be  even  alarming  prostration. 


Diagnosis.  It  is  only  necessary  to  point  out  that  catarrhal  ophthal- 
mia is  the  sole  affection  with  which  purulent  ophthalmia  is  likely 
to  be  confounded.  In  the  former  the  inflammation  appears  simul- 
taneously over  the  whole  of  the  conjunctiva.  In  the  latter  it 
begms  in  the  palpebral  conjunctiva,  and  is  for  a time  confined  to 

ff  18  °f  l0Ug  8tandin£>  is  s^ject  to  relapses,  is 

attended  by  chemotic  and  palpebral  swelling,  with  intense  conjunc- 

hval  inflammation,  and  a profuse  purulent  discharge,  and  the  eye 
frequently  perishes  through  affections  of  the  cornea.  However 
it  must  be  admitted,  if  the  mere  attack  of  the  two  diseases  be  re- 
g aided  irrespective  ol  the  whole  history,  that  they  differ  more  in 
egree  than  m kind  and  that  while  a mild  catarrhal  and  an  acute 
purulent  ophthalmia  have  very  distinct  features,  a mild  purulent  and 
a severe  catarrhal  ophthalmia  are  not  so  easily  distinguishable.  In 
consequence  of  this  it  has  been  suggested  to  use  the  term  blen- 
norrhea to  the  inflammation  when  the  mucous  element  seems  to 
prevail,  and  pyorrhea  when  the  pus  element  seems  to  predominate 
We  cannot  make  a practical  difference.  Fortunately  one  is  not 
needed.  Catarrhal  ophthalmia  does  not  run  into  purulent  ophthal- 
mia. 1 have  never  seen  such  progressive  development. 

™t8  ’S,°U,e  °,f  th°  m°st  dangerous  of  all  the  inflam- 
matory  affections  to  winch  the  eye  is  liable. 

While  the  cornea  is  yet  clear,  and  the'  chemosis  not  very  hard 

and  grooving  ulceration  is  not  present,  there  is  hope  of  recovery  ’ 

A rapidly  developing  chemosis  is  the  beginning  of  a very  intense 

and  wide-spread  inflammation,  and  therefore  foretells  great  peril  to 

u h cLr  y lmp  1C?ti0n  0f  the  eyeW1  ***“»  the  same.  Und  r 
h conditions  complete  recovery  is  most  uncertain. 

liie  healing  of  ulcers,  and  damage  done  by  interstitiol  x- 

■eave  opacities  varying  from  the  thinnest  film  to  the  dense^l 
Ev?f  °f  lapseof t]ie ...  muat 

?UpU  C altermS  ‘te  size  or  position,  or  by  closing  it  . A 

surgical  relief  turns  on  the  possibility  „f  , • 1 the  S00Pe 

t utificial  pupil,  and  on  the 


a,,(M  * , — — uue  retina. 

Ilmospherif  cages'  Tnd  ^ ^ ^ «»” 

iave  an  intimat  V 1 Sbora<^lc  or  epidemic.  It  would  seem  to 
6 10  °8lcal  relation  with  other  miasmatic  disorders. 
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It  may  bo,  and  is  usually,  spread  by  infection.  It  may  therefore 
arise  without  the  application  of  morbific  matter  to  tho  eye,  but,  when 
once  established,  it  can  bo  transmitted  from  person  to  person, 
under  circumstances  which  cannot  be  distinguished  from  infectious 
propagation. 

It  may  be  produced  also  from  mechanical  causes,  such  as  the 
irritation  of  the  conjunctiva  by  foreign  bodies,  or  from  a wound  of 
the  conjunctiva  rudely  inflicted,  as  from  the  thrust  of  a stick. 

It  is  not  always  that  the  application  of  the  purulent  discharge  to  a 
healthy  eye,  by  design  or  by  accident,  will  be  followed  by  inocula- 
tion. The  infection  is  most  marked  under  such  local  circumstances 
as  atmosphere  vitiated  by  human  effluvia,  crowded  and  ill- ventilated 
dwellings,  and  absence  of  domestic  comforts.  The  escape  of  some 
persons  under  the  most  probable  favourable  conditions  for  its  develop-  j 
ment,  is  common  to  purulent  ophthalmia,  as  well  as  all  infectious  ■ 
diseases ; none  of  which  act  uniformly  and  invariably  on  all  who 
come  within  their  range.  The  presence  of  the  source  of  the  infection 
is  only  one  of  the  many  conditions  necessary  for  the  production  of 
the  morbid  phenomena.  The  health,  and  the  state  of  the  eye  in  the 
exposed  person,  and  the  surrounding  influences,  are  no  doubt  equally  j 
important  for  the  effects,  although  not  well  understood. . 

It  appears,  then,  that  the  disease  is  chiefly  endemic;  that  it  is 
mostly  chronic ; very  intractable  ; is  irregular  in  its  course ; has  a 
tendency  to  return  ; leaves  indelible  marks.  In  these  respects  it 
bears  a strong  contrast  to  catarrhal  ophthalmia,  which  is  mostly; 
acute  ; is  easily  contracted ; does  not  return  without  renewal  of  the 

exciting  cause  ; and  leaves  no  trace  of  injury. 

Gonorrhoeal  infection.  I mean  by  this,  the  development  of  purulent 
ophthalmia  by  infection  from  urethral  pus.  I recognise  no  other 
origin.  Here  intense  symptoms  quickly  occur,  whether  the  matter  is- 
derived  from  another  individual,  or  from  the  person  himself.  The < 
eye  is  exposed  to  far  more  danger  than  it  is  in  ordinary  purulent 
ophthalmia.  The  entire  conjunctiva  at  once  inflames  Chemosis 
quickly  rises  up,  and  is  very  hard.  The  eyelids  soon  inflame,  -he 
tissues  of  the  eyeball  are  early  affected.  The  cornea  may  suffer  after  : 
the  manner  I have  described  above.  It  is  particularly  liable  to  tn 
grooving  ulceration.  It  may  slough  superficially,  01  t iroug 
entire  thickness  in  this  manner.  Serous  infiltration  occius.  0 0 
tion  of  a part  or  of  the  whole  ensues,  and  its  transparency  i*  os » 
while  it  yet  shines.  The  vitality  is  destroyed,  the  polish  is  os  '> 
and  a yellowish  or  brownish  piece  separates  by  ulceration.  j 

The  rarity  of  the  infection  has  always  been  to  me  a nia  er  o 
marvel,  considering  tho  frequency  of  the  chance  of  such. 
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Gono)  > hceal  ophthalmia  is  not  to  be  readily  distinguished  from  the 
put  uhnt  dischatgcs  of  the  conjunctiva  excited  by  other  means , especially 
\ ^10  disease,  there  being  no  very  determinable 

pa  holopcal  difference.  It  is  one  and  the  same  kind  of  inflammation, 
Old!  intensified,  llie  diagnosis  must  rest  on  the  history  of  the  case, 
there  may  he  strong  suspicions  of  the  gonorrhoeal  origin,  hut  unless 

oftheW,  Tfa  Tuthral  °r  Vaffinal  discharSe-  or  can  give  assurance 

diaraosifn  U7  ° r,n“g  reC6iVed  iufecti°U  fr0m  some  one>  a decided 
lagnosis  ought  not  to  he  pronounced.  If  a correct  recognition  can 

0 made  it  is  valuable,  for  we  are  then  better  prepared  to  treat  this 

i es  ructive  malady  It  is  too,  important  to  be  able  to  tell  the  friends  of 

For  the  i“Sdlfaae  iS  “ah  “S  t0  excite  “rious  apprehensions. 

I met  iri  hT0113’  ne,T;  SeYel'6  CaSS  of  P”ulent  ophthalmia 
met  with  inquiries  ought  to  be  made  respecting  its  origin 

pir/Tny  of  L 1°?  " i ° ?eCk  fuflammat^n,'  and  so 
1 1 y i effects  extending  to  the  evphnll  T+‘  +i  • r 

accomplished,  there  will  bo  stopped  also  the  usual  damage  ^ the 

conjunctiva,  inseparable  from  the  disease  in  full  develomiienf  n 
an  the  prostration  of  the  vital  powers.  opment,  as  well 

Certain  general  and  also  hygienic  measures  are  necessarv  TW 

tTo  Si  t?atr‘  !ying  dru’  tho  most  p in  ord 

of  exctei nLTlntr  ST  TB1  °f  b°dy’  ^ as  ^avoidance 
retiur0f  Z H 1 f "'ll  CUTdation’  and  “cure  the  easier 

suet,  or  with  any  greasy  aDnlionfh  -f  n 1 Leef  or  mutton 

SKtms  i 

H poultice.  A brisk  nm^l  ;s  ’ ble°ding  encouraged  by  a liot 
I without  alcoholic  stimfl  f ery  salutary.  A light  nutritive  diet, 

-PPM  oveXeetTt  ^ SUitecl  Wet  cold  “ be 

' afflux  of  blood  and  tc  ’ < aUt*  cbeeb>  to  diminish  the 

I J reduce  the  exalted  temperature,  by  means  of  a 
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single  layer  of  old  linen,  wotted  with,  iced  or  very  cold  water.  When 
the  water  has  evaporated,  there  should  be  a reapplication  with  a fresh 
piece  of  rag.  ( )n  each  of  these  occasions  of  renewal  the  eyelids 
should  be  opened,  and  the  conjunctiva  cleansed  with  tepid  water. 
The  nurse  should  be  instructed  to  turn  the  patient  a little  on  his 
side,  to  open  liis  eyelids  as  far  as  she  can,  and  to  wash  away  the 
discharge  with  a syringe  or  an  elastic  bottle  with  a fine  pipe, 
slowly,  so  as  not  to  spatter,  and  to  wash  also  under  the  upper  eyelid. 
The  tumefaction  of  the  eyelids  may  require  a retractor  to  be  used 
in  order  not  to  expose  the  conjunctiva  at  all.  A nurse  could  hardly 
be  expected  to  do  this.  Cleansing  may  be  done,  less  effectually, 
however,  by  moving  the  eyelids  backwards  and  forwards,  so  as  to 
press  out  the  discharge,  and  then  wiping  the  surface  of  the  eye  with 
a piece  of  rag. 

Hard  chemosis  which  is  overlapping  the  cornea  should  he  freely 
incised.  I have  very  great  faith  in  the  measure.  The  operation 
may  be  readily  performed  by  standing  behind  the  patient, 
who  should  be  seated  on  a low  chair,  raising  the  upper  eyelid  with 
a retractor,  while  an  assistant  depresses  the  under,  introducing  the 
point  of  the  knife  (Fig.  271)  at  the  spot  of  reflection  of  the 
chemosed  conjunctiva  on  the  cornea,  and  carrying  it  along  the 
sclerotica  to  the  sinus  of  the  eyelid  ; then  depressing  the  handle  of 
it,  and  including  within  the  curve  of  the  blade  the  swollen  conjunc- 
tiva. I generally  endeavour  to  make  four  incisions  at  equal  intervals. 
The  incising  of  the  upper  parts  of  the  chemosis  is  not  so  readily 
effected  as  that  of  the  under,  since  the  knife  cannot  be  carried  so  far 
on  the  eyelid  ; but  it  may  be  done  by  applying  the  retractor  first 
on  one  side  of  the  lid,  to  make  room  for  the  knife,  and  then  shifting 
it  to  the  other.  The  discharge  should  be  wiped  off,  and  the  place 
for  the  entrance  of  the  knife  made  apparent.  With  common  care 
the  sclerotica  will  be  uninjured.  It  is  so  imperative  to  make  these 
incisions  thoroughly,  that,  unless  there  be  a certainty  of  the  patient 
being  submissive,  chloroform  should  be  administered.  Scarifications 
do  not  produce  any  after  damage.  When  the  chemosed  conjunctiva 
protrudes  between  the  eyelids,  the  exposed  surface  should  be  kept 
well  greased. 

At  this  stage,  some  surgeons  recommend  slitting  through  the 
eyelids  near  the  outer  canthus,  from  the  tarsal  edge  to  the  margin 
of  the  orbit,  to  relieve  the  eyeball  from  pressure. 

To  protect  the  other  eye  from  infection  is  as  essential  as  to  treat  that 
which  is  diseased.  The  readiest  method  is  to  strap  the  eyelids  together 
with  court  plaster,  pack  the  surface  with  cotton,  and  apply  a bandage. 
If  the  patient  will  not  submit  to  the  discomfort  arising  from  loss  of 
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use  of  the  eye,  the  less  certain  protection  of  covering  it  carefully 
with  cotton  or  a handkerchief,  must  he  resorted  to  whenever  the 
diseased  one  is  to  he  dressed  or  attended  to,  during  which  time 
infection  is  certainly  more  imminent. 

The  constitutional  measure  of  giving  the  perchloride  of  iron  in  large 
and  repeated  doses,  and  well  diluted,  does  yield  a marked  result. 
These  rules  should  he  persevered  with  till  the  intensity  of  the 
inflammation  is  subdued. 


I rarel}  g'he  an  opiate  ; I trust  rather  to  reduce  any  local  jiains 
by  local  bleeding  and  cold.  To  subdue  pain  by  these  measures  is  to 
i check  the  inflammation  and  to  save  the  eye.  A patient  may  be  suf- 
ficiently narcotised  not  to  feel  the  pain  while  the  inflammation  ispro- 
| grossing,  to  say  nothing  of  the  directly  injurious  effects  of  the  opium. 

An  astringent  to  the  conjunctiva  is  called  for  as  soon  as  the  acute 
inflammatory  stage  is  reduced , and  that  of  relaxation  has  set  in  It 
\ is  hurtful  to  apply  it  before. 


_f  late  years  I nave  employed  pure  astringents,  not  escharotics, 
I and  chiefly  alum  or  tannic  acid.  The  former  1 use  of  the  strength  of 
I five  grains  to  an  ounce  of  distilled  water,  the  latter  of  strengths 
r varying  from  eight  to  fifteen  grains  to  the  ounce  of  water,  with  half 
i a drachm  of  glycerine.  The  eye  should  be  cleansed  after  the  manner 
! f havf  defnbed’  and  the  lotion  applied  with  a large  camel  or  sable- 
. hair  brush,  according  to  the  instruction  at  page  853,  for  catarrhal 
ophthalmia  If  the  eyelids  be  now  closed,  and  the  eyeball  gently 
inbbed  with  the  finger  a few  times,  the  lotion  will  traverse  all  parts 
of  the  conjunctiva  As  the  brush  must  touch  the  eyelid  to  discharge 
K the  lotion  it  ought  to  be  washed  after  each  using.  The  towel  which 
catches  the  washings  of  the  eye  should  be  changed  two  or  three 

Ito^n  a wi  beobJects>  therefore,  which  are  to  be  obtained  are, 

[ to  ruevent  the  eyelids  from  sticking  together  and  retaining  the 

• 3’  iwTV™7  - Iie  d- SChargG  S°  that  Sha11  not  become 

Male  and  lmtate  the  conjunctiva  and  macerate  the  cornea,  and  to 

1r,1Sha"-  aCt  011  the  Wake“d  "tended 
blood-vessels.  Tliese  therapeutio  measures  should  be  repeated  every 

two  hours,  fall  an  effect  be  seen,  unless  the  patient  is  asleep  As  the 
onisZTT'  ‘nfated1by  lo«on,  the  sooner  the  frequency 

! f„  ^ueh,  hlT  is  done  by  tlle  use  of  violent  applications.  They  add 

the  stn"ctur<lyfeflIStlnS- Irritation’  Prolo»g  the  disease,  and  damage 
Zl™ f"e-  ,0f  ^conjunctiva  and  of  the  cornea.  In  spite  of  the 

i liseafe  cn  v T t0  the  contrary,  many  surgeons  believe  that  the 
I disease  can  be  at  once  arrested  by  escharotics,  and  that  the  more  acute 
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the  symptoms  the  stronger  should  they  ho  applied.  Thoso  who  have 
attended  my  practice  have  renounced  them. 

If  the  temperature  of  the  eyelids  should  at  any  time  rise  above 
that  of  the  rest  of  the  body,  the  cold  application  must  be  again 
resorted  to. 

When  the  disease  begins  to  decline,  the  patient  may  be  allowed 
to  leave  his  room,  and  as  soon  after  as  possible  to  take  gentle  out- 
door exercise. 

Antiphlogistic  measures  arc  uncalled  for  when  the  secondary  and 
destructive  effects  of  inflammation , such  as  ulceration  of  the  cornea  or 
sloughing , with  or  without  penetration , have  been  produced.  Warm, 
soothing,  and  anodyne  local  applications  only  are  admissible  so  far 
as  the  eyeball  is  concerned ; and  if  it  should  seem  prudent  to  con- 
tinue with  the  astringent  lotion  on  account  of  the  conjunctival 
discharge,  the  strength  of  it  should  be  reduced  by  half,  while  four 
applications  a day  will  suffice. 

An  ulcer  of  the  cornea  and  prolapse  of  the  iris  should  not  be 
touched  with  nitrate  of  silver,  because  repair  is  effected  better  without 
it.  It  imperils  the  eye  to  puncture  the  ulcers.  Should  the  posterior 
elastic  lamina,  with  some  of  the  corneal  tissues,  protrude  as  a vesicle 
through  an  aperture  of  cornea,  caused  by  ulceration  or  otherwise, 
it  should  be  punctured  and  allowed  to  collapse.  For  further 
information  on  these  subjects  see  the  chapter  on  Diseases  of  the 
Cornea.  For  the  treatment  also  of  abscess  I beg  to  refer  to  the  same. 

The  corneal  repair  is  well  established  when  vascularity  appears. 

Let  it  be  supposed,  on  the  other  hand,  that  the  patient  is  seen  early  in 
a sub-acute  attack,  a condition  manifested  by  less  swelling  of  the 
eyelids,  less  vivid  redness,  less  discharge  with  a less  consistence,  and 
perhaps  no  pain.  The  principles  of  the  treatment  are  the  same, 
shaped  in  detail  to  meet  the  lower  inflammatory  action.  Less  local 
bleeding  and  a shorter  application  of  cold  will  suffice.  I he  astiin* 

gent  is  earlier  applicable.  Already  there  will  be  feebleness  of  bod) , 
so  that  a purgative  would  be  injurious.  Whatever  may  be  the 
condition  of  the  tongue,  the  iron  should  at  once  be  given,  together 
with  a diet  as  full  and  nutritive,  as  the  appetite  and  the  digestive 
powers  will  allow.  The  period  of  confinement  to  the  house  need  not 

be  so  long.  < _ ... 

I forbid  sponges  to  be  used  in  this  complaint,  because  it  is  im- 
possible to  wash  them  clean  from  pus  once  imbibed.  A piece  of  soft 
old  rag  answers  every  purpose  for  the  process  of  cleansing. 

Prevention.  A great  deal  may  be  done  to  prevent  the  spreading 
of  the  disease  by  instantly  sending  away  the  infected  person  fiom 
those  with  whom  he  is  in  daily  communication.  This  also  applies 
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when  relapses  occur.  Where  separation  to  a sufficient  distance  can- 
not he  accomplished,  in  consequence  of  the  community  in  which  the 
patient  may  he,  he  should  be  isolated  as  far  as  possible,  and  the 
remainder  of  the  individuals  placed  under  healthy  sanitary  arrange- 
ments, so  that  there  shall  he  avoided  those  unhealthy  conditions 
above  mentioned  under  the  head  of  causes,  which  tend  to  promote 
the  contagious  power  and  the  spread  of  the  disease. 

Those  persons  who  are  exposed  to  the  disease  should  he  forewarned 
of  its  infectiousness  and  its  danger.  The  use  of  an  infected  towel  is 
a very  common  source  of  inoculation. 

The  same  persons  ought  not  to  attend  those  who  are  diseased  and 
those  who  are  well. 

No  article  of  clothing  which  has  been  worn  by  a diseased  individual 
ought  to  be  used  by  a healthy  one.  This  includes  bedclothes. 


PURULENT  OPHTHALMIA  OF  INFANTS. 

This  is  essentially  the  same  disease  as  purulent  ophthalmia  in  the 
adult,  merely  modified  by  the  undeveloped  tissues  of  the  babe,  and 
the  activity  of  the  growing  processes,  the  infant  organism,  but  it  is 
generally  more  severe. 

Symptoms.  About  three  or  four  days  after  birth,  the  eyelids  have 
a tendency  to  stick  together,  their  edges  are  a little  swollen  and 
redder  than  natural,  and,  in  the  daytime,  the  light  is  distressing 
and  the  eyes  are  kept  closed.  After  this  a little  muco-purulent  secre- 
tion is  found,  then  follows  palpebral  inflammation  with  the  forma- 
tion of  purulent  secretion.  The  palpebral  tumefaction  is  greater 
in  proportion  than  in  the  adult,  so  that  the  palpebrae  stand  out 
like  tumours,  and  the  upper  is  often  pushed  down  over  the  under 
one.  Such  swelling  necessarily  presses  them  tightly  together.  Under 
this  mechanical  state,  and  as  the  discharge  is  not  very  copious,  it 
is  scarcely  noticeable,  and  its  character  is  not  readily  discerned.  Its 
colour  varies,  being  sometimes  yellowish,  sometimes  greenish,  and 
sometimes  red  from  the  admixture  of  blood.  In  a jaundiced  child 
it  is  very  decidedly  yellow. 

It  is  seldom  that  the  disease  at  once  assumes  intensity.  In  conse- 
quence of  this  it  is  often  erroneously  supposed  to  have  a later  origin, 
that  of  two  or  three  weeks  after  birth.  The  overlooking  of  it  at  an 
early  period  is  unfortunately  frequent  in  all  classes  of  society.  The 
child  cannot  complain  and  express  its  sensations.  Even  when  the 
early  inflammatory  symptoms  are  noticed,  too  commonly  they  are 
ai  tribute!  to  a cold  in  the  eye,  and  expected  soon  to  pass  away.  The 
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consequence  is  that  before  treatment  is  applied,  irreparable  damage 
occurs. 

The  conjunctiva  swells  more  than  in  the  adult,  and  there  is  farther 
dissimilarity,  in  its  being  very  much  raised  and  actually  loosened  in 
all  its  regions  by  effusion  of  serum,  in  the  sub-conjunctival  areolar 
tissue.  In  consequence  of  this  a prolapse  of  it  is  always  impending, 
and  occurs  at  any  attempt  to  examino  the  eye,  whereby  the  undei 
or  both  eyelids  may  be  everted.  The  retrotarsal  fold  may  prolapse 
of  itself,  like  a circular  red  roll,  and  evert  the  tarsal  margins. 
The  action  of  the  orbicularis  muscle  increases  any  ectropium  from 
this  cause. 

In  from  eight  to  twelve  days  from  the  early  symptoms,  when  the 
ocular  chemosis  is  greatest,  the  cornea  gets  hazy  in  spots  or  generally, 
and  red  at  its  edge,  then  semi-opaque  and  infiltrated  with  pus  to  a 
small  extent,  or  through  the  entire  breadth,  followed  by  penetrating 
ulceration.  Or  without  an  abscess  forming  it  may  ulcerate  in  pait, 
or  entirely,  and  be  penetrated  through  a portion  of  it.  Just  preced- 
ing either  of  these  processes  the  eyelids  swell  yet  more,  especially  the 
upper  one,  which  is  also  very  red  and  shining,  and  the  secretions  are  * 
more  purulent  and  more  copious.  The  child  is  restless  through  pain. 
There  is  considerable  photophobia,  the  tongue  is  white,  and  the  body 

wasted.  . . 

The  ulceration,  or  the  slough,  or  the  abscess,  is  usually  central, 

unless  there  be  a multiple  of  the  one  or  the  othei. 

The  lens  is  more  prone  to  escape  through  the  corneal  breach  nr. 
infants  than  in  adults.  With  much  loss  of  the  cornea  its  expulsion  l 

is  the  rule. 

As  chemosis  does  not  become  hard  and  adhere  to  the  cornea,  there  is,., 
so  far  as  I have  observed,  an  absence  of  the  grooving  marginal  ulcer. 

With  mere  penetration  of  the  cornea,  or  considerable  or  entire* 
destruction  of  it,  the  acute  symptoms  decline,  the  bright  red  swollen  i 
upper  eyelid  becomes  flaccid  and  dark  red,  and  the  discharge  lessens « 
and  is  less  purulent.  With  penetration,  the  iris  prolapses,  and  may 
effectually  plug  up  the  aperture,  or,  closing  it  impel  fecthq  a stapiy 
Ionia  is  formed.  With  the  destruction  of  the  cornea,  if  the  ens  I 
and  the  whole  or  a part  of  the  vitreous  humour  have  escaped,  the  ey  e 
ball  shrinks  to  a mere  button.  If  the  humour  be  retained,  -whether  l 
the  lens  be  lost  or  not,  it  shrinks  with  a flattened  front,  partly  cm  ere  i 
by  shrunken  cornea,  and  partly  by  transparent  cicatrix,  or  entirely  by  ( 
the  latter. 

Relapses  do  not  occur,  and  the  conjunctiva  does  not  become 
affected  by  the  process  of  proliferation  ending  in  granulation,  as  m i 

the  adult. 
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Milder  cases  are  met  with  in  which  the  inflammatory  symptoms  are 

very  much  less,  hut  the  difference  as  to  sthenic  and  asthenic  action  is 
never  so  marked  as  in  manhood. 

C°unc;  The  disease  generally  begins  in  one  eye,  but  not  infre- 
quently in  both.  When  only  one  is  primarily  affected,  the  other  is 
sure  to  be  inoculated  from  it,  unless  precaution  be  observed. 

M hen  very  sthenic,  it  is  never  subdued  under  ten  or  fourteen  days, 
and  weeks  elapse  before  the  conjunctiva  is  again  healthy. 

The  eyeball  is  more  likely  to  be  involved  from  the  extension  of  the 
inflammation  than  in  the  adult. 


M hen  the  cornea  becomes  turbid  at  several  points,  or  throughout, 
the  danger  has  reached  its  height. 

Diagnosis.  Simple  catarrhal  ophthalmia  is  often  mistaken  for  puru- 
lent ophthalmia.  This  accounts  for  the  cures  which  we  hear  of  from 
slight  agency,  such  as  excluding  the  light,  applying  a small  blister  to 
the  temple,  and  so  forth.  It  accounts  also  for  reported  epidemics  of 
purulent  ophthalmia  among  infants  in  this  or  that  place,  and  said  to 
be  mild,  and  not  inflicting  damage  to  the  eyes. 

Hereditary  syphilitic  inflammation  of  the  eyeball,  with  the  symp- 
toms of  hazy  cornea,  and  hypersemia  of  the  conjunctiva  and  of  the 
edges  of  the  eyelids,  may  be  mistaken  for  purulent  ophthalmia  The 

absence  of  any  purulent  discharge  ought  to  be  enough  to  prevent  any 
blunder  being  made. 

When  the  purulent  disease  is  developed,  the  merest  inspection  of 
the  conjunctiva  will  cause  some  of  tile  discharge  to  flow  out. 

But  more  information  is  necessary  than  a mere  knowledge  of  the 
existence  of  the  disease.  It  ought  to  be  ascertained  if  any  and  what 
damage  has  been  done  to  the  eyeball,  and  a systematic  inspection 
must  be  adopted.  Tins  can  only  be  done  effectually  by  retracting 
the  eyelids  with  two  retractors,  for  the  swollen  conjunctiva  prevents 
the  cornea  from  being  exposed  by  any  ordinary  method.  If  these 
instruments  be  not  at  hand,  a pair  may  be  extemporized  out  of  bits 

be  7°/  ,TPT  ,BeSkl6S’  “ eye  caPable  of  beinS  ™ved  may 

i hLdUng  ^ 7 Wmg  °f  a dama§ed  C°mea  &'0m  rol,8'b 

, TeTre,  1 t0  g!™  tbe  resuIt  of  my  own  observation  from 
' to  h which  I have  made  careful  investigation,  and  these  amount 

vamnnTd6'  i 7,  ath'ibllte  the  origin  of  tbe  ophthalmia  to 
Wit  S f motber’  Which  bas  been  transmitted  to  the 
yes  of  t le  child  during  parturition,  such  discharge  being  for  the 
most  part  leucorrbceal,  sometimes  gonorrhoeal. 

hfiftHL^e°nSn  8^eak  cases  occurring  in  the  children  of  perfectly 
iy  mothers,  at  least,  of  such  as  deny  the  existence  of  any  kind 
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of  vaginal  discharge  whatever,  when  they  are  questioned.  . If  the  4 
investigation  he  not  carried  farther,  the  non-vagmal  source  in  such  | 

instances  must  remain  douhtful.  . a , . 

The  same  kind  of  agencies  which  produce  purulent  inflammation 
in  the  adult,  may  of  course  excite  the  disease  m children,  hut  11s 
applies  rather  to  a later  age  than  I am  considering. 

1 The  infection  is  supposed  to  he  occasionally  due  to  inoculation 
with  the  lochia,  from  the  hands  of  the  mother  or  those  of  the  ^ 

That  it  is  sometimes  communicated  from  infant,  to  infant,  in 
nurseries  and  lying-in  institutions,  is  certain.  It  is  equally  clear 
that  it  arises  in  such  places  where  puerperal  diseases  prevail. 

Whatever  he  the  origin  of  the  disease,  the  most  1GT^e11.  su  je  ' 
of  it  are  weakly  children,  who  are  exposed  to  the  debilitating  causes 
of  had  air,  cold,  insufficient  clothing,  insufficient  food,  m fact,  among 
1 poor  Also  premature  infants.  But  are  not  the  mothers  of  these 

more  tedious  will  it  he  to  cuie.  • , « y 

While  the  cornea  is  yet  clear  the  eye  maj  e f p 

^ nw  If  it  he  hazy,  some  destruction  of  it  will  prohah  y j 

H there  he  superficial  ulceration  without  interstitial  suppuration 
prohahly  only  epoch  opacity  n»y 

jirS  C will  be  a large  opacity  Haziness  rnJ 

elation  with  ulceration  may  he  thick  enough  to  U.ft  e™. 
clear  sufficiently  to  enable  the  eye  to  he  used.  TV  hen  si 
entirely  pass  away,  except  just  around  tie  u cei,  or  ie  ®1  aiways 
tration,  proceeding  from  such,  where  it  is  always  densest  W 

remains  in  some  degree.  , , Pffects 

- » - a — t J 

it  he  considerable,  in  all  prohahihty  the  eye  will  he  destroy 
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Sloughing  of  the  cornea  through  its  entire  thickness,  to  any  extent 
is  generally  fatal  to  the  eye. 

Small  partial  central  capsular  cataract,  like  a white  dot,  sometimes 
n ery  minute,  and  very  rarely  half  as  large  as  the  pupil,  may  occur. 
Its  nature  has  been  explained  under  the  head  of  Capsular  Cataract. 
1 disassociate  it  from  any  connection  with  ulceration  of  the  cornea. 

ie  opacity  proceeding  from  an  ulcer  and  it,  seldom  correspond  in 
position.  It  remains  indelible.  It  interferes  with  the  function  of 
sight  according  to  its  size,  apparently  more  by  disarranging  the 
adjustment  than  in  any  other  way. 

. .Tlle  acuteness  of  sight  is  very  often  impaired  in  consequence  of 
inpm  to  the  choroidal  and  retinal  coats.  This. may  occur  when  the 
cornea  has  not  been  much  damaged. 

Nystagmus  and  strabismus  are  sometimes  sequelie. 

Ectropium  and  partial  ptosis  may  occur,  as  in  the  adult. 

Treatment . The  principles  are  precisely  the  same  as  those  which  I 
lave  given  lor  the  adult  disease.  Sthenic  action  must  be  reduced.  A 
eech  to  the  upper  eyelid,  or  a leech  to  both  lids,  will  produce  suffi- 
cient  bleeding.  Children  are  quickly  affected  by  the  loss  of  blood,  and 
ie  eech-bites  should  not  be  allowed  to  go  on  oozing.  The  applica- 
tion of  cold  is  also  called  for,  and  its  effects  must  be  watched,  so  that 
there  may  be  no  undue  chilling  of  the  surface.  The  astringent  should 
be  resorted  to  rather  earlier  than  in  the  adult,  because  it  irritates  less 
and  a quicker  result  is  obtained.  It  may  be  applied  after  the  manner 
I have  described  for  the  adult,  or  in  this  way:  Two  persons  are 
required  for  the  wort  The  head  is  held.  The  eyelids  are  opened 
gently  and  the  discharge  which  gushes  out  is  wiped  away  with  a 
piece  of  soft,  wet  rag.  The  lower,  and  then  the  upper  lid,  are  everted 

dW^ttlhruTh  °f  W6t  ThS  ^ is 

tstjss: 

5 It  paS  rthr5 * * * * * 11:,^’  rTIated  m0et  t-der  ^ 

nui^oTreo^ite  Art”fl  |7  7“°*  Tply  food,  a «t 

tive,  and  its  insufficie  •m  Undel'  ^,e  best  system  is  defoc- 

Whe  . th  “ ^ l 18  mr  maAed  in  » diseased  infant. 

fooreased  ten,  rm  " °f  **  palPeb™  is  dfeht,  and  the 

he  dispensed  with tlU°i“not  ™“'ked’ tbe  leeching  and  the  cold  should 

uispcnsed  with,  and  the  astringent  at  once  applied. 
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The  effect  of  treatment  is  marked.  In  two  or  three  days  the  child 
begins  to  open  the  eyes,  and  in  a week  the  symptoms  of  active  inflam- 
mation disappear.  The  general  health  improves  quickly. 

Prevention.  In  this  destructive  malady,  the  stopping  of  infection 
is  all-important.  F or  many  years  I have  pointed  out  that  washing  the 
eyes  of  the  new-born  babe  might  be  a preventive  measure,  and  insisted 
on  the  method  when  the  presence  of  leucorrhooa  or  gonorrhoea  has 
been  detected. 

ITow  far  it  is  admissible  to  wash  out  from  the  vagina  of  the  infec- 
tious mother  the  mucus  secreted  for  the  lubrication  of  the  parts,  is  a 
question  for  the  accoucheur  to  determine.  I have  spoken  to  several 
about  it.  Some  mothers  with  leucorrhcea,  infect  all  their  children. 


MORBILLOUS  AND  SCARLATINOUS  OPHTHALMIA. 

A certain  amount  of  conjunctivitis  always  attends  measles  and 
scarlet  fever.  When  it  originates  in  the  former  affection,  it  scarcely 
proceeds  beyond  the  simple  catarrhal  form,  but  it  might  pass  into  the 
purulent.  When  it  springs  from  the  latter,  it  is  usually  more  severe, 
and  is  more  likely  to  lapse  into  the  purulent  form. 

Respecting  the  treatment,  I have  nothing  to  add  to  what  has  been 
recommended  for  conjunctivitis  in  general,  beyond  giving  a warning 
to  recognise  the  usually  debilitated  state  of  the  patient. 

VARIOLOUS  OPHTHALMIA. 

In  most  severe  cases  of  small- pox,  the  outside  of  the  eyelids  and 
their  margins  rarely  escape  the  development  of  pustules,  by  which 
they  are  much  swollen  and  closed.  Besides  this,  they  are  glued 
together  by  the  vitiated  Meibomian  secretion,  and  discharge  from  the 
pustules. 

Conjunctivitis  is  always  excited,  but  for  the  most  part  it  is  mild, 
catarrhal,  and  unimportant,  and  we  may  be  assured  of  this  if  the  eve 
feels  easy.  Evidence  of  acute  and  dangerous  inflammation,  is 
afforded  by  pain  in  the  eyeball,  stiffness,  a sensation  of  grit  in  the 
eye,  increased  uneasiness  if  the  eye  be  moved,  or  an  attempt  be  made 
to  expose  it  to  the  light  for  a partial  inspection,  and  a frequent  dis- 
charge of  hot  tears.  Purulent  ophthalmia  is  then  imminent. 

Relief  mag  he  afforded  to  the  palpebral  symptoms,  by  pricking  the 
pustules  when  they  are  matured,  with  a cataract  needle  so  as  to 
evacuate  the  pus,  and  anticipate  the  bursting  of  them.  Also,  by 
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diligent  removal  of  the  discharges  by  emollient  applications,  and 
bathing  the  surface  frequently  with  warm  milk  and  water. 

The  conjunctival  symptoms  must  be  met  as  far  as  may  be,  by  the 
measures  already  advised  for  conjunctivitis. 


G RANULAR  CONJUNCTIVITIS. 

The  conjunctiva  might  not  return  to  health  after  an  attack  of 
conjunctivitis,  but  undergo  certain  changes.  These  consist  of  pro- 
liferation of  the  papillae,  proliferation  of  the  trachoma  glands,  and 
neoplastic  growths.  The  sub-conjunctival  areolar  tissue  also  is  involved 
m proliferation.  The  general  effect  is  hypertrophy  of  the  parts. 

Conjunctival  objective  symptoms.  Together  with  swelling  and 
hyperaemia  of  the  palpebral  and  oculo-palpebral  portions  of  the  con- 
junctiva and  hyper-secretion,  there  are  excrescences  with  physical 
characters  according  to  their  locality.  Those  in  the  former  portion 
being  abundant,  chiefly  like  normal  papillae  exaggerated.  Those  in 
the  latter  being  scanty,  pale,  chiefly  isolated,  in  the  form  of  granules 
m rows  crossed  by  furrows.  There  are  degrees  in  their  development, 
requiring  artificial  classification. 

1.  The  purely  granular.  This  is  the  mildest.  The  granules  are 
found  in  various  stages.  As  whitish  specks  or  granules,  just  visible, 
requiring  for  the  most  part  to  be  looked  for,  or  more  raised,  at  the  base 
ot  the  palpebral,  and  in  the  oculo-palpebral  portions  of  the  conjunctiva 
When  well  advanced,  they  appear  in  general  like  boiled  sago-grains, 
traversed  by  a coarse  vascular  network.  The  most  prominent  may 
stand  out  almost  free  of  attachment.  So  loug  as  they  have  undergone 
no  metamorphosis,  and  are  only  enlarged,  they  are  identical  with  the 
lymph  or  trachoma  glands  of  the  conjunctiva,  which  resemble  the 
solitary  glands  of  the  intestines.  They  may  be  solitary  or  close- 
set.  That  they  are  really  trachoma  glands  I doubt  not,  as  an  examina- 
tion ol  them  shows  that  they  are  succulent,  consist  of  closed  follicles 
with  an  investing  membraue  of  dense  areolar  tissue  continuous  with 
the  surrounding  same  tissue.  That  within  is  areolar  tissue  less  con- 
densed, containing  lymphatic  cells,  a few  capillaries,  and  some 
moisture.  1 hey  are  so  far  solid  that  nothing  escapes  when  punctured. 

home  surgeons  still  maintain  that  they  arise  from  proliferation  of  the 
sub-mucoui,  connective-tissue  corpuscles,  and  allege,  in  confirmation 
°, 1 ’ a ^ 1CT  may  appear  on  parts  of  the  conjunctiva,  where  trachoma 
g an  s o not  exist,  ihey  may  pass  through  their  vesicular  and 
succuient  form,  as  pointed  out  by  Marston  in  Dr.  Beale’s  “Archives 
0 e cine,  and  become  part  and  parcel  of  that  granular  state 
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common  to  all  the  textures  of  the  conjunctiva  at  a late  period  of 
granular  conjunctivitis.  Then,  farther  changes  cannot  he  traced, 
because  they  cannot  ho  distinguished  from  the  outgrowths  of  the 
papillce,  and  the  generally  hypertrophied  condition  of  the  conjunctiva. 

2.  The  pure  papillary  variety.  This  is  a low  development.  It 
consists  of  the  normal  palpebral  papillae,  enlarged  by  proliferation. 
At  a later  period  the  reel  colour  changes  to  a greyish-brown  tint. 
This  arises  from  an  aplastic  collection  of  opaque  cells  between  them. 
These  cover  alike  the  palpebral  and  oculo-palpebral  conjunctiva,  and 
sometimes  pass  to  the  ocular  also.  It  is  said  that  they  may  occupy 
the  cornea  as  well. 

3.  The  mixed  variety.  This  is  the  most  usual  form.  It  is  a com- 
bination of  the  granular  and  the  papillary,  and  constitutes  what 
is  best  known  under  the  term  of  granular  eyelid.  The  palpebral 
conjunctiva  is  much  swollen  and  relaxed,  and  the  excrescences  seem 
to  exceed  in  number  those  of  the  papillary  variety,  and  tend  to  run 
into  the  diffuse  variety.  The  oculo-palpebral  conjunctiva  presses 
forwards  with  swelling,  and  displays  the  close-set  granules  in  rows, 
red,  rather  than  transparent,  but  among  which  a few  genuine  sago- 
like granules  stand  out. 

4.  Diffuse  variety.  This  arises  from  a higher  grade  of  develop- 
ment : more  proliferation,  more  neoplastic  formations.  The  palpebral 
conjunctiva  is  very  much  swollen,  relaxed,  and  spongy,  and  there  rise 
up  from  the  deep  parts  of  it  irregular  velvety  or  villous  diffuse 
granulations,  sometimes  like  condylomata,  and  intersected  by  fissures. 
Sometimes  they  are  very  like  the  large  granulations  of  a suppurative 
wound.  Sometimes  they  are  pedunculated,  when  they  may  be  large 
enough  to  make  irregular  bulgings  of  the  integuments  of  the  eyelid. 
The  oculo-palpebral  conjunctiva  is  flattened  and  studded  with  mixed 
granulations.  The  inflammatory  product  is  always  more  marked  in 
the  superficial  than  in  the  deep  parts  of  the  conjunctiva. 

In  all  severe  cases,  and  therefore  generally  in  the  last  two  varieties, 
the  sub- conjunctival  tissue  proliferates  freely,  and  is  much  swollen 
from  a gelatinous  effusion,  which  infiltrates  the  conjunctiva  and  gi\es 
the  well-known  gelatinous  appearance. 

The  caruncle  and  the  semi-lunar  fold  are  swollen  and  hypera3inic, 
and  the  latter  is  sprinkled  with  granulations  of  the  mixed  and 
diffused  variety. 

A microscopic  examination  of  a piece  of  palpebral  grajiular  con- 
junctiva shows,  on  the  free  surface,  a layer  of  recent  cells  in  luxuriant 
proliferation,  covering  all  elevations  and  depressions.  Beneath  this, 
that  is,  in  the  vascular  tissue,  a thicker  layer  of  newly-formed  cells 
with  neoplastic  blood  vessels. 
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The  ocular  conjunctiva  is  not  definitely  affected  in  pure  granular 
and  pure  papillary  conjunctivitis.  In  the  activity  of  the  mixed  and 
the  diffused  forms,  it  is  hyperaemic  and  swollen.  I3ut  these  symptoms 
decline  if  the  inflammation  of  the  rest  of  the  conjunctiva  be  reduced, 
and  at  most  only  a little  hypertrophy  of  it  remains. 

. iU01’dinate  quantity  of  muco-purulent  fluid  is  generally  secreted 
m the  more  recent  granular  conjunctivitis.  The  tears  also  flow  un- 
naturally under  any  local  irritation,  especially  that  of  cold,  or  under  any 
irritation  of  the  system,  especially  from  alcoholic  drinks.  The  discharge 
quickly  becomes  purulent.  This  explains  exacerbations.  In  cases  of 
ong  standing,  at  intervals,  there  may  be  little  or  no  discharge.  In  still 
more  chronic  and  quiescent  cases,  there  may  he  neither  inordinate 
discharge  of  tears  nor  of  mucus. 


Palpebral  symptoms.  In  the  severer  varieties,  the  eyelids  are 
reddened  and  swollen,  and  the  upper  lid  drops  a little.  The  swollen 
ocu  o-paipehrai  portion  of  the  conjunctiva  interferes  with  the  action 
of  the  levator  palpebra  muscle.  The  tarsal  cartilages  swell,  enlarging 
ateraily,  and  no  longer  fit  the  eyeball.  Through  this  the  upper 

eyelid  hangs  loosely,  and  the  under  one  is  pushed  away  by  the  swollen 
conjunctiva.  J J 

The  Meibomian  gland-ducts  swell  and  become  granular, 
come  degree  of  ectropium,  by  which  the  punctum  lacrymale  is 
splaced  outwards,  is  apt  to  occur  whenever  the  conjunctiva  is  much 
swollen.  Overflowing  of  the  tears  is  the  result. 

Eyeball  objective  symptoms.  The  cornea  may  become  hazy  rough 

l0u“tlPaT’iand  T^i  ^ advan°ed  Sta8'es  of  ^lar  con- 
junctivitis. Such  opacity  with  vascularity  is  called  pannus  This 

condition  is  described  among  the  effects  of  corneitis.  It  may  be  in- 

oed  through  trichiasis,  the  result  of  induced  tarsal  disease,  whereby 

by  increased  redness.  Mistiness  of  sight,  arising  from  the  jo' ’ ^ 

from  the  sle  ea^r W “ ™ ar0md  ^ous  bodies 
its  transparency  When  tl  I"'" ' nns  ^ slgbt  when  the  cornea  loses 
the  interiCof  L I n ! haS  suffered  long  and  intensely, 

the  function  of  the  retina 
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Constitutional  symptoms.  Persons  with  well-marked  granular  con- 
junctivitis, in  this  country  at  least,  always  look  unhealthy.  Some 
evidence  of  hectic  fever,  with  paleness  and  emaciation,  is  rarely 
absent  in  chronic  cases. 

Causes.  All  the  above-described  phenomena  do  not  constitute  any 
specific  or  independent  disease.  They  are  only  sequences,  the  occa- 
sional inodes  of  termination,  therefore  later  stages,  chiefly  chronic 
effects,  of  conjunctivitis.  They  are  developed  far  more  frequently 
from  mild  than  from  severe  inflammation,  and  they  are  common  to 
all  degrees  of  the  catarrhal  and  the  purulent  varieties  of  ophthalmia. 
Sometimes  they  appear  as  a relapse,  or  exacerbation  ol  an  attack 
of  catarrhal  or  purulent  inflammation,  with  renewed  activity  of 
symptoms.  The  conditions  which  bring  them  about  are  not  under- 
stood, for  their  appearance  is  uncertain.  Influences  which  produce 
impairment  of  nutrition  probably  play  an  influential  part.  We  only 
know  that  the  perpetuation  of  the  irritation  by  which  the  original 
inflammation  was  induced,  the  prolonging  of  it,  seems  specially  to  j 
tend  to  their  development.  We  find  that  what  appears  to  be  a slight 
catarrhal  inflammation,  often  appearing  and  disappearing,  either 
spontaneously  or  by  treatment,  or  mild  purulent  ophthalmia  with  j 
exacerbations,  may  leave  after  each  attack  a few  granules  or  granu- 
lations, till  at  last  there  is  the  full-formed  granular  state.  Such 
recurring  inflammation  has  its  seat  as  much  in  the  organized  pio- 
ducts  of  former  inflammations,  as  in  normal  tissue.  And  granular 
conjunctivitis  might  be  developed  so  insidiously  and  from  such  mild 
preceding  inflammatory  action,  as  to  bear  the  semblance  of  being  an 
independent  and  acute  disease.  The  early  existence  of  the  inflamma- 
tion is  apt  to  be  overlooked  or  disregarded,  occurrences  more  likely 
in  warm  climates.  Slight  conjunctivitis  is  very  common  in  high 
temperatures,  and  pterygium  may  be  induced  by  it,  without,  ap-  j 
parently,  any  discomfort.  From  this  has  arisen  the  error  that  the  | 
granular  excrescences,  the  sago  grains,  which  often  arise  from  very 
slight  conjunctival  irritation,  and  may  long  exist  unheeded  con-  • 
stitute  the  primary  lesion  which  produces  the  granular  eyelid  vatu 

all  its  distressing  details. 

It  is  very  common  for  the  granular  variety  to  remain  foi  3 c an,  0 
altogether,  without  any  other  part  of  the  conjunctiva  becoming  affected. 

I have  watched  such  instances  in  this  country.  I have  also  learn  | 
that  it  does  not  necessarily  precede  other  varieties  of  granulation. 

Granular  conjunctivitis  among  the  poor  of  Ireland  is  llotorJ?*j*  ' 
It  is  the  most  common  cause  of  blindness  in  that  country,  am  s i . 
to  the  Irish  when  they  emigrate,  and  is  transmitted  to  their  c n ‘ ^ 
It  is  o-enerally  supposed  to  be  due  to  their  habits  of  crowding  tog 
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under  conditions  contrary  to  sanitary  laws.  But,  allowing  this  to 

have  its  weight  as  a means  of  spreading  contagion,  their  damp, 

co  d climate  has,  I believe,  much  influence  in  originating  the  primary 
conjunctivitis.  1 J 

Its  perpetuation  m communities  is  not  due  to  any  secretion  proper 
to  the  hypertrophied  parts,  but  to  infection  arising  from  the  pus  in 
the  secretions.  1 

Sir  W.  Wilde  has  published  many  valuable  papers  ou  this  subject, 
i he  most  comprehensive  is  his  medical  report  of  the  epidemic  of 

ophthalmia  which  prevailed  in  the  workhouses  and  schools  of  the 
lipperary  and  Athlone  Unions. 

The  disease  is  rarely  seen  except  among  very  poor  people,  and 
those  who  live  in  organized  masses,  such  as  in  schools,  in  the  public 
services,  m pauper  establishments,  and  in  places  of  punishment. 

nd  the  commonest;  of  all  existing  causes,  is  the  use  of  nitrate  of 
silver  m substance  for  the  primary  inflammation,  or  in  lotions  or 
salves,  of  such  strength  as  to  be  highly  irritating. 

It  is  often  masked.  The  severity  of  its  subjective  and  objective 
symptoms  declines  A renewal  of  inflammation  from  some  excite- 
ment is  followed  by  remissions.  These  are  repeated,  but  there  is 
scarcely  any  discomfort  till  some  variety  in  the  recurrence,  or  some 

impulse  given  by  new  irritation,  developes  the  granulation  in  a severe 
and  permanent  form. 

I Ur5'-  A11  ',arK'tlra, ln  'bIdren  may  get  wel1  spontaneously,  and 

1 Pa,‘rr m;L'^  .e  dul°k'  Granulation  is,  however,  seldom  seen  so 
early  m life,  nor  is  it  severe.  Nor  is  it  a condition  of  old  persons 

Wment  Set  Uf7  a<?ults  get  Wel1  or  Without 
treatment.  Severe  mixed  and  diffused  varieties  very  seldom  net 

quite  well  under  any  circumstances,  by  which  I mean  that  the  cfn- 

the  18  7 Yet  i{  SU°b  be  left  “treated,  the  eyelids  and 

the  cornea  become  much  damaged.  The  conjunctiva  swelk  more 

atd  slirinK  rmS  lnterfered  with  1 ‘hen  it  is  somewhat  bloodless’ 
hnnkmg,  it  is  converted  partially  or  entirelv  irdn  v i v 

zstjz 

istssriz  -i  fsssr  iter:,.:; 

and  shortened  an  efiJUl  ° !aDge’  dle  conj>metival  sac  is  shrunken 

eyelids  is  everted  T1  * U^i 13  Vely  al1Parent  'vhen  either  of  the 
everted.  Then  too,  the  so-called  posterior  symblepharou  is 
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apparent  as  vertical  bands.  The  shrinking  may  be  also  seen  in  the 
restricted  movements  of  the  eyeball.  With  all  this  the  caruncle  and 
the  semi-lunar  fold  shrink  and  almost  disappear.  The  cornea  passes 
into  complete  pannus  or  xeroma.  The  eyelids  suffer  in  shrinking 
of  the  tarsal  cartilages,  destruction  of  the  Meibomian  glands,  and 
trichiasis.  Sometimes  the  cilia  follicles  are  destroyed.  Entropium 
may  be  induced. 

Treatment.  To  remove  any  source  or  exciting  cause  of  the  in- 
flammation, or  any  influence  which  may  increase  or  maintain  it,  is  to 
place  a patient  under  the  most  favourable  state  for  his  recovery. 
Then,  the  vesicular  and  papillary  varieties  of  the  granulations  may 
be  subdued,  and  the  conjunctiva  restored  to  health.  The  mild-mixed  j 
and  the  diffuse  varieties  may  be  reduced  so  as  no  longer  to  cause 
discomfort,  and  severe  examples  of  them  may  be  much  improved. 
In  all  of  these  cases,  any  thin  corneal  opacity  may  disappear.  But 
in  no  instance  can  these  desirable  ends  be  accomplished  quickly. 
The  fullest  improvement  may  not  be  arrived  at  tor  months,  or  even 


for  some  years. 

The  sthenic  cases  must  be  distinguished  from  the  asthenic,  and 
treated  differently.  Active  inflammatory  conjunctival  symptoms 
must  be  subdued  by  appropriate  antiplilogistics,  such  as  leeching, 
cold,  and  the  other  measures,  according  to  the  rules  given  for  the 
same  state  arising  out  of  catarrhal  or  purulent  inflammation.  The 
cold  should  be  persevered  with  so  long  as  there  is  any  morbid  heat, 
and  resorted  to  from  time  to  time  if  such  should  return.  No  decided 
amendment  will  ensue  while  any  objective  evidence  of  developing 
inflammation  is  present.  The  swollen  conjunctiva  should  be  scarified 
longitudinally  in  several  places,  and  the  bleeding  encouraged  by 
moving  the  eyelids  about  with  the  fingers. 

If  the  inflammation  be  chronic  and  associated  with  general  debility, 


as  in  all  probability  it  will,  antiplilogistics,  excepting  the  scarification, 
are  contra-indicated.  Fomentations  with  plain  hot  water,  01  wit 
anodynes  if  there  be  pain,  will  be  beneficial. 

Besides  the  local  measures,  we  must  look  to  the  careful  manage- 
ment of  the  system,  and  do  everything  to  restore  the  general  health 
When  tonics  are  admissible,  some  preparation  of  iron  will  be  mos 
generally  suitable,  and  in  large  doses. 

In  all  cases  the  eyes  should  be  shaded  from  bright  light.  It  lS- 
necessary  to  avoid  tainted  air,  including  that  vitiated  with  tobacco, 
smoke.  Minute  eye  work  should  be  sparingly  or  not  at  all  done. 

A judicious  change  of  residence  often  produces  much  effect, 
sea  voyage  works  wonders.  It  is  well  known  that  soldiers  who  aJ» 
discharged  from  the  army  in  hot  climates  with  granular  conjunctiva, 
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often  get  well  during  their  voyage  home,  or  after  they  have  joined 
leir  friends,  from  hygienic  influence  only.  Where  such  advantages 

cannot  be  obtained,  isolation  from  others  who  may  be  similarly 
diseased  is  desirable.  J 

Local  applications  to  the  conjunctiva  are  serviceable,  but  they 
should  be  used  with  the  utmost  caution,  and  astringents  alone  aie 
admissible.  Even  they  must  be  diluted  enough  not  to  irritate.  I 
have  settled  down  to  the  employment  of  alum  or  tannic  acid  in  lotions 
neatly  apphed  to  the  conjunctiva  with  a brush,  three  or  four  times 

The  pure  granular  variety  progresses  better  without  any  local 
*™°"’  aud  the  same  may  said  of  the  low  forms  of  the  pure 

When  the  excretions  lessen,  and  especially  when  the  mucous 
element  preponderates  over  the  purulent,  the  astringent  is  not 
required  so  frequently.  It  had  better  be  discontinued  altogether 

symptoms.  “ “ lmPrOTem<®‘  “ any  of  the  prominent 

When  the  inflammation  has  done  a certain  amount  of  damage 
only  a certain  amount  of  recovery  can  ensue.  I cannot  evprfss 
hese  degrees  in  writing,  but  I can  recognise  them.  They  can  be 

!:=S:tr“rd  -i- » ■■ 

advantage  from^lie0 stimulatin g1  effecf^d* bHsterin th6^  !”  fWther 
of  the  eyelids  from  time  in  +•  T bllstfrmS  ^ integuments 

I tBu.1Ws>  and  **ile  the  patient  Cdown  TpiTi^nw^fb^h’ 

I do  not  cut  the  blister,  and  a sore  does  n t form  The  BHt?l’ 
Phaimacopoeia  contains  a liquor  epispasticus.  ' 

*here-iS * *  ^ “PP^unity 

abz:r;-and, tbe  °ast“8"off’  *• 

strong  solutions, ^caustic  potash^^f^utphato  lif^co  “ 

prolong  the  inflammation.  I never  saw  c • PPT-’  ougment  aild 

health,  or  to  comfort,  where  thev  hL  b a.  “nJunotl™  restored  to 
Patients  present  themselves  ^hth  IT 
so  advanced  that  the  conjunctiva  is  dam°d  -Ti  * 16  dlffuS6  varieties 
recovery,  being  thoroughly  altered  in  «f . ''a'''  bey°fd  a11  hope  of 
last  becoming  spoiled,  the  effort  nf  an  • . luc  U1©}  and  the  cornea  is 
is  to  destroy  the  Inn ktiofT  ° S 6~a“Wtiou.  My  practice 

* ‘ho  tarsal  eXagel  and’tolh  cc  ‘1°  W 

liquor  potassie.  I evert  the  ev  n l i lnea1’  ^ aPPtymg  the  pure 

6'ert  the  eyeIld>  dah  on  the  liquid,  wait  for  thirty 
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seconds,  wash  witli  tepid  water  and  a hit  of  rag,  dry  the  surface,  and 
apply  a little  castor  oil.  The  intense  pain  which  is  produced  is  not 
worse,  and  is  shorter  in  duration,  than  that  which  follows  the  use  of 
the  nitrate  of  silver.  I allow  an  interval  of  a week  before  making 
another  application.  The  process  has  reached  its  applicability  when 
the  granulations  are  sufficiently  reduced.  The  bad  condition  of  the 
cornea  improves. 

Any  very  decided  pedunculated  papilla!  or,  more  correctly,  neo- 
plastic growths  should  be  snipped  off. 

It  is  not  my  plan  to  tell  of  the  very  many  applications  which  are 
and  have  been  resorted  to  by  other  surgeons,  most  of  which  I ha\  e 
tried.  There  has  been  nothing  new  here  in  the  last  quarter  of  a 
century.  It  would  be  difficult  to  introduce  variety.  The  finely 
powdered  cliacetate  of  lead  dusted  on  the  granulations,  rubbed  in, 
and  the  washing  afterwards  to  remove  loose  portions,  and  the 
rubbing  in  of  quinine,  both  now  extolled,  are  old  suggestions. 

The  removal  as  far  as  possible  of  the  granular  conjunctiva  from 
the  palpebrse  by  the  scissors,  the  knife,  or  by  actual  cautery  is  now 
seldom  practised.  While  a student,  I frequently  used  the  curved 
scissors  under  the  direction  of  my  teachers,  and  then  rubbed  the  cut 
surface  with  the  sulphate  of  copper.  Furious  inflammation  always 
ensued,  and  the  vascular  cornea  got  worse.  For  the  treatment  of 
pannus,  I beg  to  refer  to  the  chapter  on  the  Diseases  of  the 

Cornea. 


IDIOPATHIC  ERYSIPELATOUS  CONJUNCTIVITIS. 

This  must  be  a very  rare  disease,  because  I have  either  not  seen  it, 

or  unnoticed  it.  m,q 

Symptoms.  It  commences  with  a feeling  of  slight  tension  m 

eye  and  the  parts  immediately  surrounding  it.  Tie  conjunc  ljj 
becomes  of  a pale  red  colour  and  rises  around  the  cornea  m sort 
yellowish-red  vesicles,  which  alter  their  form  fi on^  eAei^  ^10  1 . 11 
the  eyelids.  Sometimes  they  are  large,  co  our  ess,  P10Je<l 
between  the  eyelids,  and  resemble  drops  of  tears.  No  other  d - j 
appearances  are  observed  in  the  eye  itself,  and  t le  ey  0 i * mf 

entirely  free  from  redness  and  swelling.  . , n)j 

As  the  disease  continues  the  conjunctiva  increases  m ic  ne^, 
gets  spotted  with  bright  red  spots,  which  are  produce  rom 
sation  of  Wood  into  the  areolar  tissue  between  it  am  . 

The  vesicles  become  larger  and  more  prominent,  Ihe  1 

are6 covered  with  a thin  white  mucus.  The  lacrymation  increases, 
and  pain  is  added.  At  night,  the  eyelids  are  stuck  togc  i 
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the  morning  the  cornea  seems  to  be  dim,  this  is  merely  the  effect  of 
mucus  which  collects,  on  the  surface.  These  symptoms  gradually 
ee  me,  and  the  raised  conjunctiva  becomes  reattached  to  the 
sc  erotica.  Extravasated  blood  spots  are  the  last  symptoms  to  dis- 
appear, for  a long  time  the  conjunctiva  remains  detached  from  the 
sclerotica,  and  falls  into  wrinkles  whenever  the  eyeball  is  moved. 

w '"T  These  seem  to  be  sudden  changes  of  atmosphere,  slight 
blc  w s,  the  sting  of  insects,  and  various  other  causes. 

Treatment.  Best,  local  antiphlogistic  measures,  according  to  the 

puncturing  the  vesicles 
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Uiis  vesicular  eruption  has  been  seen  mi  • . . 

with  the  same  on  other  parts  of  the  body  ^ “ aSSOmhon 

AIM  Ihh  Thtte  °CUlT  PaIpetraI  and  are 

discharge^  be  sbarP  “^unotmtis,  with  purulent 

Treatment.  More  is  required  constitutionally  than  locally  because 

ssrxrsr srr ■ 'a  * - 

ta‘.  “>.«» 

known  condition  The  hull-  n , n 6 uuuei  Ine  wel*- 

lescharotic  he  used.  Fomentations  iTreUef 
gents  applied  to  the  conjunctiva  irritate  it.  ^ 
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.sits;  *r  *-  •,e“" 
res  z ‘•“r  w"  - 2rsr 

- — 

U its  outer  or  inner  ^ I \“al  meridi™  of  the  eyeball, 
Partly  on  it  and  n-nilv  , , na^  J<!  entirely  on  the  conjunctiva,  or 

he  oculo-palpehral  or  ml"1 1 *1  ' ""!ea'  Exceptionally,  it  occurs  on 
I alpebial  or  palpebral  conjunctiva.  Its  size  varies  from  that 
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of  a fig-seed  to  that  of  a hemp-seed.  But  there  may  he  many  phlyc- 
tenulae, either  scattered  or  in  groups,  and  sometimes  disposed  in  a 
circular  manner,  partially  surrounding  the  cornea. 

At  the  spot  of  development,  speaking  of  a single  one,  it  commences 
by  a minute  vascular  patch,  in  the  centre  of  which  in  a day  or  two  a 
roundish  little  nodule  of  lymph  appears,  as  an  exudation  or  efflo- 
rescence. At  the  summit,  the  epithelium  is  raised  by  serum  into  a 
vesicle.  At  this  time  the  tears  are  secreted  in  superabundance.  Then 
the  conjunctiva  swells,  the  vascular  patch  increases,  the  secretions  of 
catarrhal  ophthalmia  are  produced,  and  the  nodule  ruptures.  To  this 
succeeds  a well-defined  whitish  and  round  ulcerous  excavation,  sur- 
rounded by  shreds  of  epithelium.  The  distended  blood  vessels  assume 
a reticular  rather  than  a radiating  form,  and  if  the  excited  vascular 
action  spread  much,  small  extravasations  of  blood,  ecchymoses,  may 
occur  in  the  meshes.  The  little  ulcer  secretes  an  opaque  greyish  sub- 
stance by  which  healing  is  accomplished,  or  such  secretion  may  bieak  . 
down,  by  which  there  is  retrograde  ulceration  before  repair  is  effected. 
Meanwhile  the  conjunctival  swelling  and  vascularity  decrease,  the 
excretions  are  reduced,  and  the  ordinary  secretion  is  restored.  This 
gives  the  outline  of  a typical  course,  which  is  run  through  in  from  : 
about  six  to  twelve  days.  There  is  more  local  disturbance  when  there 
are  several  phlyctenuke  than  when  only  one  exists,  and  also  when  the 
cornea  is  partially  involved  than  when  it  is  not. 

A phlyctenula  may  form  during  an  attack  of  catarrhal  ophthalmia. 
It  is  more  common  with  the  chronic  form  of  the  inflammation. 

Subjective  symptoms.  At  first  there  is  a little  stinging,  then  itching, 
seldom  actual  pain.  Intolerance  to  light  is  but  slight,  and  there  is  no 
blepharospasm.  These  intensify  when  the  phlyctenula  is  partly 
on  the  cornea,  when  it  is  multiplied,  and  when  the  sub-conjunctival 

tissue  inflames. 

The  aspect  of  the  eye  varies  considerably  with  the  degrees  oi  con- 
junctival vascularity,  and  through  which  errors  in  diagnosis  may 
occur. . Ordinarily,  the  redness  is  only  on  one  side  of  the  eyeball, 
and  just  about  the  spot  of  eruption,  feometimes  t le  v,  m e o 
ocular  conjunctiva  is  intensely  red,  and  that  even  10111  u 
Of  course  in  such  a case,  the  entire  conjunctiva  wou  e l1 
naturally  vascular,  and  the  sub-conjunctival  tissue  vvout  scar 
escape  inflammatory  implication.  _ £j 

This  affection  is  very  frequently  confounded  with  an  a ice  one  . 1 
the  cornea,  which  is  often  attended  with  very  severe  objec  ne  a 
subjective  symptoms,  and  is  usually  protracted. . It  may  exist  wi  | ] 

Remote  causes.  Phlyctenular  conjunctivitis  sometimes  ‘IP  - 
without  any  manifest  evidence  of  ill  health,  but  it  is  niore 
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quently  seen  where  there  is  debility.  Besides  hereditary  weakness 
pme  air,  insufficient  diet,  want  of  exercise,  and  insufficient 

impaired  Zri tt^  ^ — °ns  l “ 

hJ^'th9  atme,i  These  are  oolcl  and  wet,  and  exposure  to  cold  • 

extrem  ™ftyln  6nCe  ^ ^ ■aff6Cti°n  “ these  a»d  its’ 

evil  eme  rarity  in  warm  countries. 

quf  t 'renetitio^of  n n”'  TT®  “ & Sequel  wIlic!l  ™ out  of  fre- 

and  freely  supplied  on  the  orbital  side  bv  large  blood  If  1 IT  ’ 
with  some  ulceration  there  are  cicatricial  elements  S 

heatment.  Constitutional  measures  should  *i 

to  any  existing  indication  for  th 2 and t ^ f ““"“"S 
hygienic  measures.  ’ °d  the  same  ma7  ba  said  of 

Cnless  these  be  sufficiently  attended  fn  tha  r -n 

and  again,  and  such  effect  is  to  be  overcome  ratwTaT  wT  T” 
of  a single  crop  of  the  eruption  “ i eduction 

incWn“  ‘°  fte  h°USe  " “8 -^ss  the  weather  be 

Frequent  fomentation  is  desirable  If  th  ^ ^ bnght  hght 

of  catarrhal  ophthalmia,  they  should  be  treated  T 8y“Ptoms 

given  for  the  same.  ^ according  to  the  rules 

I ha\e  not  been  able  to  convinco  mvnnlT  a t , 
from  applying  drugs  to  the  efflorescence  in  any  of' its"’ M ^ 
surgeons  speak  of  local  specifics  for  cutting  an  , f i M™y 
among  them  are  nitrate  of  silver  sulphate  of  ‘ U \ Sh°rt’  and 
meat  of  the  red,  as  well  as  of  the  yellow  oxide  oTnT’ 

trary  conviction  is  forced  on  me  from  act,  1 1 ‘ mercury.  A oon- 

that  all  of  these  irritate  the  eve  and  T ° )scl  'ation,  and  I believe 
of  the  stages  of  thetmpla^  ’ ^ U°‘  ^ °f  them  ^8-  any 

!made  ‘T'T  ^ ** 

W application  of  any  agent  t!  the  dis^rt 
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' to  ipkM,  lukm,^  » ’ “"J 
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{lamination  and  swelling  of  the  eyelids,  hardness  of  them,  and  much 
tenderness.  Elevation  of  local  temperature.  Tain  in  the  eye  and  in 
the  forehead.  Sometimes  fever.  A discharge,  at  first  thin,  consisting 
chiefly  of  tears,  then  like  whey,  with  greyish  shreds  and  fiocculi, 
and  ultimately  like  the  secretion  of  purulent  ophthalmia,  with  the 
addition  of  largish  flakes. 

The  internal  parts  of  the  eyeball  may  become  inflamed,  as  in  severe 
purulent  ophthalmia,  but  such  is  always  secondary,  and  depends  on 

the  primary  conjunctival  inflammation. 

When  the  surface  of  the  eye  is  examined,  there  appears  a felted 
flocculent  membranous-like  substance,  thin  semi-transparent  and 
greyish ; or  thick  and  opaque  and  generally  yellowish,  lying  in 
raised  patches  on  the  palpebral  conjunctiva,  and  on  the.oculo- 
palpebral  fold.  Or,  one  patch  of  it  covers  both  these  portions  of 
the  conjunctiva,  and  ends  in  a sharp  edge  at  the  tarsal  margin,  or 
blends  with  it,  or  partially  unites  the  eyelids. 

The  morbid  looking  surface  was  supposed  to  be  fibrinous  exudation, 
but  it  is  neither  fibrine  nor  exudation,  but  conjunctiva  itself,  tumefied  ^ 
and  deprived  of  blood  by  excessive  corpuscular  infiltration  of  newly- 
formed  cells  into  the  sub- epithelial  connective  tissue,  so  abundant  as 
to  compress  the  blood-vessels  and  arrest  the  circulation  and  nutrition. 
It  is  but  a quantitative  increase  of  the  morbid  proliferation  which 

occurs  in  every  catarrhal  inflammation. 

The  surface  secretions  decline  with  the  amount  of  the  mfiltra  ion.. 
Milcl  diphtheritic  conjunctivitis.  In  this,  a line  of.  demareaion  is  ■ 
more  apparent  between  the  living  and  the  dead  tissue,  so  hat  a 
separation  can  he  made,  by  tearing  through  the  adhering  medium}! 
connective  tissue  fibres,  elastic  fibres,  blood-vessels  and  nerves,  a raw 

m-Uic  conjunctivitis.  Here  the  inflammatory  process  is 
in  greatest  severity,  and  the  dead  part  of  the  conjunctiva  cannot  b 
completely  'separated  from  the  living.  An  attempt  at  r mowd  » 
but  very  partially  successful,  and  causes  surface  and  paienchy  * 

haemorrhage.  , i • rFest 

In  both  varieties,  the  inflammation  geneia  y leacies  . 

point  quickly.  When  the  active  symptoms  decline,  the  exuc  ^ ^ 
shed  in  a mass,  or  thrown  off  in  fragments,  the  discharge  ie  i -> 

granular  conjunctivitis  may  ensue.  _ . „nil_frv  and 

We  see  very  little  of  diphtheritic  conjunctivitis  m th 

never  as  an  epidemic.  n„p  of 

Causes.  Some  German  authors  tell  us  that  an  or  ^ diph- 
acute  catarrhal  or  purulent  ophthalmia,  mav  be  conveit 
thcritic  conjunctivitis  by  the  improper  use  of  escharotics. 


diphtheritic  CONJUNCTIVITIS.  gyg 

Inflammation  of  the  eyeball,  of  the  contents  of  the  orbit,  and  the 
«JLit^r^TUy  Pr°dT  th°  mild  f0rm>  and  80  W media- 

chapter  „n^filfVe°nJUU  ’ * W ^ “ «" 

is  2Tt  diP!ltll0ritiC  .COnjunotivitis  has  a constitutional  origin,  as 

nit  Is  " l!  f OOCUm“g  m l'erS°'13  witl>  diphtheritic  affections, 

probab  h I th  lniei'Per?  leTOrS>  and  eVe“  Witl‘  "‘oasles.  In  all 
p obability  there  is  an  element  of  putridity  within  the  organism 

nfllrf  P0S6S  *f6  ‘ndividual  become  affected  with  this  form  of 

“f';  d'i  bL\  T*  anJ  infl!lmmation  ^wise  excited, 
scaS  (e?er  ^ P r 1 10  °llaractei\  MaV  cases  illustrating  the 
p , , . section,  are  most  instructively  recorded  bv  Mr 

tered  hi  the  En^lf ! r ‘ J°UnuJ’”  for  1852'  There  are  scat- 

other  zit  SS  ion  : 1“:/  r e Iast  fom- 

W found  that  the  purulent  d^SX^S 

Lease,  bid  £ £££ 

^0/'^ 

^rveiyr  Ld 

the  severer  cases'  the  s P »ctivitis  may  succeed,  hn 

depressions  or  pits,  which  arelpt  toTleed  ^hTiSurV 
deliquesce  is  nrblorl  +i  , -Lue  inhitiation  seems  to 

getsmore’rehj t d snctknT' aS 'Sed*  “1  ““ 

is  apt  to  follow.  ’ diffused  granular  conjunctivitis 

'mderg0  ^ ^ 

he  s^tp";;!0'  th!  if—0n  ™ «“  may 

xeroma.  Or  with  1 ! !*t  ant<irl.or’  01'  anchyloblepharon,  or 

The  eyeball  is  apt  to  ^e^^nlrfTe 

ting  ulceration  ^ ^ ^ <*  ponetra- 

with  the  same  result  ’is  i & llng  occur;  m the  same  manner,  and 

processes  are  more  severe!  ai^liy  t]°plltl“llmia’  aUhoilgh  here  such 
destroyed.  ’ ■'  10111  ^ le  eye  is  more  generally 

fefl  1 hl8,mUSt  be  constitutional  and  local. 

l’les  of  local  tiu-i fn  ' '1 1 lH  ‘‘'/ways  decidedly  sthenic,  the  same  prinei- 
treatment  which  I have  advised  for  sthenic  action  in 

3 l 2 
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acute  purulent  ophthalmia  are  applicable  modified,  of  course,  accord- 
ing to  any  variations  in  the  intensity  of  such  symptoms.  These 
include  local  bleeding,  the  application  of  cold,  and  the  free  incising 
of  any  -existing  chemosis ; and  in  addition,  incising  the  diphtheritic 
spot  in  several  places.  33y  this  we  must  tend  to  reduce  the  inflam- 
mation, to  improve  the  local  circulation,  to  restore  the  nutrition  of 
the  inflamed  parts,  and  hasten  the  casting  off  of  the  dead  parts.  I 
doubt  whether  any  application  of  astringent  or  escliarotic  to  the  con- 
junctiva is  advantageous.  Judging  from  my  own  experience  I 
should  say  that  the  interest  of  the  patient  will  be  best  served  m 
dispensing  with  them,  and  only  keeping  the  conjunctival  surface  as 
clean  as  possible  by  washing  with  warm  water,  removing  any 
detached  shreds  of  diphtheritic  membrane  which  may  be  loose,  and 
greasing  the  edges  of  the  tarsi,  so  that  they  shall  not  stick  and  confine 
the  discharges. 

I deprecate  the  use  of  the  nitrate  of  silver,  for  it  has  never  proved 
beneficial  in  England,  in  the  hands  of  any  surgeon,  that  is,  so  far  as 
I know,  and  so  far  as  I can  gather  from  reports  of  cases.  Sometimes 
it  has  seemed  to  intensify  the  symptoms,  whereby  the  eyeballs  have 
perished.  It  could  never  be  more  fully  tried  than  in  the  case  of 
a child  three  years  of  age,  who  was  treated  by  my  late  colleague, 
Mr.  Hulme,  at  the  Central  London  Ophthalmic  Hospital,  and  watched 
by  myself.  Under  chloroform  a portion  of  the  dead  tissue  was 
readily  peeled  off  in  one  piece  from  the  lower  eyelid  of  each  eye,  but 
none  could  be  removed  from  the  upper  except  in  shreds.  When  the 
bleeding  was  subdued  Mr.  Hulme  cauterized  the  surfaces  very  freely. 
Three  days  afterwards,  the  proliferation  was  as  profuse  and  as  much 
as  ever.  Again  was  it  dealt  with  as  before,  and  the  caustic  resorted 
to.  Altogether  the  caustic  was  applied  four  times  to  the  right  eye, 
and  three  times  to  the  left,  at  intervals  of  from  three  to  seven  clays. 
Mr.  Hulme  writes,  in  his  details  of  the  case  in  the  “Medical  Times  an 
Gazette,”  that  no  benefit  ensued  from  this  treatment,  the  conjunctiva 
remained  in  the  same  condition  as  before.  His  microscopic  exami- 
nation of  a piece  of  the  dead  tissue  disco veied  am  } ma  _ 

longitudinal  strise,  with  numerous  interspersed  cells,  ^ aige  ex 
tion  cells  in  which  nuclei  appeared  on  the  addition  o ace  . 
acid.”  Rindfleisch  says  that  the  morbid  material  is  compos 
of  cells,  and  nothing  but  cells,  which  have  undergone  a _Pecu 
degeneration  of  their  protoplasm,  and  an  equally  peculiar  fusion  vi 


one  another.  which 

Mr.  Hulme  reports  along  with  the  above,  two  other  cases, 
a very  rigorous  caustic  treatment  was  inoperative  for  any  goo  • 
From  constitutional  treatment,  much  advantage  may  be  ob  . 


CUTICULAR  CONJUNCTIVITIS. 

Such  fitment  includes  attention  to  any  existing  general  disorder, 
t °f  Which  the  ophthalmic  symptoms  may  arise,  and  the  removal 
or  ;!"l  oo'f-oooiommatmg  influence,  producing  mal-assimilation, 
mal-nutntion.  My  experience  of  the  internal  use  of  drugs  has 
ln-ought  me  to  trust  m large  doses  of  the  tinct.  ferri  perchforidi. 

Me  cury  m any  form  is  highly  detrimental,  through  reducing  the 
patient  s power,  which  is  sure  to  be  small 

It  is  almost  impossible  that  any  person,  and  especially  any  in- 

telHnn  oT  y \ °“  be  treated  at  a poor 

dwelling.  Out-patients  rarely  do  well. 


CUTICULAR  CONJUNCTIVITIS  OR  XEROPHTHALMIA. 

sJltd  CO!;J“ctiva,l;nclel-goe3  degeneration,  whereby  its  structure  is 
. , ..'  . e se'eiaI  secretions  in  association  with  it  cease.  Even 

epithelium  is  no  longer  formed.  Its  power  of  absorption  is  lost. 

Symptom.  Ike  white  of  the  eye  is  without  lustre,  being  dry 
re  emb  mg  parchment.  The  cornea  is  slightly  vasculai  and  Lhld 

from  death™  ^ “ if  * Were  uader&oinS  decomposition 

bourse  The  conjunctiva  is  dark  red,  dry  looking,  and  rugous 
The  ocular  portion  becomes  dry  and  shrivelled.  Its  kardness^nd 
oss  of  elasticity  cause  it  to  form  wrinkles  or  plaits  around  the  maigin 

eyeball.  The’  f til 

j”'  - “ “*• — - - -2,  s sa* 

S.  S ‘”f ; a“i  ™p* 

opacity.  7 dS'  VlSlou  13  lost  “ Proportion  to  such 

Trichiasis  or  entropium  may  occur.  Both  may  co-exist. 
forming°the 'upper  tuT and  t,W  0C,U°-Palpebral  folds 

partially  covered  by  the  upper  one  Bv  tl  * °.  coinea>  wlllc]l  13 

parts,  the  eyelids  P‘im.  f l i i ' ^ t ua  tylng’  and  fixing  of 

z ssrjz 

fir  - 

and  conjunctival  sensibility  is  lost,  and  the  application  of 
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irritants  to  them,  such  as  ammonia,  pepper,  or  snuff,  produces  no 

effect,  or  hut  the  slightest  reaction.  _ 

Pannus  may  appear  on  the  cornea  at  this  stage,  accompanied  >y 

nenetrating  ulceration,  with  its  usual  effects. 

A still  farther  stage  is  loss  of  demarcation  between  the  cornea  an 

UlTht  OTMle  and  the  semilunar  fold  shrink  and  become  dry,  and 
scarcely  a trace  of  them  is  left. 

The  puucta  close  at  an  early  period.  . 

The  Meibomian  glands  and  the  cilia  follicles  are  muc  1 impaire  , 
quite  destroyed. 

The  tarsal  cartilages  shrink.  , T1 

The  ducts  of  the  lacrymal  gland  close,  and,  I believe,  ear  y. 
state  of  the  gland  itself  as  influenced  by  the  disease,  as  well  as  by 
the  closure  of  its  ducts,  has  not  been  ascertained  by  actual  obser'  a- 
tlon  It  is  generally  supposed  to  undergo  slow 
one  eye  has  remained  sound,  and  there  has  been  weepi  g, 
one  has  become  prominent  and  bloodshot,  and  pain  has  been  felt  n 
the  gland,  evidences,  we  may  conclude,  of  some  activity  yet  remaim  g 

Cuticular  conjunctivitis  may  occur  at  any  period  of  life,  and 
one  eve  or  bo  h symmetrically.  Cases  have  been  recorded  at  the 
a"es  of  nine  months,  five  and  ten  years.  I have  seen  it  only  n 

r “?p—  rim  rnjunctivm  were 

somewhat  Effected  at  that  time.  There  might  have  been  purulent 

0Pto”ia  There  is  no  truth  in  the  supposition  that  disease  of  the 

lacrymal*  gland,  whereby  its  Motion  ceases  P^^Tonjunc- 
conjunctiva,  because  the  moisture  of  the  ^ J remaiM  moist 

tival  secretions,  and  not  on  the  tears,  me  conJ 

and  healthy  after  the  lacrymal  gland  lias  been  ex  [ . • dJ 

We  invariably  find  that  the  cuticular  change  has  been  Prccea^ 
by  a long-continued  or  often-repeated  in  amnia  ion,  f 

instances  has  been  altogether  disregarded,  and  sometimes  nciea  el 
Whs  existence  of  entropium  or  trichiasis,  or  more  gener.dly  by  rim 
i, dudicious  use  of  powerful  eseharotics  or  stimulants.  >'  hy  this 
peculiar  disease  is  so  rare  among  thousands  of ^ cases  o aeu^ 

i-  •»«  -hs* 

SiX*-.  — *—»  “ - - 
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I am  unaware  of  any  morbid  anatomy  examinations  of  the  diseased 
conjunctiva,  whereby  the  several  structural  changes  have  been  de- 
tected. Respecting  the  pathology,  it  may  be  conjectured  that  inflam- 
matory exudations  in  the  membrane  destroy  the  secretory  apparatus 
in  connection  with  it,  and  that  the  ultimate  contracting  of  such, 
produces  the  shrinking  which  is  so  marked. 

The  corneal  changes  are  probably  mechanical,  and  the  result  of 
the  conjunctival  disease.  For  the  cornea  to  remain  transparent  and 
lustrous  it  should  be  moistened,  and  the  desquamation  of  the  effete 
epithelium  should  be  assisted  by  the  friction  of  the  ej^elids.  When 
at  first  the  moisture  fails,  the  dimness  is  caused  by  the  drying  of  the 
epithelium,  and  a certain  amount  of  transparency  may  be  restored  by 
wetting  the  surface  of  the  eye  with  water,  or  saliva,  after  the  manner 
of  some  patients.  While  the  eyelids  retain  tolerable  motion,  and 
assist  to  remove  the  dead  epithelium,  the  dimness  is  not  considerable. 

\Y  Jiether  interstitial  corneal  deposits  ever  occur  I have  not  been  able 
to  ascertain. 

Treatment.  A cure  is  beyond  the  reach  of  surgery.  A mucous 
membrane  which  lias  lost  its  structure  caunot  be  repaired.  But 
something  can  be  done  to  relieve  suffering,  and  in  some  cases  to 
restore  an  amount  of  useful  sight. 

Any  existing  trichiasis  or  entropium  should  be  removed. 

The  eye  should  be  protected  from  dust  and  other  foreign  particles 
by  a well-fitting  goggle,  mounted  with  plane  glass. 

As  a substitute  for  the  natural  secretion,  and  for  the  purpose  of 
softening  and  relaxing  the  hardened  conjunctiva,  and  moistening  the 
dry  epithelium  of  the  cornea,  glycerine  was  introduced  by  Mr.  H. 
Taylor  twenty-one  years  ago.  He  sought  for  something  which  would 
not  lnitate,  and  possessed  the  power  of  retaining  its  moisture.  He 
published  three  cases  showing  its  good  effects,  with  some  excellent 
remarks  about  the  disease,  in  the  “Edinburgh  Med.  and  Surg. 
Journal.”  I saw  the  patients  with  him  many  times. 

The  glj  ceiine  should  be  applied  often,  because,  from  the  contraction 
ot  the  conjunctiva,  only  a very  small  quantity  can  be  laid  on.  The 
patient  should  take  it  about  with  him,  and  use  it  from  time  to  time 
as  required,  with  his  finger,  or  a brush. 
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(EDEMA. 


i K.,SU  "conJuuctival  areolar  tissue  suffers  from  mechanical  dropsy, 
1 11  ^ 11111  the  blood  from  it  and  the  conjunctiva  is  interrupted 
111  P10881110  011  the  ophthalmic  vein,  or  on  some  of  its  brandies. 
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Objective  symptoms.  The  ooulo-palpebral  and  ocular  conjunctiva 
is  slightly  swollen,  and  raised  up  in  a yellowish  jelly-looking  like 
fold,  and  the  cornea  is  overlapped.  Sometimes  the  upper  part  ol 

the  ocular  portion  is  scarcely  raised. 

In  such  development  it  is  hut  one  of  the  signs  of  many  diseases  in 
and  around  the  orbit,  within  the  cranium,  and  of  the  eyeball,  and  is 

noticed  along  with  those  affections. 

Another  form  of  ocular  oedema,  but  more  diffused,  occurs  in  old  and 
feeble  persons.  It  is  unimportant  unless  it  project  beyond  the  eyelids. 
In  some  cases  which  have  proved  troublesome  in  this  way , I ha\  e 
reduced  the  swelling  by  puncturing  it  a few  times  rather  freely. 

(Edema  has  been  recorded  in  association  with  severe  hemicrania  and 

circumorbital  neuralgia. 


SUB-CONJUNCTIVAL  PHLEGMON. 

This  is  spoken  of  as  circumscribed  inflammation  of  the  areolar 
tissue  The  affected  part  of  the  conjunctiva  is  inflamed  and  much 
thickened.  In  a few  days  there  forms  a swelling  about  the  size  of  a 
split  pea,  which  rarely  suppurates.  Fomentations  afford  relief. 
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INFLAMMATORY  DISEASES. 

damaged  by  it,  and  recovers  whether  parthUv”  ? ? qUi°ker 

slowly  than  any  other  component  pjrf  tl’ ZhT  1 7” 
naturally  absolutely  transparent,  and  its  polish7  i«  ' * 18 

depart^  from  these  states  must  be  regarded  as  conditions^' 

laylheor°t",'The  ^ lamiua’  the  * 

inflammatory  changes'  whereby  mere! 6 rtf**  lamma>  undergo  many 
or  they  are  disorganized.  These  Crbid  s^t  Pa?n°y  iS  affe°ted’ 
«on,  ulceration,  suppuration,  ^dgantene  “ * 

In  no  other  tissue  of  the  eveholl  i«  • , 

of  progressive  and  retrograde  processes  so  marked6’ SUCCe8Si°n 

inflammation  of 

sclerotica,  and  which  does  not  neZ^buT'1  ^ °f  th° 
rjther  parts  of  the  eyeball  when  if  • 1 may’  sPreatl  to  the 

explanation  of  the  first  condition  * T’  i°  r°  8peak>  secondary.  An 
anatomical  connections  of  the  ■ ^ ° f°.Un(i.ln  tlle  structural  or 
'lerves.  It  i8  in  this  wav  fl  °rnea’  “deluding  its  blood-vessels  and 
this  way  that  some  forms  of  corneitis  are  really 
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inflammation  of  the  anterior  part  of  the  eyeball.  There  is  a converse 
state.  The  cornea  participates  in  all  severe  inflammatory  diseases  of 
the  conjunctiva,  and  is  apt  to  suffer  in  severe  attacks  of  inflamma- 
tion of  the  eyeball.  In  the  latter  case,  it  is  more  likely  to  be  injured 
in  organization  in  prolonged  and  relapsing  inflammations.  But 
when  so  seoondarily  affected,  the  changes  are  different  to  those 
which  it  undergoes  in  the  more  isolated  forms  of  primary  inflam- 
mations. 

The  'pathology  of  an  inflamed  cornea , like  that  indeed  of  any  tissue 
of  the  body,  is  a key  to  the  understanding  of  its  symptoms,  and 
a wide  step  towards  learning  how  to  treat  them.  The  facts 
which  have  been  gathered  respecting  it  have  been,  for  the  most 
part,  from  trials  carefully  made  by  several  experimenters  on  the 
lower  animals. 

The  first  morbid  change  is  generally  ushered  in  by  the  conjunc- 
tival layer,  the  epithelium  becoming  visible  through  molecular 
cloudiness  of  the  cell  contents,  and  afterwards  proliferation  of  the 
cells  themselves,  and  the  appearing  among  them  of  leucocytes, 
which  are  supposed  to  have  emigrated  from  the  liypermmic  vessels  of 
the  conjunctiva. 

Then  quickly  follow  implication  of  the  true  cornea  and  prolifera- 
tion of  the  corneal  corpuscles.  These  become  dilated,  and  their 
contents  opaque  and  granular,  whilst  at  the  same  time,  the  nuclear 
elements  increase  in  number  by  division.  It  is  probable  that  they 
now  rupture,  for  beyond  this  period  nucleated  cells  resembling  pus 
corpuscles,  together  with  free  nuclei,  make  their  appearance  in  the 
surrounding  tissue.  Just  where  the  inflammation  is  at  its  height, 
the  cells  are  most  numerous  and  closely  packed,  so  that  the  fibrous 
structure  of  the  laminae  cannot  be  well  recognised.  But  as  it 
declines,  or  as  the  distance  from  the  centre  of  it  increases,  the  pro- 
liferating process  with  the  neoplastic  elements  decrease,  and  there  are 
found  only  the  swollen  corpuscles,  which  soon  recover  their  parallel- 
ism to  the  corneal  surface.  The  cornea  swells,  and  sometimes  irre- 
gularly. The  anterior  elastic  lamina  resists  inflammatory  action  for 
a long  time. 

The  superficial  corneal  layers  are  more  frequently  and  more 
severely  inflamed  than  the  deeper  ones.  This  may  be  due  to  the 
greater  number  of  corpuscles  anteriorly. 

The  products  of  the  inflammation  vary  with  its  intensity.  TV  lien 
the  inflammation  is  most  severe,  small  bright  nuclei  are  found,  in 
which  fatty  degeneration  soon  occurs,  and  which  are  surrounded  by 
fatty  detritus,  containing  pus  cells.  From  the  anterior  portion  of  the 
cornea  such  products  are  soon  thrown  off,  because  flic  anterior  elastic 
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lamina  is  quickly  destroyed  by  the  contact  of  pus.  From  this  pro- 
cess a more  or  less  extensive  ulcer  is  found.  Within  the  cornea  pus 
is  long  retained.  The  lamina)  become  opaque,  and  break  down  into 
fatty  degeneration,  and  the  pus  collects  in  a cavity,  constituting  an 
abscess. 

When  the  inflammation  is  less  severe,  there  is  less  development  of 
new  products,  but  portions  of  them  grow  more,  and  acquire  higher 
development,  from  which  it  is  said  that  blood-vessels  are  formed. 
But  in  the  present  state  of  our  knowledge,  it  is  safer  to  infer  that  all 
corneal  blood-vessels  are  but  morbid  offshoots  from  the  natural 
vessels  around.  In  a process  of  repair,  they  retrograde  and  are 
absorbed,  or  shrivel  up.  Their  remains,  with  fatty  detritus,  may  be 
found  after  years.  It  is  supposed  that  they  are  capable  of  being- 
rekindled  into  activity. 

The  posterior  elastic  lamina  seems  to  be  affected  by  inflammation 
in  its  epithelial  surface,  and  not  in  its  basement  membrane.  It  may 
inflame  generally,  and  cause  opacity  at  the  back  of  the  cornea  ; but 
the  characteristic  effect  is  that  of  opaque  spotting,  in  single  points,  or 
in  groups.  These  products  vary,  according  to  the  character  of  the 
inflammation  ; but  they  usually  correspond  to  those  of  proliferation 
of  epithelial  cells  elsewhere.  The  exudation  from  them  may  be 
large  in  amount. 

The  entire  cornea  is  rarely  at  once  the  seat  of  uniform  inflamma- 
tory changes.  The  vascular  action  may  occupy  the  whole  thickness, 
but  it  generally  occurs  only  in  parts. 


CORNEITTS. 


SIMPLE  CORNE1T1S,  FOR  THE  MOST  PART  TRAUMATIC. 

Symptoms.  Hypercemia,  or  congestion  of  the  blood-vessels  of  the 
conjunctiva  and  the  sclerotica  immediately  around  the  cornea,  so 
that  their  anastomotic  arrangement  appears  like  a wreath,  which 
seems  to  cover  a small  portion  of  the  corneal  periphery.  The  con- 
junctiva may  be  a little  raised.  This  condition  is  frequently  spoken 
of  as  ciliary  irritation. 

When  the  sclerotic  vascularity  prevails,  and  it  does  so  in  pro- 
portion as  the  corneitis  becomes  chronic,  there  is  not  the  bright 
redness  so  remarkable  in  iritis  or  general  inflammation  of  the 
eyeball,  or  so  distinguished  by  the  separate  trunks  of  converging 
blood-vessels,  but  a purplish  uniformly-diffused  redness,  and  often 
disposed  more  in  patches  than  in  a circle  around  the  cornea. 
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lloughness  of  the  corneal  conjunctiva  and  loss  of  polish.  This  is 
never  absent  in  true  corneitis,  although  sometimes  it  is  less  con- 
spicuous because  it  is  not  accompanied  by  milkiness  or  opacity. 

General  dulness  or  greyish  opacity  on  the  anterior  portion  of 
the  true  cornea.  This  usually  begins  at  the  circumference,  and 
spreads  to  the  centre.  But  it  may  commence  centrally,  and  pass 
outwards. 

In  acute  inflammation  of  rapid  development,  and  particularly  in 
the  younger  subjects,  the  opacity  is  uniformly  diffused.  It  varies 
from  slight  muddiness,  which  obscures  the  view  of  the  iris,  to  an 
amount  that  hides  the  pupil,  or  renders  the  cornea  white.  In  less 
acute  cases  of  slower  progress,  it  is  more  irregular,  in  patches,  or 
spots,  with  transparent  intervals.  Whatever  may  be  the  form  of  the 
opacity,  it  becomes  more  dense  and  permanent  as  the  disease  lingers, 
and  is  chronic.  This  applies  to  all  kinds  of  corneitis. 

Blood-vessels,  in  fine  net-work  superficially  arranged,  follow  the 
opacity  from  the  circumference,  being  formed  in  the  exuded  material, 
whereby  the  cornea  is  reddened.  They  do  not  appear  in  any  marked 
degree,  nor  proceed  far,  till  the  inflammation  is  protracted,  or  by 
relapses  becomes  chronic.  They  communicate  with  the  blood-vessels 
of  the  conjunctiva.  Exudations  which  begin  in  the  centre  of  the 
cornta  are  rarely  vascular  till  they  reach  the  margin.  It  was 
taught  by  the  late  Dr.  Jacob  that  the  new  vessels  are  composed  of 
veins. 

The  true  corneal  tissue,  or,  at  least,  the  posterior  part  of  it,  is  only 
exceptionally  affected,  either  by  exudation  or  opacity,  or  by  vascu- 
larity. When  it  is  injected  the  blood-vessels  may  not  be  visible  to 
the  naked  eye. 

There  are  varieties  in  vascularity  and  opacity  in  corneal  inflam- 
mation, which  cannot  be  embraced  in  any  description,  however 
detailed. 

Lacrymation,  photophobia,  and  blepharospasm  are  never  absent. 
Pain  is  generally  present.  Its  duration  and  intensity  depend  on  the 
extent  to  which  the  corneal  nerves  are  exposed,  by  loss  of  epithe- 
lium, or  of  the  anterior  elastic  lamina.  If  any  of  the  true  cornea  be  j 
destroyed,  whereby  there  is  marked  excoriation,  the  subjective 
symptoms  are  very  severe,  and  deep  corneal  injection  ensues. 

Vision  is  interfered  with  according  to  the  amount  of  the  opacity  ; 
over  the  pupil ; and  this  aperture  is  easily  eclipsed,  because  it  is 
persistently  contracted. 

Causes.  External  injuries,  or  mechanical  damages  of  all  kinds, 
acting  chiefly  on  the  surface  of  the  cornea.  Chemical  irritants, 
among  which  are  strong  eye  lotions.  Permanent  exposure  of  the 
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eyeball  from  a paralytic  condition  of  the  eyelids.  Phlyctenular 
corneitis,  as  well  as  granular  conjunctivitis. 

The  course  of  the  disease  depends  chiefly  on  the  persistence,  or  the 
removal  of  the  cause,  modified  by  constitutional  agencies.  The 
inflammation  may  quickly  or  only  slowly  reach  its  height,  and  be 
ephemeral  and  leave  no  trace  ; or  be  long  enduring,  and  ultimately 
leave  opacity,  or  pass  into  pannus,  or  parenchymatous  corneitis,  fol- 
lowed by  abscess  and  penetrating  ulcers,  whereby  the  eyeball  is 
destroyed. 

The  reduction  of  the  vascularity  of  the  eyeball  shows  that  the 
disease  is  declining.  The  corneal  vessels  are  removed  by  a process  of 
shrinking  or  absorption  as  already  explained. 

So  long  as  superficial  or  deep  opacity  is  the  product  of  prolifera- 
tion, is  recent,  and  in  no  wise  depends  on  cicatrization,  it  may  clear 
away,  no  matter  how  dense  or  extensive.  The  younger  the  subject, 
the  more  quickly  and  certain  is  this  to  occur.  After  the  body  ceases 
to  grow,  such  repair  is  slow  and  limited,  and  seldom  complete. 

Treatment.  Scan  the  eye  carefully  to  see  if  there  be  any  extra- 
neous body  impacted  in,  or  lying  on,  the  cornea.  See  whether 
trichiasis  or  entropium  offends.  The  removal  of  any  of  these  will 
probably  cure  the  inflammation,  provided  the  eye  and  the  patient  be 
placed  under  the  conditions  which  favour  recovery ; such  as  rest  to 
the  eye  and  rest  to  the  body,  in  order  to  ensure  tranquillity  to  the 
circulation.  The  same  may  be  said  with  regard  to  any  persisting' 
chemical  irritations,  or,  indeed,  any  cause  which  is  capable  of 
removal.  The  method  of  dealing  with  recent  abrasions  and  wounds 
of  all  kinds,  is  given  in  the  chapter  on  Injuries  from  f\Iechanical 
Agents. 

I eisistence  01  increase  of  the  inflammatory  action,  supposing’  the 
cause  to  be  removed,  must  be  met  with  local  and  general  measures 
commensurate  with  such  symptoms.  Among  them  pain  must  be 
regarded  as  the  highest  indication  for  action,  for  it  cannot  be  in- 
tense and  last  long  without  considerable  damage  occurring  to  the 
eye.  If  it  be  not  subdued  by  the  application  of  cold  to  the  eye 
and  to  the  suiTounding  region,  leeching  or  cupping  the  temple  of 
the  affected  side  will  be  required.  Increase  in  temperature  stands 

next  in  pathological  importance.  It  should  he  subdued  hv  cold 
applications.  J 

Much  photophobia,  lacrymation,  and  blepharospasm  may  ho 

caused  by  very  slight  local  lesion,  and  do  not  necessarily  call  for 
active  treatment.  J 

I he  applicable  remedies,  when  the  exciting  causes  are  phlyctonu- 
ar  corneitis,  and  chronic  and  granular  conjunctivitis,  have  been 
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discussed  along  with  these  affections.  Abscess  and  ulceration  are 
treated  of  separately. 

Constitutional  remedies  will  be  needed  chiefly  in  the  direction  of 
febrile  excitement. 


PHLYCTENULAR  CORNEITIS. 

This  is  generally  called  strumous  ophthalmia. 

The  symptoms  usually  begin  with  congestion  of  the  conjunctiva  on 
the  side  corresponding  to  the  spot  of  the  coming  phlyctenulte,  and  a 
lash  of  blood-vessels  passes  from  the  oculo-palpebral  conjunctiva  to 
the  corneal  edge.  A small  cloudy  nodule  appears  on  the  cornea,  at 
periods  varying  from  a few  days  to  weeks,  and  is  partly  embedded 
and  partly  raised  above  the  surface.  If  it  be  at  the  very  edge  of  the 
cornea,  circumferential,  the  blood-vessels  pass  to  it.  If  it  be  away 
from  the  edge,  tending  centrally,  they  do  not  reach  it.  The  illus- 
tration, Fig.  273,  shows  the  latter  state.  After  that,  a vesicle  forms  - 

Fig.  273. 


on  the  nodule,  bursts  and  leaves  an  ulcer  with  sharp  edges,  covered 
by  whitish,  probably  purulent,  material.  But  a vesicle  may  not 
form ; in  which  case  the  epithelium  is  shed,  and  an  ulcer  is  deve- 
loped. 1 

When  the  nodule  tends  centrally,  the  intervening  clear  part  of  the 
cornea  between  it  and  the  sclerotica,  sometimes  called  phlyctenular 
bridge,  is  apt  to  inflame,  constituting  limited  superficial  corncitis, 
then  the  blood-vessels  become  continuous  with  the  recently- developed 
ones  in  the  conjunctiva.  The  inflammation  may  cease,  and  the 
vascular  slip  recover  its  clearness.  Or  corneal  inflammation  may  not 
occur.  In  either  case,  the  ulcer  stands  in  clear  cornea,  looking 
smooth  and  transparent,  as  if  formed  by  a piece  of  the  cornea  being 
chipped  out.  It  is  the  clearest  of  all  corneal  ulcers.  It  seems  as  if 
lined  by  epithelium.  According,  then,  as  blood-vessels  pass  to  the 
ulcer  or  not,  do  we  speak  of  a vascular  or  a transparent  ulcer. 

A phlyctenula  may  be,  and  not  unfrequently  is,  preceded  or  fol- 
lowed by  corncitis,  which  would  modify  its  ordinary  symptoms. 
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The  ocular  conjunctiva,  or  the  entire  conjunctiva  may  inflame. 
There  is  seldom  more  than  mild  chronic  catarrhal  conjunctivitis,  but 
this  re-acts  on  the  corneal  disease. 

The  sub-conjunctival  tissue  becomes  disproportionately  inflamed, 
hence  the  tendency  to  eversion  of  the  upper  eyelid. 

1 here  is  a modification  of  phlyctenular  corneitis  described  as 
“herpes  zoster  corneco,”  which  commences  with  a collection  of  clean 
vesicles  in  the  form  of  a wreath  upon  the  cornea.  Rupture  of  these 
leaves  the  appearance  of  a scratch.  General  corneal  opacity  soon 
follows  with  insensibility.  The  tension  of  the  eyeball  is  generally 
reduced,  and  there  is  retinal  venous  hypereemia.  Herpes  of  the  lip 
and  cheek  may  appear  at  the  same  time.  Some  constitutional  dis- 
order mostly  precedes  the  ophthalmic  attack.  The  disease  is  chiefly 
monocular.  The  posterior  part  of  the  eye  does  not  become  compli- 
cated. There  is  no  recurrence. 

Accompanying  the  formation  of  the  nodule  and  its  final  develop- 
ment, is  intolerance  to  light,  or  photophobia,  with  blepharospasm, 
lacrymation,  and  impairment  of  vision,  mildly  or  in  great 
density. 

The  photophobia  is  the  leading  feature,  yet  its  intensity  is  not  in 
corresponding  relation  to  the  degree  of  the  conjimctival  inflamma- 
tion, or  of  the  corneal  disease.  It  may  be  most  severe  while  they 
are  least  marked.  When  children  are  suffering  much  from  it  they 
cannot  allow  the  eye  to  be  examined,  and  resist  with  all  their  power 
any  attempt  to  inspect  it.  During  the  day,  they  systematically 
screen  their  faces  from  the  light ; and,  if  they  are  allowed,  they  will 
always  lie  on  their  faces.  This  may  prevail  for  weeks  or  months. 
At  night,  the  sj  mptom  abates  ; they  get  up,  open  their  eyes  a little, 
and  even  employ  their  vision. 

Inspection  of  the  eyeball  is  necessary,  and  should  be  made  with 
eyelid  retractors,  or  during  anesthetic  sleep.  I must  mention  in 
caution,  that  a small  phlyctenula,  or  an  ulcer,  is  apt  to  be  over- 
looked ; and  if  neither  have  yet  formed,  and  the  conjunctival  vascu- 
larity be  but  slight,  the  nature  of  the  disease  might  be  altogether 

Epiphora,  or  lacrymation,  is  very  marked.  During  the  day  the 
least  movement  of  the  eyelids  is  attended  by  a flow  of  tears  : or  if 
the  eye  be  opened  voluntarily,  or  by  another  person,  the  water  gushes 
out  lreely.  The  act  reddens  the  conjunctiva  and  the  eyelids.  The 
cheek  may  be  excoriated  by  continuous  discharge. 

Vision  is  generally  interfered  with  by  any  vascularity  of  the  cornea, 
and  is  always  eclipsed  if  the  nodule  form  over  the  pupil. 

Absolute  or  inflammatory  pain  is  not  complained  of  in  the  day, 
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but  it  occasionally  occurs  in  children  at  night  during  sleep,  for  they 
wake  crying  and  complaining  of  it. 

The  mucous  membrane  of  the  nose  is  often  inflamed,  and  the  lips 
excoriated  b y the  nasal  secretion. 

Sneezing,  and  even  violent  fits  of  it,  and  itching  of  the  nose  are 
common,  especially  when  the  patient  tries  to  look  up.  The  nervous 
association  between  the  ciliary  nerves  which  receive  the  primary 
irritation,  and  the  Schneiderian  membrane,  accounts  for  these. 

This  ophthalmia  occurs  at  all  ages,  but  is  most  common  in  children. 

Remote  causes.  A congenital  scrofulous  constitution  is  the  most 
prominent  among  these.  In  such  constitution  I recognise  two  rather 
distinct  external  conditions.  In  the  one  there  is  the  pale  counte- 
nance, the  swelled  upper  lip,  the  thickened  septum  of  the  nose,  the 
inflamed  joints,  the  tumid  belly,  the  languid  circulation,  the  pale  and 
rough  skin,  the  cold  extremities,  the  flabby  muscle,  the  torpor  in 
bodily  and  mental  functions,  the  enlarged  lymphatic  glands  under 
the  jaw.  In  the  other  the  rapid  circulation  and  the  nervous  irritable 
system,  the  quickness  of  mind,  and  the  activity  of  bodily  functions, 
the  thin  skin  and  marked  ramification  of  the  cutaneous  veins,  with 
the  unnatural  colour  in  the  cheeks.  Next  to  this  is  the  condition 
allied  to  the  former  of  the  two,  acquired  by  those  who  have  been 
formerly  healthy,  or  by  the  progeny  of  such,  in  consequence  of  the 
combined  influences  of  insufficient  and  unwholesome  food,  deficient 
clothing,  want  of  domestic  comforts  in  general;  sedentary  occupa- 
tions; impure  atmosphere  of  crowded  dwellings,  especially  in  the 
confined  parts  of  large  cities.  Or  by  those  who  have  been  improperly 
fed  during  infancy  or  after  weaning.  Debility  from  previous  diseases. 

Hereditary  taint  of  scrofula,  or  of  consumption,  can  be  generally 
traced  when  the  complaint  appears  in  those  who  seem  otherwise  to 
be  healthy. 

The  eye  symptoms  often  alternate  with  the  active  development  of 
some  external  scrofulous  symptoms. 

The  connection  of  the  affection  with  the  desquamative  stage  of 
scarlatina,  measles,  and  smallpox,  which  rouse  into  activity  the  scro- 
fulous diathesis,  has  been  long  recognised.  The  same  may  be  said 
in  associations  of  eczema,  and  impetigo  of  the  face  and  nasal  mucous 
membrane,  and  herpes  frontalis.  So  commonly  is  the  nose  diseased, 
that  some  suppose  the  eye  symptoms  to  be  caused  and  perpetuated  by 
such  disorders. 

The  liability  to  corneal  affections,  in  those  who  have  had  smallpox, 
is  notorious. 

The  most  frequent  exciting  causes,  are  exposure  to  wet  and  cold, 
and  a draught  of  cold  air,  by  which  a chill  is  brought  about.  Our 
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variable  climate  exerts  its  bad  effect.  The  influence  of  cold  and 
damp,  or  dry  and  warm  days,  in  aggravating,  or  ameliorating  the 
symptoms,  forces  itself  on  attention.  North-easterly  winds  are  very 
detrimental. 

Perpetuation  of  the  disease,  is  due  to  the  development  of  crops  of 
nodules. 

Persistence  of  the  disease  renders  the  health  still  worse,  and  if 
paleness,  or  flabbiness  of  the  muscles,  enlargement  of  the  lymphatic 
glands,  be  only  somewhat  marked,  such  are  apt  to  be  erroneously 
supposed  to  be  altogether  the  effects  of  the  ocular  lesion. 

Pesu/ts.  In  slight  and  superficial  phlyctenulae,  not  perpetuated, 
there  may  be  perfect  recovery.  The  irritation  and  inflammation 
recede,  the  corneal  excoriations  or  ulcerations  fill  up  by  clear  tissue, 
and  are  covered  by  epithelium  which  is  at  first  opaque  but  clears. 

Deepei  seated  phlyctenulae  leave  some  traces.  The  true  cornea  may 
be  well  repaired,  while  the  ejrithelium  remains  long,  or  permanently 
opaque.  Or  the  ulcer  fills  up  with  opaque  material,  and  is  covered 
by  opaque  epithelium,  both  of  which  remain  opaque.  It  is  here 
that  the  ulcer  remains  long  vascular,  and  the  blood-vessels  with  the 
thickened  epithelium,  project  beyond  the  surface. 

In  the  transparent  ulcer  the  healing  is  remarkably  slow,  extend- 
ing o^er  months  or  years,  and  the  loss  of  substance  is  always  filled 

Tip  by  more  or  less  opaque  matter,  and  is  covered  by  opaque 
epithelium. 

Although  the  subjective  symptoms  are  greatly  reduced  while  the 
process  of  healing  is  going  on,  the  eye  is  yet  very  irritable. 

Perforation  of  the  cornea  is  not  unusual.  It  may  occur  as  a pri- 
mary effect  in  a few  hours,  in  a few  days  from  breaking  down  of  the 
nodule,  or  secondarily  from  inflammation  and  ulceration  of  the  cornea, 
around  the  disintegrating  nodule.  These  occurrences  are  more  pro- 
bable when  the  phlyctenula)  are  confluent.  With  perforation  the 
ms  prolapses,  and  the  protruding  bit  looks  like  the  head  of  a fly 
and  is  called  myocephalon.  The  ulcer  contracts,  opacity  appears 
around  its  margin,  the  prolapsed  iris  sloughs  off,  the  pupil  is  displaced 
towards  the  perforation,  and  a dense  white  cicatrix,  called  leucoma, 
marks  the  breaoh,  as  is  shown  in  Fig.  274. 

Or  some  of  the  iris  may  appear  in  the  leucoma,  as  a black  dot. 
x ow  and  then  all  the  true  corneal  layers  are  ulcerated  through, 
the  posterior  elastic  lamina  remaining,  and  which  bulges  as  a small 
transparent  vesicle,  hernia  cornea).  In  a few  days  it  bursts,  the 
aqueous  humour  escapes,  and  carries  with  it  some  of  the  iris.  Then 
ensue  the  changes  above  described. 

A leucoma  may  bo  unable  to  sustain  the  pressuro  of  the  aqueous 
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humour,  and  being  thrust  forwards,  forms  a partial  corneal  staphy- 
loma. 

Fio.  274. 


Pus  may  be  deposited  at  the  lower  part  of  tire  cornea,  constituting 
onyx. 

Retrogressive  action  may  ensue  in  the  phlyctenular  nodule,  by. 
which  cartilaginous,  or  chalky  material,  is  deposited. 

Accompanying  corneitis  may  leave  opacity  according  to  its  extent, 
and  its  degree.  The  phlyctenular  bridge  is  affected  most. 

Frequent  relapses  produce  phlyctenular  corneal  pannus. 

Strabismus  is  no  uncommon  effect. 

Treatment.  Local  measures.  The  eyes  should  be  well  shaded,  as  long  a 
as  the  light  is  intolerant  to  them,  but  not  covered  with  bandages,  byfj 
which  they  are  kept  hot.  See  the  chapter  on  Eye-shades. 

In  a recent  and  acute  attack,  with  local  elevation  of  tempera- 
tlire  the  inflammation  and  irritability  will  be  best  subdued  by>- 
the  ’application  of  cold  to  the  eye,  by  means  of  cold  water  orr 
spirit  lotion,  applied  with  a bit  of  rag,  so  as  to  produce  evaporation,  . 
and  long  enough  to  produce  an  effect ; yet  not  to  cause  detri- 
mental reaction.  ,,  • , 

In  a chronic  case,  especially  a severe  one,  fomentation  three  or 

four  times  a clay  is  called  for.  This  may  he  done  with  a sponge  or 
a flannel  rag  dipped  out  of  hot  water,  or  by  holding  the  eyes  over  « 
vapour  of  hot  water.  Many  drugs  are  recommended  as  adjuncts  t 
this,  the  chief  of  which  are  belladonna,  opium,  hyoscyamus  camphor, 
and  hydrochlorate  of  ammonia.  But  the  moisture  and  the  heat 

more  than  the  drugs.  _ . .,  a’infnr 

The  advantageous  use  of  atropine  as  a mydriatic,  01  Puln  ‘ 1 1 ’ 

is  believed  in  when,  with  penetrating  ulceration  of  t ie  ('°11U  a 
about  the  centre,  the  iris  is  in  contact  with  the  small  breech,  | e 
theory  being  that  the  dilatation  pulls  away  the  ms  and |Fie' flj 
adhesion.  Iris  which  is  actually  prolapsed  cannot  be  pu  e a 
any  moans  of  artificial  dilatation. 
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I do  not  apply  any  stimulants  or  astringents  to  the  surface  of  the 
0)  e,  so  long  as  the  cornea  is  in  the  least  inflamed,  because  then  they 
do  harm  by  irritating,  and  the  more  so  according  to  the  acuteness  of 
inflammatory  excitement.  I disbelieve  in  the  local  sedative  effect 
attributed  to  them.  This  opinion  is  shared  by  all  those  who  have 
seen  my  practice. 

lhat  the  transparent  or  bloodless  ulcer  is  roused  into  curative 
acthitj  by  an  astringent,  I admit.  For  this  I use  the  exsiccated 
alum,  and  apply  it  neatly  with  a brush  merely  to  the  ulcer,  and 
repeat  the  application  once  or  twice  a week,  according  to  the  ab- 
sence of  effect,  till  vascularity  or  opacity  indicates  that  healing  has 
set  in.  ' ° 

. 1 kaye  111  tIie  last  chapter  alluded  to  the  indelible  olive  hue  which  the 
nitrate  of  silver  in  solution  may  impart  to  the  conjunctiva;  a strong 
objection  to  its  use.  A black  cicatrix  of  the  cornea  is  an  occasional 
occurrence  when  the  nitrate  of  silver  in  solution  or  in  stick,  is  applied 
to  a corneal  ulcer.  A lotion  of  the  acetate  of  lead  employed  under 
the  same  condition  of  ulceration,  is  apt  to  leave  deposits  of  lead  in 
the  cornea,  and  which  in  time  becomes  encysted.  They  rise  above 
the  cornea  and  irritate  the  palpebral  conjunctiva. 

Scarification  of  the  conjunctiva,  even  when  it  is  inflamed,  is  un- 
uecessary. 


Division  of  the  lash  of  blood-vessels  passing  from  the  conjunctiva  to 
a chrome  vascular  ulcer,  and  executed  by  snipping  out  a conjunctival 
piece  of  them,  is  decidedly  beneficial.  The  effect  is  seen  on  a larger 
scale  in  the  perishing  of  the  corneal  portion  of  a pterygium,  after  the 
conjunctival  part  has  been  more  or  less  removed. 

Any  co-existing  cutaneous  affection  of  the  head  or  of  the  face  or 
any  such  of  the  latter  excited  by  the  lacrymal  or  nasal  secretion 
should  receive,  the  proper  local  attention  from  the  first. 

ljlGeflding  i!-<luite  Uncalled  for>  unless  mider  some  conditions 
when  the  inflammation  passes  into  diffuse  corneitis,  or  extends  to  the 

eyeball  m general,  a complication  which  is  rather  rare  if  it  be  not 
excited  by  injudicious  applications  to  the  eye. 

I must  express  my  disbelief  in  the  so-called  counter-irritation  to 
produce  metastasis  by  means  of  blisters,  issues,  and  setons  applied 

rtT  “T  T vd  0,1  the  temi>le8-  u is  a barbarous  .uocWy  of 
nv  mH  f % WitU  th°m  alt°S^er,  shows  at  least  that 

aving  uffc  8 W,f  Wlth0Ut  them’  and  “ t0  the  mMer 

.re  ,r  n1"8’  T Y ”"S  ^ P00r<  tllose  wI‘o  escape  such, 

11  c no  doubt  great  gainers. 

!vluti0n  0f  s'.illlhate  of  atr°llia>  often  applied  to  the  can- 
’ 18  10  Presejlt  fashionable  application,  under  the  idea  that 
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it  diminishes  intra-ocular  pressure,  a false  supposition,  and  that  it 
acts  as  a local  anaesthetic  to  the  corneal  and  the  ciliary  nerves  and 
relieves  irritation,  a statement  not  confirmed  by  my  observation.  I 
have  discovered  only  the  disadvantages  of  this  alkaloid.  Many 
persons  are  very  obnoxious  to  its  poisonous  property,  and  show  the 
effects  in  headache,  bmming  sensation  in  the  throat,  sleepiness,  rest- 
lessness, and  rapid  action  of  the  heart.  In  other  persons  it  produces 
immediate  and  intolerable  irritation  of  the  conjunctiva,  and  erysipelas 
of  the  eyelids  and  of  the  cheek.  In  others  again,  it  is  borne  well  for 
a time,  but  afterwards  excites  irritation  of  the  conjunctiva  and  of  the 
skin.  The  dilated  pupil  renders  the  eye  still  more  sensitive  to  the 
light.  A reference  to  the  index  will  show  that  I have  made  other 
remarks  about  this  agent. 

Constitutional  measures.  The  necessity  for  these  is  generally  obvious 
enough,  and  the  tendency  of  the  phlyctenula  to  recur,  establishes  its 
universality.  We  must  increase  the  nutrition  of  the  body  and  so 
invigorate  the  system.  The  first  step  in  that  direction  is  to  remove 
the  patient  from  the  influence  of  the  cause  which  has  brought  about 
the  unhealthy  body.  Pure  air,  ventilation  of  apartments,  sufficient 
clothing,  rich  children  are  as  often  too  naked  about  the  legs  as  poor 
ones,  wholesome  nutritive  diet,  cleanliness  of  the  skin,  are  indispens- 
able ; for  without  them,  or  any  of  them,  a cure  will  not  be  effected. 
The  disease  may  wear  out,  but  the  eye  will  be  damaged  or  lost. 
Alone  they  may  suffice.  All  else  as  treatment  is  secondary  to  them. 
This  is  the  reason  why  the  disease  is  so  persistent  when  patients  are 
merely  dosed. 

Exercise  is  requisite  when  the  weather  is  not  inclement,  and  the 
wind  is  not  in  the  east  in  the  muter  and  spring  months ; for  chilling 
the  surface  is  very  detrimental. 

Washing  in  tepid  rather  than  in  cold  water  is  to  be  preferred.  A 
hot  foot-bath  at  night  has  a good  effect* 

Patients  must  not  lie  in  bed  in  the  daytime,  and  children  must 
not  be  allowed  to  lie  on  their  faces. 

It  is  better  than  otherwise,  that  the  eyes  should  be  accustomed  to  a 
little  light,  if  they  can  possibly  bear  it,  rather  than  placed  in  absolute 
darkness,  and  that  they  be  moderately  used  on  large  objects.  While 
taking  exercise,  bright  light  must  be  excluded  so  long  as  it  is  painful. 

Chalybeates  and  preparations  of  cinchona  are  drugs  which  can  he 
relied  on  for  facilitating  recovery.  The  choice  of  either  must  be 
based  on  the  defective  bodily  indications  for  it.  It  may  be  quite 
right  beforo  resorting  to  them,  and  under  certain  conditions  of 
defective  abdominal  secretions  to  give  a mild  purgativo,  and  even  to 
repeat  it  once  a week  after  the  tonic  has  been  commenced.  The 
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treatment  in  general  should  bo  pursued  after  all  the  eye  symptoms 
have  been  subdued,  in  order  to  restore  health,  and  reduce  tlm  chance 
of  relapse.  To  attain  the  same  end  may  be  added  a change  of 
residence  from  a less  salubrious  district  to  a better  one  in  a warm, 
dry,  inland  situation.  The  seaside  is  not  to  be  generally  recom- 
mended as  long  as  the  eye  remains  inflamed. 
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In  this  the  active  inflammatory  symptoms  are  less  marked  than  in 
the  above.  The  chronic  character  prevails,  and  which  is  by  far  the 
more  usual  condition  of  corneal  inflammations,  and  the  spoiling 
effects  are  greater. 

Symptoms.  In  a well-developed  typical  form,  the  cornea  has 
lost  its  natural  polish,  and  resembles  a piece  of  glass  that  lias 
been  breathed  on.  Or  it  may  have  a more  stippled  aspect,  with 
greater  roughness,  whereby  there  is  more  haziness.  With  this  there 
is  a deeper-seated  streaked  or  speckled  whiteness  or  yellowishness, 
aiising  fiom  interstitial  deposits  of  materials  in  the  true  cornea. 

Iheie  is  morbid  vascularity  in  varying  degrees,  of  the  surround- 
ing conjunctiva,  of  its  sub-tissue,  and  of  the  sclerotica.  The  more 
superficial  the  action,  the  redder  will  the  eye  appear.  The  deeper  it 
is,  the  paler  will  it  be  ; hence  the  lighter  colour  of  purplish  hue, 
above  alluded  to,  and  the  arrangement  of  the  blood-vessels  in  scat- 
tered radii,  when  the  sclerotica  is  mainly  implicated.  There  may 
be,  m addition  to  the  general  and  diffused  enlargement  of  the 
blood-vessels,  a vascular  bright  red  crescentic  ring  around  the  upper 
part  of  the  cornea,  and  perhaps  overlapping  it,  looking  rather  like 

an  extravasation  of  blood  than  an  inflammatory  patch,  which  it 
really  is. 

The  opacity  of  the  true  cornea  begins  at  the  circumference,  and 
creeps  on  till  the  whole  is  slightly  misty,  and  then  the  more  cloudy 
spots  or  streaks  of  various  sizes  and  shapes  appear.  These  may  clear 
up  in  some  directions  and  increase  in  others,  or  so  augment  as  to 

produce  general  dense  opacity.  There  may  be  a single  central  deep 
spot  of  any  shape.  1 


The  true  corneal  tissue  is  not  long  pervaded  by  opacity  in  any 
form,  before  such  opacity  commences  to  be  injected  with  blood- 
vessels. They  may  be  few  and  isolated,  and  cross  each  other  as  they 
pass  through  the  different  layers,  or  numerous  and  close,  looking  like 
a re  patch,  in  which  no  individual  branches  can  be  seen  with  the 
iia^c  eye.  As  a rule,  the  dense  opacities  receive  the  most  vessels. 
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Pigmentation  is  described  by  Dr.  Ilirsehler  as  occurring  in  small 
spots,  midway  between  the  front  and  the  back  of  the  cornea,  and 
apparent  only  when  the  corneitis  is  declining.  They  are  supposed  to 
be  altered  hsematin  from  blood  extravasation. 

In  the  greater  or  lesser  vascularity  is  to  be  found  the  widest  varia- 
tion in  any  outward  character  of  the  disease.  The  action  around  the 
cornea  may  be  the  most  marked  symptom,  or  so  slight  as  readily 
to  escape  being  noticed.  On  the  cornea  the  variation  may  be  as 
great.  There  may  be  not  any,  or  but  the  least  surface  vascularity, 

or  as  much  as  in  any  case  of  corneitis. 

Pain,  photophobia,  and  blepharospasm  seldom  exist  except  in  the 
beginning  of  the  disease,  and  they  usually  decline  when  the  corneal 
exudation  occurs.  An  exception  may  occur  when  the  cornea  is  very  j 
vascular.  Again  there  may  be  remissions  and  exacerbations  till  the  j 

disease  is  conquered.  _ . 

The  palpebral  and  oculo-palpebral  portions  of  the  conjunctiva,  are  • 

hypersemic  and  cedematous. 

The  eyelids  seldom  escape  some  degree  of  vascular  excitement. 

The  circulation  is  quickened,  and  the  patient  is  restless.  I el 
skin  is  harsh  and  dry,  and  the  extremities  are  cold. 

The  complications  are  alterations  in  the  form  of  the  cornea.  1 el 
surface  becomes  more  spherical  and  globular,  hence  the  name  o . 
globular  cornea,  or  an  irregular  spheroid,  projecting  on  one  side 
This  is  by  a process  of  morbid  growth  or  perverted  nutrition  it  I 
does  not  arise  from  pressure  of  the  aqueous  humour,  because  of  an  ■ 
augmented  quantity  of  the  fluid.  Pressure  so  exercised  would  spud  I 
the  retina.  Such  spoiling  does  not  occur.  Nearsightedness  is  p 
duced,  together  with  impaired  vision  according  to  any  emstmg 
opacity  of  the  cornea.  Cyclitis,  and  its  effects  on  the  form  of  the* 
cornea  and  of  the  sclerotica.  Irido-ckoroiditis  Ophthalmfli  s I 

The  effect  on  vision  will  depend  upon  the  metamorphosing  chang 
of  the  inflammation,  whereby  there  is  more  or  less  cornea  opa^, 
more  or  less  loss  of  transparency  in  the  dioptric  system,  01  dam.ge, 

t0  OdytnTeye  maybe  affected,  but  both  are  generally  implicated 

simultaneously,  or  tbo  one  after  tbe  other.  cbi|t- 

The  time  of  life  at  which  the  disease  usually  occuis 
hood  to  the 'eighteenth  year.  The  most  severe 

from  weaning  to  puberty,  the  period  when  nutrition  .d^g  ^ 

proceeding  most  actively  ; and,  too,  when  they  are  - ' 

turbed  by  external  influences.  But  it  may  appear  a . . • r g. 
r Diffuse  corneitis  in  its  mildest  form  is  a vaj  ^ 


■Pvnn-u) m Diffuse  corneitis  in  its  mildest  - ... 

and  its  effects  are  often  disastrous  to  sight,  through  t ie  fcP° 
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tho  cornea  or  posterior  damage  to  the  eye.  A severe  case  may  last, 
in  a chronic  stage,  for  many  years.  It  may  be  a question  whether 
complete  transparency  ever  returns  to  any  part  of  the  cornea  which 
has  been  very  opaque.  It  is  said  that  even  when  repair  seemed  as 
perfect  as  it  is  possible,  the  microscope  will  detect  the  remains  of 
inflammatory  action  in  layers  of  cells  and  fatty  molecular  matter. 
Inflammatory  injury  to  the  post-corneal  tissues,  is  always  likely  to 
happen,  and  frequently  occurs. 

However,  recoveries  are  not  infrequent,  and  children  make  the 
best  of  them.  In  childhood,  an  eye  may  be  restored  to  health,  when 
such  success  seemed  most  unlikely. 

In  the  decline  of  the  disease,  vascularity  in  general  decreases,  and 
the  opacity  of  the  cornea  gets  thinner  in  spots,  and  so  declines  The 
grey  and  more  superficial  cloudiness  is  more  likely  to  disappear  than 
that  which  is  deeper  and  more  opaque.  The  longer  any  exudation 
has  existed,  the  less  likely  is  it  to  be  removed.  After  puberty 
perfect  recovery  is  unusual.  After  adult  age  it  is  extremely  rare.  ’ 

I he  disease  is  apt  to  recur  when  it  has  seemed  almost  cured,  or  at 
least,  when  the  inflammatory  symptoms  have  nearly  come  to  an  end. 

recovery  is  generally  quickest  when  the  inflammation  does  not 
extend  far  beyond  the  cornea.  The  more  the  eyeball  in  general  is 
implicated,  the  longer  will  the  cornea  suffer 

thifaff“erati0U’  UOT  SUPPUrati0n  0f  the  -idental  to 

'f  1-  °“  ‘*'r  ey<;  may  be  thUS  Bummed  “P-  Altera- 
tion in  the  refraction,  through  the  -changes  in  the  curves  of  the 

cornea ; and  perhaps,  too,  in  the  form  of  the  eyeball.  Hence  the 

myopia  and  the  astigmatism.  Limitation  of  vision,  or  partial  or 

o nl  eclipse  of  it  from  the  position  or  the  density  of  comea/opacities 

SXe  lens6  ^ T“t  * the  ™ »nd  in  the 

re~  1 T"  "f  T the  PuPU  is  contracted,  and  its 
area  mo,  e or  less  obscured  by  inflammatory  deposits  on  the  capsule 

he  lame  ^Z'e  TT  1°  ‘V1™*  Co“«nal  states, 
•redisposing1 oif  direct  infhmnce. 

^tadtrW^  measures,  all  that  I have  pointed  out 
head  as  applicable  for  phlyctenular  ophthalmia,  is  suitable 
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lioro : and,  I must  add,  the  more  frequent  necessity  for  a few  leeches 
to  tho  temple,  arising  out  of  marked  inflammatory  pain.  Opiates, 
whether  used  by  the  mouth  or  subcutaneously,  cannot  supply  the 
place  of  them.  Local  bleeding  is  often  the  only  measure  which  will 
relieve  the  pain,  and  enduring  pain  is  more  a post-corneal  than  a 
corneal  symptom.  When  there  is  a necessity  for  it,  the  earlier  it  is 
resorted  to  the  more  beneficial  will  it  be. 

Stimulating  and  astringent  lotions  to  the  eye  are  hurtful,  by 
increasing  the  existing  irritation.  We  must  soothe,  and  not  excite. 

' Reducing  vascular  action,  and  removing  nervous  irritation,  most 
favour  retrogressive  metamorphosis  of  the  newly-formed  elements. 

Evacuation  of  the  aqueous  humour,  or  tapping  the  cornea,  affords 
marked  relief  to  the  subjective  symptoms  when  the  eyeball  is 
abnormally  tense,  or  the  cornea  is  becoming  distended,  a condition 
preceding  what  is  called  hydrophthalmia.  I resort  to  it  daily,  or 
less  often,  according  to  the  seeming  demand  for  it. 

During  the  declining  stage  of  the  corneitis,  the  last  generation  of 
surgeons  believed  in  the  stimulating  effect  of  the  vapour  of  prussic 
acid,  applied  to  the  eye  occasionally. 

The  necessary  general  measures  are  identical  with  those  also  for  the 
constitutional  state  in  phlyctenular  ophthalmia,  and  require  to  be 
longer  persevered  in,  beoause  the  constitutional  deficiency  is  gene- 
rally more  marked. 


PUNCTIFORM  CORNEITIS. 

4 

I regard  this  as  but  a variety  or  modification  of  diffuse  corneitis, 
and  not  a permanent  species.  Sometimes  a line  of  demarcation  can- 
not be  drawn  between  them,  and  it  cannot  be  said  in  a particular 
instance  under  which  of  the  two  heads  the  affection  should  be 


classed. 

Symptoms.  Unusual  fulness  and  apparently  slight  prominence  of 
the  eyeball.  Loss  of  lustre  of  the  surface  of  the  cornea,  with  pei- 
liaps  roughness.  Diffused  mudcliness  of  a part  or  the  whole  of  the. 
true  cornea ; most  marked,  however,  in  the  lower  half,  together  with 
spots,  which  are  produced  by  minute  white  circumscribed  dots  in  the 
corneal  laminae,  but  chiefly  in  the  posterior  ones,  and  also  in  the 
posterior  elastic  lamina,  accompanied  by  vascularity  in  the  cornea 
and  around  it,  and  very  frequently  by  inflammation  of  the  eyeball. 

The  muddiness  is  most  extensive  in  the  posterior  elastic  lamina , 
and  when  it  is  general  there,  all  parts  behind  necessarily  look  dull. 
The  iris  lustre  is  lost,  and  it  is  impossible,  by  looking  at  it,  to  say 
whether  it  is  merely  eclipsed  or  actually  diseased.  The  aqueous 
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humour  may  become  thickened  and  opaque  by  exudation.  When 
these  two  causes  operate,  the  pupil  may  be  quite  obscured. 

The  corneal  changes  may  be  quickly  developed,  and  ushered  in  by 
marked  surrounding  inflammation  and  by  corneal  redness,  or  begin 
as  a faint  central  deep-seated  opacity,  recognised  only  with  a positive 
lens,  as  formed  by  the  accumulation  of  whitish  dots,  in  corneal  tissue 
otherwise  clear  or  but  little  cloudy,  while  there  is  but  a narrow  line 
of  redness  in  the  anterior  zone  of  the  sclerotica. 

Vision  is  always  affected,  and  generally  more  than  the  corneal 
opacity  would  seem  to  account  for. 

Photophobia  and  pain  may  be  present,  but  they  are  as  often  absent. 
They  depend  chiefly  on  the  disease  spreading  beyond  the  cornea. 

The  internal  tissues  of  the  eyeball  posterior  to  the  cornea  are  apt 
to  become  inflamed.  This  may  occur  simultaneously  with  the  corneal 
disease,  but  more  usually  it  is  secondary.  So  often  does  the  associa- 
tion exist,  that  some  surgeons  consider  the  punctiform  state  to  be  but 
a symptom  of  irido-choroiditis  which  is  the  common  form  of  the 
general  implication  of  the  eyeball.  It  is  on  this  account,  too,  that 
the  name  of  aquo-capsulitis,  one  which  is  still  used,  was  long  ago 
given  by  Mr.  Wardrop  to  the  disease,  and  the  cases  adduced  in  illus- 
tration were  those  in  which  the  inflammation  of  the  eyeball,  especially 
the  iritis,  was  more  apparent  and  striking  than  that  of  the  cornea. 
But  the  symptoms  were  wrongly  referred  to  inflammation  of  an 
aqueous  membrane  which  was  supposed  to  contain  and  secrete  the 
aqueous  humour,  and  cover  the  surface  of  the  chamber  of  the  eye. 

The  evidence  of  the  irido-choroiditis,  is,  increased  intolerance  to 
light,  and  further  loss  of  sight.  Tenderness  of  the  eyeball.  A dull 
aching  pain  generally  in  the  forehead  and  the  side  of  the  head,  and 
a sensation  of  distension  of  the  eyeball.  Contraction  of  the  pupil. 
Increased  vascularity  of  the  surface  of  the  eye.  Added  to  which  is 
febrile  excitement. 

Punctiform  corneitis  occurs  from  childhood  to  early  adult  life.  It 
is  usually  seen  in  a later  age  than  diffuse  corneitis,  and  is  more 
chronic.  It  is  nearly  always  a double  affection  and  symmetrical. 
The  eyes  may  be  attacked  simultaneously,  or  the  one  after  the  other. 

When  the  objective  symptoms  are  at  their  height,  the  surface  of 
the  cornea  looks  like  a piece  of  ground  glass  and  roughened,  and  the 
entire  cornea  is  almost  white,  and  vascular.  A little  later  the  vascu- 
larity produces  a salmon  or  pinkish  colour,  at  which  time  the  con- 
junctiva around  gets  vascular  in  fringe-like  patches. 

Prognosis.  I his  is  in  general  unfavourable  as  regards  quick  or 
complete  recovery.  When  there  is  no  complication,  the  cornea  may 
ultimately  clear.  Unfortunately  the  disease  is  very  apt  to  linger  for 
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months  or  years ; getting*  "better  and  worse  alternately,  without 
decided  improvement,  and  to  recur  after  it  had  seemed  nearly  to 
have  passed  away,  till  the  opacity,  especially  the  punetiform  patches,  j 
are  too  dense  to  clear  away  altogether.  But  a still  more  unfavourable 
prognosis  arises  out  of  the  complication  of  post-corneal  inflammation.  j 
The  distinctive  effects  on  the  eye,  depend  in  a large  measure  on  such 
complication,  which  acts  directly  on  the  tissues  in  which  it  occurs, 
and  indirectly  through  its  reaction,  on  the  cornea.  The  health  of 
the  cornea  depends  on  that  of  the  eyeball  in  general.  lienee  it  is  . 
that  when  the  cornea  is  the  centre  of  the  inflammation,  recovery  is  j 
the  rule,  but  the  exception,  when  the  inflammation  extends  much 
beyond  it. 

rpp0  recognisable  damage  done  to  the  eye  after  the  acuteness  of  an 
unsubdued  complicated  attack  is  over,  consists  of  alterations  in  the  j 
form  of  the  cornea,  with  more  or  less  of  surface  and  interstitial  j 
deposits.  Change  of  coloiu*  in  the  ins,  and  adhesion  of  the  pupillai^ 
margin  to  the  cornea,  or  to  the  capsule  of  the  lens. 

Some  loss  of  transparency  of  the  lens,  with  dotted  opacity  on  its  1 
surface.  Muddiness  of  the  vitreous  humour,  with  floating  shreds,  j 
Sometimes  atrophy  of  the  eyeball.  . j 

The  causes.  A scrofulous  constitution  is  a foremost  one,  and  ] 
general  debility  is  rarely  absent.  Mr.  Hutchinson,  who  regards  the 
affection  as  “ chronic  interstitial  keratitis,  and  thereby  desciibes  a 
part  of  it  rather  than  the  whole,  attributes  it  to  inheiited  si  philis,  | 
and  for  these  reasons  : — • 

“ 1.  That  in  certain  instances  patients  whom  I knew  beforehand  j 
to  be  the  subject  of  inherited  disease  have,  whilst  under  my  observa- 
tion, been  attacked  by  it.  . 

“ 2.  That  in  a large  number  of  other  cases  I obtained  from  the  I 

parents  of  the  patient  a free  confession  as  regards  themselves  and  a 
distinct  history  of  specific  symptoms  in  the  child  during  infancy  . 

“ 3.  That  in  almost  all  cases  the  subjects  of  it  present  a very  peculiar 
physiognomy , of  which  a coarse  flabby  skin,  pits  and  scars  on  the  face 
and  forehead,  cicatrices  of  old  fissures  at  the  angles  of  the  mout  , a 
sunken  bridge  to  the  nose,  and  a set  of  permanent  teeth  peculiar  for 
their  smallness,  bad  colour,  and  vertically  notched  edges,  are  tne 

most  striking.  . . . 

“ 4.  That  in  many  cases  one  or  more  of  the  following  suspicious 

forms  of  disease  have  either  been  coincident  with  it,  or  have  occurre 
i previously : — Ulcerative  lupus,  nodes  on  the  bones,  psoriasis  on  t iep 
face,  otorrhoea,  chronic  enlargement  and  subsequent  atrophy  of  t e 
tonsils,  ulcers  in  the  throat,  a thickened  condition  of  the  parts  un  er 
the  tongue,  and  chronic  engorgements  of  the  lymphatic  glands. 
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“ 5.  That  the  effect  of  specific  treatment  in  mitigating  the  severity 
of  these  inflammations,  and  in  shortening  their  duration,  is  often 
very  marked,  whilst  mere  tonic  and  dietetic  plans  are  of  no  avail. 

“ 6.  That  it  is  often  either  accompanied  or  preceded  by  iritis.” 

I must  bear  witness  to  the  frequent  presence  and  coexistence  of  the 
third  class  of  general  symptoms.  My  own  opinion  is  this,  that  while 
I believe  syphilitic  influence  to  be  pushed  too  far,  I admit  that 
anything  which  enfeebles  a child  may  act  as  a remote  cause,  and  as 
such  I should  regard  inherited  syphilis-  when  it  exists.  But  I do 
not  consider  it  as  a settled  question  that  No.  3 symptoms  are 
syphilitic.  Thus,  I have  seen  such  symptoms  without  the  punctiform 
corneitis,  and  the  corneitis  without  them.  Now,  although  they 
might  as  syphilitic  states  prevail  apart  from  any  eye  symptoms,  if  the 
latter  be  dependent  on  the  state  of  the  system  arising  from  syphilis 
which  also  produces  the  former,  they  would  scarcely  appear  without 
them.  I have  seen  the  corneitis  in  its  most  characteristic  form,  very 
often  in  young  women  of  ages  from  sixteen  to  twenty-five,  whose 
teeth  were  perfect,  and  who  were  free  from  syphilitic  taint. 

As  exciting  causes  I believe  in  excessive  use  of  the  eyes  on  minute 
objects,  and  sudden  transitions  from  high  to  low  temperatures. 

Treatment.  What  I have  recommended  for  the  preceding  forms 
of  corneitis,  with  reference  to  the  state  of  the  system,  and  the  predis- 
posing causes,  applies  here,  in  the  punctiform  variety.  The  generous 
diet,  the  pure  air,  and  the  warm  clothing,  will  do  more  than  the 
medicine.  The  two  combined  will  give  the  best  result.  I say  the 
same  as  regards  local  measures.  Some  surgeons  rely  much  on  the 
almost  constant  application  of  warmth,  by  hot  compresses.  To  this 
must  be  added  treatment  for  inflammation  of  the  interior  of  the 
eyeball,  iri do-choroiditis,  &c.  So  far  as  the  cornea  is  concerned,  the 
use  of  mercury  is  uncalled  for. 

It  is  not  necessary  that  the  patient  be  kept  in  the  dark,  nor  that 
all  use  of  the  eyes  be  forbidden. 


NEUROPARALYTIC  CORNEITIS. 

This  is  anaesthesia  and  perverted  nutrition  of  the  optic  apparatus, 
from  complete  interruption  of  conduction  of  the  fifth  cerebral  nerve. 

The.  causes  are  lesion  of  the  central  parts  of  the  nerve,  through 
implication  of  its  root  or  trunk  in  tumours  of  any  kind,  in  an 
apoplectic  clot,  in  meningitis,  in  ramollissement  of  a part  of  the 
brain,  in  induration  ramollissement  or  atrophy  of  the  Gasserian 
ganglion. 
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Symptoms.  Those  arc  nearly  identical  with  those  which  ensue 
when  the  trunk  of  the  nerve  is  divided  in  experiments  on  the  lower 
animals,  of  which  copious  details  are  well  given  by  Majendie  and 
others. 

In  man  the  skin  of  the  eyelids,  the  conjunctiva,  the  Schneiderian 
membrane,  and  other  parts  supplied  with  common  sensibility  by  the 
nerve  on  the  one  side,  become  anaesthetic,  and  there  is  lateral  loss  of  \ 
taste  in  the  tongue,  and  the  lacrymal  secretion  ceases.  The  muscles 
of  mastication  supplied  by  the  motor  division  of  the  nerve  suffer. 
Then  conjunctivitis  ensues.  The  cornea  becomes  rough,  covered  with 
tenacious  mucus,  and  infiltrated,  afterwards  milkish  white,  swollen, 
still  more  opaque  or  actually  yellow,  ulcerates  centrally,  01  circumfej 
rentially,  and  bursts,  and  shows  changes  not  unlike  those  which  appear 
in  ordinary  interstitial  suppurative  corneitis.  The  post-corneal  ocular  1 
tissues  participate  in  the  inflammatory  proliferation.  The  aqueous 
humour  is  cloudy,  hypopion  occurs,  the  iris  adheres  to  the  capsule  of  I 
the  lens,  and  vision  is  damaged  or  lost.  Withal,  the  eyeball  losesl 
some  of  its  natural  tension,  and  is  softer.  Experimenters  on  t le  j 
lower  animals  say  that  in  them  the  crystalline  lens  and  the  vitreous 

body  remain  clear.  , „ 

So  great  is  the  ocular  insensibility  from  the  first,  that,  the  surface! 

of  the  eye  maybe  freely  handled,  or  pricked,  or  touched  with  pungent ) 

things,  without  conveying  any  impressions. 

Severe  neuralgia  may  precede  or  accompany  the  anaesthesia. 

The  voluntary  power  over  the  eyelids  remains,  and  so  does  that  : 
over  the  ocular  muscles,  unless  the  portio  dura  nerve,  or  the  sixth, 
or  the  third  cranial  nerve,  or  both,  are  involved  m disease  common  I 
to  each,  or  to  them  all,  and  the  fifth,  when  of  course  it  would  be  lost. 

Partial  interruption  of  conduction  of  the  nerve  is  attended  by  mo  § 
fled  symptoms.  There  may  be  loss  of  sensibility  of  the  eye  to  light, 
with  insensibility  of  the  eyelids  and  of  the  conjunctiva  to  common 
stimuli,  with  very  little  hyperaemia,  while  the  tunics  of  the  eyeball  1 
keep  healthy,  or  the  cornea  may  become  only  infiltrated  and  alter- 
wards  improve.  Or  it  may  inflame  in  patches,  whic  . actiun  n ' 
chronic  course,. then  improves,  then  relapses,  and  ultima  ely  °n  s J9 
ulceration.  There  may  be  more  neuralgia  than  anaesthesia,  bu 
variations  may  obscure  the  nature  of  the  malady.  JR 

The  reason  why  the  eye  suffers  in  this  special  inflammatoiy  maun  > 
involves  the  large  physiological  question  of  nerves  exercising  a t ^ec 
influence  upon  the  nutrition  of  the  tissues.  I cannot  dou  u 
the  higher  vertebrata,  nerve  force  is  exercised  in  a genera  mami i , 
t \he  nutrition  of  all  the  parts  into  which,  and  near  which  the 
nerves  pass.  Some  persons  believe  that  there  are  special  nei 
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wliicli  regulate  the  nutritive  process,  and  preside  as  trophic  nerves, 
not  through  any  influence  on  the  blood-vessels,  but  by  direct  action 
on  the  parenchyma  of  the  proper  textures  of  the  part.  To  this  I can- 
not yet  subscribe. 

Snellen  ignored  the  nerve  nutrition  influence,  and  suggested  that 
from  the  anaesthesia  and  the  absence  of  the  tears,  by  which  extraneous 
bodies  on  the  eye  were  disregarded  and  never  naturally  removed,  the 
irritation'  and  inflammation  were  set  up,  and  he  tried  to  prove  that 
if  the  conjunctiva  and  the  cornea  were  sufficiently  protected,  in  the 
eyes  of  rabbits  in  which  the  fifth  nerve  had  been  divided,  that  such 
irritation  and  inflammation  would  not  ensue,  and  that  the  proper 
textures  of  the  eyeball  would  not  suffer. 

I have  shown  elsewhere,  that  in  paralysis  of  the  portio  dura,  expo- 
sure of  the  conjunctiva  to  dust,  and  other  sources  of  irritation  will 
cause  inflammation  of  it,  and  I believe  that  a little  anesthesia  always 
accompanies  an  exposed  eyeball,  whether  it  be  the  persistent  opening 
of  the  eyelids,  from  palpebral  paralysis,  or  ocular  protrusion  Pro^ 
tective  influence  will  thus  prevent  inflammation,  but  such  a case  is 
not  a parallel  to  that  which  I am  describing. 

Schiff  repeated  Snellen’s  experiments,  and&obtained  different  results 
YVhen  lie  divided  the  nerve,  and  protected  the  eye,  morbid  changes 
set  m the  cornea  and  the  post-corneal  tissues  inflamed,  although 
with  less  severity.  Afterwards  he  showed  that  it  was  enough  \o 
divide  the  ophthalmic  division  of  the  nerve  to  get  hypersemia  and 
anaesthesia.  Meissner  afterwards  discovered  that  if  the  nerve  trunk 
were  divided,  save  the  inner  fibres  of  the  medium  branch,  full  anes- 
thesia was  produced,  and  inflammation  neither  of  the  conjunctiva 
nor  the  eyeball  ensued, _ although  no  protective  influence  was  used 
oi  the  eye.  Also  that  if  he  reversed  the  experiment,  and  divided 
only  the  inner  fibres,  inflammation  ensued,  but  no  anesthesia.  Ho 

and  tl  t 1 outer  portion  of  the  nerve  presided  over  sensibility  ; 
and  that  the  inner  presided  over  nutrition,  and  is  trophic.  However 
later  experimenters  find  that  section  of  the  sympathetic  nerve  in  the 
nec ' interferes  with  the  action  of  the  ophthalmic  branch  of  the  fifth 

and  so  fai.  spoils  Schiff’s  theory,  and  leaves  the  question  of  special 
trophic  nerves  m the  eye  unsettled.  ^ 

As  the  °erve  disease  and  its  effects  are  only  secondary 
XU.  eau6e8’  must’  it  possible,  be  discovered  and  met  by  any 

My  oVeTdie\alth°U8h  1 -h  causes^  are  not 

generally  of  such  a nature  as  to  admit  of  removal 

inflCmatlTUreSrr10Uldebe,  th<B8  wWch  ar0  Mooted  under  like 
"tW 2^7  conditions  of  the  eyeball  and  of  the  conjunctiva  from 
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Results  of  corneitis.  Opacity  of  the  cornea.  The  terms  nebula 
albugo,  and  leucoma,  are  frequently  applied  to  corneal  opacities, 
according  to  their  degrees  of  density.  The  first  is  used  to  express 
slight  opacity,  the  second  and  third  white  opacity. 

All  opacities  of  the  cornea  proceeding  from  inflammatory  causes, 
are  either  abnormal  deposits,  the  last  effort  of  inflammatory  change  of 
normal  tissue,  or  imperfect  reproduction,  imitation  of  lost  tissue. 
They  may  be  classed  as  interstitial  or  deep,  and  superficial  opacities. 

Interstitial  and  deep  opacity.  This  may  occupy  the  whole  of  the 
cornea,  as  a uniform,  thin,  semi-opaque  cloud,  or  as  closely  set  dots 
over  the  same  extent,  or  as  still  smaller  markings  like  millet  seeds, 
in  well  separated  groups,  and  which  are  chiefly  seated  over  the 
posterior  elastic  lamina. 

The  corneal  surface  generally  retains  its  lustre. 

The  whole  class  is  composed  of  shrivelled  nuclei  in  fat  cells,  together 
with  partial  fatty  degeneration  of  the  inter-laminar  substance. 

The  cause  is  mostly  interstitial  corneitis. 

Surface  opacity.  There  are  several  forms  of  this. 

The  epithelial  form.  There  is  haze  with  roughness  over  the  cornea 
generally,  or  it  is  limited,  with  varying  degrees  of  density,  and  with 
distinct  edges.  Or  hard,  very  opaque  and  raised  partial  opacity,  with 
indefinite  edges,  from  semi-opacity  of  the  surrounding  epithelium, 
and  a little  vascular  when  close  to  the  conjunctiva. 

In  the  former  state,  it  is  composed  of  deposits  of  thickened  and 
irregularly  laid  epithelium,  with  traces  of  neoplastic  material  rendered 
opaque  by  fatty  and  molecular  matter.  In  the  latter,  along  with  the 
altered  epithelium,  there  is  more  neoplastic  matter.  Some  interstitial 
opacity  may  coexist  with  this.  The  cause  is  simple  and  phlyctenular 
corneitis,  or  corneal  ulceration  from  any  cause. 

The  connective  tissue  form.  This  looks  like  conjunctiva  traversed 
by  tendinous  laminae.  It  consists  of  loose  connective  like  tissue 
. layers  in  folds,  freely  traversed  by  blood-vessels.  It  bleeds  readih . 
When  speaking  of  the  granular  ulcer  out  of  which  it  arises,  I menj 
tionecl  that  at  the  corneal  margin  it  resembles  a pterygium.  It.  is 
called  a pseudo-pterygium. 

The  mixed  form.  The  connective  tissue  is  covered  by  epithelium, 
in  grades  of  disintegration,  with  fat,  cholesterine,  chalky  material, 
and  blood-corpuscles.  Cretaceous  and  osseous  changes  may  ensue. 

It  proceeds  from  the  granulating  ulcer  unassociated  with  prolapse 

of  the  iris. 

Course.  Opacity  is  as  a rule,  perpetuated  b}r  the  same  process  ox 
assimilation  which  maintains  the  healthy  tissue.  Yet  fortunately 
there  is  always  until  adult  age,  a very  strong  tendency  for  the 
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abnormal  structure  to  return  to  a healthy  state.  By  this  the  opacity 
is  lessened  or  disappears.  It  is  not  that  the  abnormal  deposits  revert 
to  normal  tissue.  They  are  removed,  or  reduced,  or  become  trans- 
parent. 

Treatment  of  opacity.  My  own  belief  is  that  nothing  can  be 
accomplished  for  its  removal  by  topical  applications,  and  that  all 
improvement  is  effected  by  a natural  process  of  repair.  Many  sur- 
geons assert  that  advantage  may  be  got  from  galvanism,  irritating 
the  cornea  with  drugs  diluted  with  spirit,  water,  or  grease,  or  with 
fumes  from  the  same.  From  calomel  and  sulphate  of  soda,  dusted 
on  the  cornea.  From  injecting  salt  and  water  under  the  conjunctiva, 
and  so  on. 

When  the  pupil  is  obscured  by  an  opacity,  the  question  of  making 
an  artificial  pupil  arises. 

This  method  of  hiding  indelible  opacities  dates  in  record  from  the 
time  of  Galen.  It  has  fallen  into  oblivion  and  been  reproduced 
several  times. 

The  operation  is  best  done  with  my  gouge,  p.  485,  ground  to  a 
fine  point,  and  the  bottom  filled  with  a concentrated  solution  of 
Indian  ink.  The  eyelids  having  been  retracted,  and  the  eyeball 
steadied,  close  set  punctures  should  be  made  in  the  opacity,  beneath 
the  epithelium.  In  a few  days,  when  the  slight  irritation  has 
passed,  the  interstices  which  have  escaped  tattooing,  should  be 
attacked,  and  so  on  till  all  is  covered,  which  may  occupy  from  four 
to  eight  sittings.  The  softer  the  opacity,  or  cicatrix,  the  more 
applicable  is  the  operation.  When  the  opacity  is  large,  it  facilitates 
the  operation  to  have  two  gouges  ready  charged. 

There  can  be  no  doubt  that  considerable  cosmetic  effect  is  pro- 
duced by  the  operation,  of  which  I have  had  some  marked  examples 
in  my  practice,  especially  at  St.  Mary’s  Hospital. 

Tattooing  may  be  employed  for  an  optical  purpose,  as  in  semi- 
transparent central  opacity  of  the  cornea,  which  renders  a lateral 
artificial  pupil  necessary.  By  blackening  the  haze,  so  as  to  prevent 
the  diffusion  of  light  from  it  on  the  retina,  the  visual  power  is 
increased. 


Subjective  Symptoms  of  Corneal  Opacity. 

Fvery  opacity  which  in  the  least  eclipses  the  pupil,  disturbs  the 
vision  of  that  eye  by  the  absorption,  the  reflection,  or  the  dispersion 
of  the  light. 

Ihere  may  be  distortion,  and  even  multiplication  of  the  images 
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of  objects,  from  roughness  of  tho  epithelium  of  an  opacity,  with 
roughness  of  the  surrounding  clear  epithelium. 

Circles  of  dispersion  on  tho  retina,  and  astigmatism,  produced  by 
abnormal  curvature  of  the  cornea. 

More  or  loss  loss  of  accommodation  from  synechia  anterior. 

Astigmatism  from  change  in  the  position  of  the  lens,  in  association 
with  synechia  anterior. 


Injurious  Physical  Effects  of  Corneal  Opacity. 

Myopia , through  straining  one  or  both  of  the  eyes  from  endeavour- 
ing to  improve  the  sight  by  holding  objects  close  to  the  eyes,  so  as  to 
increase  the  visual  angle. 

Internal  squint,  arising  out  of  forced  accommodation,  and  forced 
convergence  of  the  eyeballs.  Also  from  excluding  from  binocular 
vision  the  eye  which  is  defective,  or  if  both  be  damaged,  the  more 
defective  of  the  two. 


P ANNUS,  OR  VASCULO-NEBULOUS  CORNEA. 

This  may  be  defined  as  the  morbid  product  of  preceding  inflam- 
mation, to  the  maintenance  or  increase  of  which  the  nutritive  process 
is  confined.  It  is  therefore  a chronic  affection. 

It  may  be  artificially  classed  as  pannus  tenuis,  and  pannus 

crassus. 

Pannus  tenuis.  Symptoms.  Greyish  cloudiness,  or  more  decided 
opacity,  with  vascularity  and  roughness  of  a part  or  of  the  whole  of 
the  conjunctival  layer  of  the  cornea  with  surrounding  vasculaiity. 
The  corneal  blood-vessels  are  chiefly  from  the  sclerotica.  I his  giies 

to  the  eye  a very  dull  and  inexpressive  appearance. 

The  causes  are  repetitions  of  the  various  forms  of  corneitis,  m 
which  the  phlyctenular  is  prominent,  and  especially  granular  com 
junctivitis.  Besides  the  trachomatous  growths  on  the  cornea,  honi 
extension  of  the  conjunctivitis,  the  palpebral  granulations  mechani 
cally  irritate,  and  the  greater  development  of  pannus  crassus  on  its 
upper  part,  is  because  the  upper  eyelid,  from  its  closer  contact^ 
irritates  more  than  the  under. 

Pannus  crassus.  Symptoms.  Vascular  granulations  of  the  cornea, 
like  those  in  a healthy  wound,  more  apparent  in  the  upper  ha  > 
because  the  upper  eyelid,  from  its  closer  contact,  irritates  more  t iaB 
the  under.  In  a later  stage,  a tendinous-looking  layer  on  t 6 
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cornea,  o\ei  which  grows  loose  vascular  connective  tissue,  con- 
nuous  witli  the  conjunctiva.  The  vascularity  increases,  and  the 
cornea  is  ultimately  surrounded  by  a thick  tumefied  network  of 
varicose  vessels,  interspersed  with  numerous  reddish-brown  granu- 
lations. Hie  corneal  blood-vessels  are  chiefly  from  the  conjunc- 

Neither  the  iris  nor  the  pupil  may  be  visible,  and  the  corneo- 
sclerotic  junction  concealed. 

T/w  causes  are  purely  mechanical  or  traumatic,  arising  out  of  direct 
and  long-continued  mechanical  irritation  acting  immediately  on  the 
cornea.  Among  these  are  cicatrices  on  the  eyelids,  the  contact  of 

. 16  , . ia  1I1  tn°hiasis  and  entropium,  foreign  bodies  in  the  con- 
junctiva, chemical  injuries. 

Traumatic  pannus  is  more  often  limited  to  a part  of  the  cornea 

an  occupying  the  whole.  The  partial  implication  enables  the 
deep  neojuastic  changes  to  be  seen. 

Both  varieties  may  be  partial  and  sharply  defined,  or  cover  the 
entire  cornea. 

Morbid  anatomy.  _ This  has  been  pursued  with  great  diligence, 
issections  have  revealed  the  deposit  of  neoplastic  elements.  In 

neoolTt  "u  thl0kTenmg  °f  the  c«njmmtiva  layer,  and  beneath  it 

bene  ri  t n Iute«rity  of  tlle  interior  elastic  lamina,  but 
eneath  it  thickly  set  neoplastic  cells  with  blood-vessels.  In  pannus 

mssus  beneath  the  thickened  epithelium,  a layer  of  morbid  eonnee- 

nnteJZ  J:  S Wood-vessels.  Disappearance  of  the 

& ue  un  H T \ a d6eP  dep°sit  °f  modified  connective 

passwln to  tb  '7  ab,°Ve>  a"d  VaSCula’’  SOme  of  the  ™ssels 

Zn  i!  h!  \ ? COmea  I™'™'  14  is  imPortant  to  know  that 

eien  m the  inveterate  cases  the  posterior  lamina,  of  the  cornea  and 
the  posterior  elastic  lamina  are  clear. 

J'annns,  however  chronic,  is  capable  of  inflammatory  exacerba- 


CWrso.  Pannus  tenuis  remains  without  much  change  for  year* 

~r— * - »■ — * --  - 

iv^zcr:8nset:  Tse  w!ien  * arises  °ut  °f  ***"**  «■*»». 

,,  th!  i i P.  etl’atm^  ulceration  of  the  cornea,  with  collapse 

mlessiTnass  j,do  ‘nte[st,tlal  abscess>  with  similar  effect,  may  follow, 

■ • ] < ss  into  tendinous  degeneration. 

J “ T°  removf  th®  to  do  the  most  that  a surgeon 

ffect  of  \ , ’’  "irnT  y a 4be  ’mprovement  which  follows  is  the 

he  less  ^ n<1<3r  suc}l  PiV»urable  conditions,  the  thinner  and 
1 < pie  the  pannus,  the  greater  will  be  the  recovery.  An 
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almost  sightless  eye  may  he  nearly  restored,  and  one  blurred  by  haze 
may  quite  recover.  Deep  traumatic  opacity  is  never  but  slightly 
reduced. 

For  pannus  tenuis,  local  applications  as  irritants  are  worse  than 
useless,  for  they  augment  the  existing  form  of  inflammatory  action 
and  its  effects.  The  same  may  be  said  of  all  applications  which  pro- 
duce decided  reaction. 

For  pannus  crassus,  inoculation  of  the  conjunctiva  with  pus  from 
an  eye  suffering  under  an  attack  of  acute  purulent  ophthalmia, 
whereby  sharp  purulent  inflammation  is  produced,  has  afforded 
much  benefit. 

It  is  more  than  sixty  years  since  Dr.  Walker,  an  army  surgeon, 
then  stationed  at  Glasgow,  introduced  the  practice  and  published  his 
views.  Pininger,  of  Gratz,  and  J tiger,  of  Vienna,  adopted  the 
method  very  largely,  and  wrote  about  it. 

The  principle  for  our  guidance  in  the  matter  has  been  thoroughly 
worked  out  half  a century  ago.  The  inoculation  is  alike  applicable 
to  all  varieties  of  complete  pannus,  accompanied  or  not  with  inflam- 
mation of  the  conjunctiva.  It  is  inapplicable  if  any  portion  of  the 
cornea  be  not  vascular,  because  that  which  is  not  so  affected  is  as 
much  damaged  as  the  vascular  portion  is  benefited,  or  if  ulcerated, 
or  if  there  be  xeroma,  or  any  marked  dyscrasia,  such  as  struma,  gout, 
rheumatism,  syphilis,  and  such  like.  Therefore,  besides  local  require- 
ments, if  the  general  health  be  not  tolerably  good  and  above  par, 
the  effects  can  scarcely  be  satisfactory. 

The  inoculating  fluid  should  be  fresh,  and  taken  with  a small 
brush  from  a patient  with  a mild  rather  than  severe  purulent 
ophthalmia,  and  applied  to  the  inside  of  the  eyelid.  Infantile  puru- 
lent ophthalmia  furnishes  the  best  source.  The  child  should  be  of 
healthy  parents.  Scrofula  and  syphilis  should  be  guarded  against. 
Gonorrhoeal  matter  has  been  used,  but  it  produces  rather  too  severe 
an  inflammation.  Besides  the  objection  which  most  persons  would 
have  to  such  practice,  there  is  always  the  chance  of  transmitting 
syphilitic  virus  through  a chancre  in  the  urethra. 

If  the  first  application  should  fail,  either  in  not  taking  effect  at  all 
or  in  producing  only  partial  results,  the  inoculation  may  be  repeated 
several  times.  The  usually  severe  inflammatory  effects  on  the  eye- 
ball of  purulent  ophthalmia  are  modified  by  the  vascularity  of  the 
cornea,  whereby  it  probably  resists  both  ulceration  and  sloughing , 
but  these  results  have  ensued,  and  so  also  staphyloma.  Such  danger 
renders  the  experiment  admissible  only  when  the  eye  is  practica  y 
useless.  Very  active  symptoms  arise.  We  cannot  regulate  tie 
degrees  of  the  vascular  action.  The  cornea  looks  as  if  it  were  a ou 
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to  Slough,  while  ohemosis  overlaps  it  considerably,  and  the  evolids 
are  very  much  swollen.  The  rule  is  not  to  adopt  any  antiphlol  tie 

“Tt  ;,aS  18  eMer  that  the  be  prolonged.  The  good 

till  six  teeks.mC‘l5m0  1UilJ  be  V0‘T  api>areut  in  fourteeo  days,  or  not 

theS°bkotd  v«riily  the,  C°rnea  Chai'ed  by  the  almost  wasting  of 
P nnu^l  " I t 7 7 abS01'Pti0n  °f  t,le  “^astic  elements  in 

Pund  thstT  Z °ataraCt’  aS  Wel1  as  with  elosing  of  the 

Jtbn  ef  V'nWm  t0rZdytbeS°  Stat°9  have  been  successfully 

le  conjunctiva  is  reflected  from  the  eyelid  to  the  eyeball  is  tin 
operation  recommended  by  M Furnuri  THp  Qnl  u ‘ ■ ^ 

w. ».  vi,„,  „;r  „ £;  stzs  i°Jr 

rthed  on  a^ti  l Tff  ^ ^ ^ -1“  dand 

stroyed  by  it  7 ° “tlate  ° 8llver'  1 bare  seen  eyeballs  de- 
ls obtained.  "y  ^ withont  the  caustic  benefit 


SUPPURATIVE  GORXEITIS. 

la/em Tti:  ^ " suppuration  between  the 


j Interstitial  Abscess  of  the  Cornea. 

■wift  ' Irtish  cJcumfZr  iDalZfbom8d  ^ aISUowW*  pils  ** 

Shap.e.  af  of  uncertain  position in  “y  ’ rf  ^ ™ri*le 

■usually  below,  standing  in  nearlv  rlo  } P * 1 cornea,  but 
pore  or  less  opacity  with  nr  ■+  i 7 < COrnea’  or  surrounded  by 
deposit  of  pusttw  ' °°ral  Yascularity-  Or  as  a 

< -itb  or  wi^iout  S^  ^ , rTl  S°  ^ the  Wh0le  yellow, 
15 ut  greater  distinctions  oVi  f ' 8 0I)acit^  of  tbe  corneal  surface, 
■secondary.  '1S  ’ accorchng  us  tiie  abscess  is  primary  or 
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Post-corneal  implication  of  the  eye,  slightly  or  severely,  is 
inevitable. 

The  purulent  material  is  neither  puriform  nor  fluid  at  first,  but 
consists  of  several  inflammatory  products  between  the  corneal  laminae,  j 
Afterwards  and  at  uncertain  periods,  according  to  the  degree  of 
the  accompanying  inflammatory  action,  the  corneal  laminae  break  j 
down  into  fatty  granules,  or  they  slough;  the  pus,  now  more  fully 
developed,  is  in  a single  cavity  and  fluid. 

The  character  of  the  pus  varies.  It  may  be  pure  pus,  when  it 
remains  long  without  exercising  any  effects  on  the  tissues  around. 
Or  it  may  be  thin  and  very  fluid,  from  fatty  elements  being  in  excess, 
when  it  spreads  quickly,  and  has  more  of  solvent  power. 

The  spreading  often  is  due  also  to  proliferation,  and  to  the  press- 
ure of  the  pus  on  the  surrounding  infiltrated  and  inflamed  tissue. 

There  are  some  mechanical  effects  arising  out  of  this  suppuration. 
The  cornea  may  bulge  in  correspondence  with  the  extent  of  the 
abscess  from  pressure  of  the  pus. 

When  the  abscess  is  high  and  limited,  some  or  all  of  the  pus  may 
gravitate  through  inflamed  cornea,  nearly  to  the  lower  margin  of  the 
cornea,  in  the  form  of  a short,  narrow,  curved  line.  When  it  is 
large,  the  pus  may  gravitate  more  or  less  in  a mass,  which  resembles  , 
the  white  mark  at  the  root  of  the  nail,  hence  the  name  of  onj^x. 

Hypopion,  that  is,  essentially  a mucous  and  not  a fibrous  exuda- 
tion in  the  anterior  chamber,  in  which  sometimes  mucus,  and  some- 
times pus  corpuscles,  predominate,  lying  between  the  cornea  and  the 
iris,  in  any  degree,  from  a mere  recognisable  quantity  to  an  amount 
that  may  rise  up  to  the  pupil,  or  altogether  occupy  both  chambers 
of  the  eye,  is  often  associated  with  the  abscess.  Flaky  coagula  may 
exist  in  the  hypopion.  The  colour  is  usually  creamy,  but  it  may  be 
streaked  red  with  blood,  or  altogether  red  from  the  same.  It  is  pro- 
duced chiefly  by  inflammatory  proliferation  of  the  epithelium  of  the 
posterior  elastic  membrane  of  the  cornea.  The  iris  contributes  to  it, 
and  so  does  the  ciliary  muscle.  The  ligamentum  pectinatum  iriclis  ■ 
admits  the  passage  of  the  morbid  product  in  the  latter  case. 

Hypopion  is  distinguished  from  onyx  by  its  bulk,  this  being 
ascertained  by  looking  at  it  from  above,  when  its  thickness  is  seen  to 
be  equal  to  that  of  the  portion  of  the  chamber  which  it  occupies. 
Also  from  shifting  its  position  in  the  chamber  in  a few  minutes, 
according  to  change  in  the  direction  of  the  head  from  the  per- 
pendicular. 

Interstitial  abscess  of  the  cornea  may  be  primary,  and  the  most : 
prominent  symptom  of  the  morbid  action  present,  or  secondary,  thffll 
effect  of  preceding  corneal  disease. 
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Primary  abscess.  At  first  there  is  no  proper  or  invariable  cha- 
racteristic outward  symptom.  There  may  be  a little  cloudiness  of 
the  part  of  the  cornea  where  the  pus  is  to  be  deposited,  and  scarcely 
am  accompanying  redness  of  the  conjunctiva,  or  of  the  sclerotica. 
It  is  not  uncommon  for  patients  to  receive  the  first  intelligence  of 
their  malady  from  the  significant  subjective  symptom  of  defective 
sight.  On  the  other  hand,  severe  corneitis  may  at  once  set  in,  along 
■with  acute  conjunctivitis,  with  intolerance  to  light,  lacrymation,  severe 
pain  in  the  eye  and  in  the  head,  and  constitutional  irritation,  and 
usner  in  the  abscess.  JSypopion  is  not  usually  present. 

1 he  passii  e forming  abscess  may  become  as  extensive  and  as 
distructive  to  the  eye  as  that  which  is  preceded  by  the  most  active 
symptoms. 

The  post-corneal  ocular  tissues  always  inflame,  sooner  or  later, 
whereby  there  is  ophthalmitis,  sometimes  slight,  sometimes  severe, 
and  vision  suffers  accordingly. 

Cciase  of  primary  abscess.  Chemical  and  mechanical  injuries  of 
all  kinds  to  the  cornea,  especially  incised,  lacerated,  and  contused 
wounds ; the  intrusion  of  foreign  particles  into  the  cornea,  blows 
on  the  cornea. 

Course.  Even  the  very  smallest  abscess  should  be  regarded  with 
unfa,\  onrable  prognosis,  for  the  spread  of  it  is  certain,  and  the  whole 
cornea  may  become  involved. 

The  abscess  may  burst  outwardly,  by  sloughing  or  by  ulceration ; 
or  into  the  anterior  chamber  by  ulceration.  In  either  case,  complete 
corneal  perforation  follows,  succeeded  by  adhesion  of  the  iris  to  the 
cornea  or  prolapse  of  it,  with  or  without  staphyloma,  and  often  by 
atrophy  of  the  eyeball.  These  secondary  results  are  identical  with 
those  from  surface  suppuration  or  ulceration,  and  which  I shall  speak 
of  m detail.  In  no  case,  however  favourable  the  termination,  does 
the  pupil  escape  displacement  and  reduction  ; and,  in  nearly  all,  it  is 

quite  closed.  It  is  extremely  rare,  under  any  condition,  that  useful 
sight  is  saved 


. Trcatment-  The  abscess  should  be  opened  as  soon  as  it  is  recog- 
To  evacuate  pus  from  a part  possessing  but  the  feeblest 
vitality,  and  incapable  of  quick  repair,  so  constructed  and  so  limited 
that  an  abscess  readily  spreads  over  the  whole  of  it,  in  which  the 
natural  process  for  the  escape  of  the  pus  is  destructive  to  the  eye  is 
but  to  carry  out  a first  principle  of  surgical  treatment.  Besides  the 
easy  evacuation  of  pus,  even  where  only  a small  drop  of  it  is  set  free, 
stops  the  intensity  of  inflammatory  action,  and  prevents  damaging 
changes  posterior  to  the  cornea. 

A free  puncture  should  be  made  in  the  abscess,  with  the  second  or 
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third-sized  iris  knife,  at  a spot  nearest  to  the  margin  of  the  cornea. 
When  the  abscess  is  large,  it  should  ho  transfixed,  and  the  incision 
made  obliquely,  that  is,  the  edgo  of  the  knife  should  enter  the  lower  I 
edge  of  it,  and  pass  across  the  upper  edge,  as  a safeguard  against 
considerable  protrusion  of  the  iris.  The  escape  of  aqueous  humour  ■ 
facilitates  the  discharge  of  the  pus.  It  is  only  by  this  measure  that  | 
considerable  destruction  to  the  cornea  and  disorganization  of  the  | 
retina  may  be  prevented,  whereby  an  artificial  pupil  might  be  made  J 
available. 

The  pus  will  flow  at  once,  or  some  now  and  some  subsequently,  j 
according  as  it  is  all  fluid  or  not.  Any  of  it  which  may  fall  into  the  : 
anterior  chamber  is  soon  absorbed. 

If  there  be  small  hypopion,  distinctly  and  separately  from  the  j 
corneal  abscess,  it  should  be  disregarded,  as  it  is  soon  wasted.  If  it 
bo  large  and  nearly  or  quite  fills  the  chambers  of  the  eye,  and  so  j 
causes  distention  of  the  cornea,  it  should  be  evacuated  by  a separate  ] 
corneal  aperture. 

As  after  treatment,  warm  applications  to  the  eye  are  beneficial. 

The  general  treatment  should  consist  of  rest  and  such  measures  as  j 
will  control  the  usual  accompanying  depression. 

In  surgical  operations  on  the  eye  performed  through  the  cornea,  1 
and  in  all  special  operations  on  the  cornea  itself,  there  is  some  risk  of 
interstitial  abscess  ; a contingency  lessened,  however,  by  the  nature  j 
and  size  of  the  wound.  A small  penetrating  wound  which  is  made 
with  a fine  and  sharp  needle,  as  in  the  operation  for  the  solution  of  , 
cataract,  is  well  borne.  Liability  to  suppuration  increases  with  the 
size  of  the  wound.  An  incision  which  passes  directly  through  the 
corneal  laminae  is  less  injurious  than  one  which  penetrates  obliquely.  I 

Secondary  abscess.  This  is  the  consequence  of  previous  corneal  j 
disease,  by  augmentation  of  the  proliferating  process.  It  proceeds 
also  from  extension  of  general  inflammation  of  the  eyelids.  It  j 
occurs,  too,  in  the  course  of  any  intense  inflammation  of  the  con- 
junctiva. Under  this  form  it  is  still  more  difficult  to  ascribe  to  it 
any  invariable  attending  objective  symptom.  It  is  enough,  however, 
to  know  when  it  may  be  expected  ; and  I have  pointed  out  the  occa- 
sions, when  speaking  of  the  several  corneal  diseases,  and  how  to  fl 
recognise  it. 

The  course  is  usually  more  chronic  than  the  primary  abscess.  I 
Onyx  and  hypopion  often  co-exist  with  it. 

A small  abscess  in  a child  may  be  absorbed,  and  leave  a dense 
leucoma,  partly  of  new  tissue,  partly  of  metamorphosed  remains  of 
pus,  and  sometimes  of  chalky  material.  Contraction  of  the  entire  ■. 
cornea  may  ensue  if  the  abscess  has  been  large.  Absorption  is  very 
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rare  in  an  adult.  The  abscess  may  burst,  after  the  manner  of  the 
primary  variety. 

Treatment.  The  abscess  should  be  evacuated,  and  tho  accompany- 
ing and  existing  disease  attended  to  according  to  its  requirements. 


Surface  Abscess,  or  Suppuration  with  Ulceration  on  the  Corneal 
Surface,  usually  called  Ulceration,  of  the  Cornea. 

An  ulcer,  I shall  use  this  term  all  through,  may  be  superficial  and 
involve  only  the  conjunctiva,  and  the  anterior  elastic  laminae,  or  deep 
and  involve  most  or  all  of  the  corneal  laminae,  and  even  pass  through 
the  posterior  elastic  lamina.  It  may  be  of  any  shape,  minute  or 
extensive,  ragged  or  smooth. 

Primary  ulcer.  A part  of  the  corneal  surface  becomes  hazy  and 
rough,  and  is  cast  off  or  exfoliated,  and  the  breach  constitutes  an 
ulcer,  which  is  covered  by  a fatty,  purulent,  or  fibrinous  product, 
unless  the  ulcer  be  small,  the  secretion  very  scanty  and  removed  as 
quickly  as  formed,  when  it  appears  as  an  indentation  with  trans- 
parent walls. 

A narrow  semi-opaque  ring,  the  effect  of  proliferation,  bounds  it. 
The  surrounding  cornea  usually  becomes  very  vascular,  and  a few  of 
the  blood-vessels  may  pass  over  the  ulcerated  spot. 

If  the  ulcer  be  large  or  deep,  the  posterior  wall  may  project  from 
the  pressure  of  the  aqueous  humour,  in  the  form  of  a vesicle.  If  it 
be  at  the  margin  of  the  cornea,  and  partly  involve  the  conjunctiva, 
or  if  it  have  penetrated  through  the  cornea,  and  slight  prolapse  of 
the  iris  have  followed,  very  vascular  granulations  may  spring  from 
its  floor  and  project.  The  vesicle  is  always  composed  of  some  of 
the  true  corneal  laminae  and  the  posterior  elastic  lamina.  The 
latter  is  not  strong  enough  in  itself  to  resist  the  pressure  of  the 
aqueous  humour. 

The  fully  developed  objective  symptoms  are  these,  damage  to  a part 
of  the  cornea  which  is  excavated,  and  covered  with  a pus-like 
material,  or  which  is  transparent,  or  which  projects,  or  which  throws 
out  projecting  minute  globular  vascular  granulations,  attended  by 
varying  surrounding  vascularity  of  the  cornea  itself,  of  the  con- 
junctiva, and  of  the  sclerotica,  sometimes  associated  with  onyx, 
sometimes  with  hypopion. 

The  subjective  symptoms  are  those  of  interstitial  corneitis,  to  which 
occasionally  great  pain  is  added. 

In  rheumatic,  gouty,  and  syphilitic  persons  there  is  usually  peri- 
odic uneasiness  about  the  eyeball,  severe  brow  pain  of  a nightly 
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periodic  character,  whereby  sleep  is  disturbed.  Fever  is  generally 
present.  It  is  said  that  such  ulcers  are  generally  elongated  and 
marginal,  but  they  partake  of  all  forms. 

Causes.  These  include  all  which  have  been  assigned  to  interstitial 
abscess,  also  injury  causing  mortification  of  a portion  of  the  cornea,! 
the  suppuration  being  then  the  means  of  casting  off  the  dead  part, 
and  producing  cure. 

Variolous  origin.  This  demands  a separate  notice.  The  ulceration 
is  secondary,  or  post-variolous,  not  a part  of  the  primary  disorder, 
does  not  belong  to  the  exanthematous  stage,  for  it  is  not  produced 
from  a pustule  forming  on  the  cornea.  It  appears  about  the  tenth 
or  twelfth  day  of  the  eruption  when  the  pustules  are  declining,  or 
not  till  the  scales  have  fallen  off.  Or  still  later,  at  the  end  of  five  or 
six  weeks,  when  there  is  convalescence,  but  much  weakness. 

There  is  no  peculiarity  in  the  formation  of  the  ulcer,  but  there 
is  strong  tendency  to  onyx. 

Interstitial  abscess,  instead  of  ulceration,  may  appear,  attended  by 
hypopium. 

Iritis  is  no  uncommon  complication. 

Recovery  is  always  tedious. 

Treatment.  To  prevent,  and  to  limit  the  ulceration,  is  the  chief 
indication.  ITow  to  do  this  has  been  in  a degree  incidentally 
expressed  in  the  therapeutic  measures  recommended  in  the  different 
forms  of  corneitis  out  of  which  the  ulceration  springs.  But  more 
must  be  said. 

Primary  vascular  and  nervous  irritation  of  the  cornea,  and  of 
the  neighbouring  parts,  must  be  met  by  antiphlogistic  regimen, 
the  local  application  of  cold,  and  sometimes  by  local  blood- 
letting. 

Tapping  the  anterior  chamber  through  a part  of  the  cornea  not 
ulcerated,  gives  relief  to  pain  and  other  inflammatory  symptoms. 
With  very  much  pain  and  marked  post-corneal  inflammation, 
Hancock’s  operation  a little  modified,  effects  the  tapping  and  does 
more,  by  the  withdrawal  of  a little  blood  from  the  ciliary  region 
and  the  canal  of  Schlemm,  and  sometimes  a little  of  the  vitreous 
body.  It  is  done  by  pushing  the  point  of  the  second-sized  iris  knife 
or  a cataract  knife  to  the  depth  of  the  sixth  of  an  inch  obliquely 
backwards  at  the  lower  part  of  the  corneo-sclerotic  junction,  in  a 
manner  just  to  open  the  anterior  chamber  in  its  passage.  The 
crystalline  lens  will  not  he  injured  unless  the  knife  be  thrust  too 
deeply.  After  suppuration  has  occurred,  warm  dry  or  moist  appli- 
cations are  suitable,  the  heat  of  which  should  be  regulated  by 
the  patient’s  feelings.  When  there  is  much  irritability  of  the  eye 
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and  fomentations  are  used,  the  addition  of  a solution  of  the  extract 
of  belladonna  is  effectual  as  an  anodyne. 

For  ulceration  arising  out  of  a debilitated  constitution,  a very 
common  condition,  supporting  and  tonic  measures  are  called  for. 
Healing  will  not  ensue  till  the  vital  power  is  recruited. 

Applications  to  the  ulcers  are  seldom  needed  and  should  not  be 
made  indiscriminately. 

The  chronic  ulcers  with  little  or  no  accompanjung  vascularity, 
for  the  most  part  transparent,  and  which  resist  general  treatment 
and  spread,  must  be  stimulated.  One  or  more  neat  applications  of  a 
minute  portion  of  tannic  acid,  powdered  alum,  or  red  oxide  of  mercury, 
may  suffice  for  this.  I do  not  use  the  nitrate  of  silver,  either  pure 
or  mitigated,  because  the  least  touch  of  it  causes  that  kind  of 
irritation  by  which  the  ulceration  is  increased.  The  reaction  is 
too  severe.  Such  ulcers  may  heal  without  blood-vessels  being 
apparent  to  the  naked  eye  in  the  cornea,  but  usually  they  are 
stationary  till  blood-vessels  are  palpably  developed. 

Vascularity  in  corneal  ulceration  is  a process  of  repair.  Mis- 
chievous local  applications  are  mainly  used  on  account  of  its  exist- 
ence. A greyish  half-transparent  tract  forms  between  the  ulcer  and 
the  nearest  neighbouring  blood-vessels.  In  this,  vessels  are  soon 
developed,  carrying  the  blood  in  a circuit  through  and  about  the 
spot  of  reparative  action.  This  causes  dulness  of  the  cornea  for  a 
time,  but  it  is  necessary,  according  to  the  natural  laws  of  growth 
and  repair.  When  the  healing  is  advanced,  and  less  blood  is 
needed,  the  new  blood-vessels  reduce,  then  disappear,  and  trans- 
parency is  restored. 

There  are  special  reasons  why  lotions  containing  acetate  of  lead, 
nitrate  ot  silver,  and  sulphate  of  copper,  should  not  be  used  when 
ulceration  is  present.  Such  salts  are  decomposed  by  the  tears  and 
the  mucus  of  the  conjunctiva,  and  their  bases  are  precipitated  in 
insoluble  states,  and  remaining  there  are  cicatrized  over. 

M hen  the  ulcer  is  unusually  irritable,  and  when  the  eye  is  in- 
tolerant to  light,  relief  to  suffering,  and  avoidance  of  mechanical 
irritation  from  the  edge  of  the  upper  eyelid,  is  obtained  by  closing 
the  eyelids  with  a strip  of  court-plaster.  This  does  not  interfere 
with  other  local  measures,  as  the  plaster  may  be  often  renewed. 

All  pi  essure  on  the  eyeball,  from  so-called  protective  bandages  acts 

injuriously.  To  press  on  the  eyeball  from  without  is  also  to  increase 
intra-ocular  pressure. 

1 01  inflammatory  implication  of  the  e}reball,  the  treatment  is  the 

same  as  that  which  I have  recommended  for  a similar  condition  in 
corneitis. 
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The  use  of  a solution  of  atropine  to  dilate  the  pupil,  and  of  Calabar 
bean  to  contract  it,  in  ulceration  of  the  cornea,  is  theoretically 
recommended  by  most  writers.  The  former,  when  an  ulcer  near  I 
the  centre  of  the  cornea  threatens  perforation,  in  order  that  the  3 
margin  of  the  pupil  may  neither  prolapse  nor  adhere,  or  to  prevent 
adhesion  of  a large  portion  of  it.  The  latter  when  an  ulcer  near  the 
margin  is  likely  to  penetrate,  in  order  to  prevent  prolapse,  or  j 
adhesion  of  the  body  of  the  iris.  In  actual  practice  such  desirable  j 
results  are  not  obtained.  When  the  aqueous  humour  escapes  because  j 
of  ulceration  of  the  cornea,  the  iris  invariably  prolapses  or  adhere® 
The  most  that  the  atropine  can  do,  is  to  assist  to  break  asunder  or 
to  lengthen  any  slight  adhesion  between  the  iris  and  the  cornea.  1 

The  Calabar  bean  is  useless.  „ 

Much  has  been  said  of  late  of  the  “ulcus  cornea)  serpens”  on 
which  Samisch  has  written  a treatise,  and  advised  as  a means  of 
cure  that  it  be  cut  through,  the  incision  carried  into  healthy  cornea,  | 
and  once  or  twice  a day,  for  a period  from  a few  days  to  three  weeks,  i 
the  aqueous  humour  being  pressed  out,  if  necessary,  by  opening  the 
wound  with  a probe.  I know  of  several  eyes  having  been  lost  by 

the  process. 

Results  of  ulceration  of  the  cornea , or  surface  abscess.  . An  ulcer, ; 
however  superficial  or  small,  may  leave  an  indelible  opacity.  Eapid 

healing  neither  prevents  nor  mitigates  opacity. 

In  infancy,  and  in  childhood,  extensive  ulcers  may  heal  without 
leaving  any  marks  but  slight  ones,  and  as  it  is  supposed,  by  true 
corneal  tissue,  or  which  lessen  in  the  course  of  a few  months  or  years. 
The  tendency  to  perfect  transparent  repair  declines  as  the  individualU 
grows  older  until  adult  age,  when  such  an  occurrence  is  we  believe  • 
unknown.  There  is  some  transparent  material  with  the  opaque,  in 

all  imperfect  repair.  J] 

Opacity . with  raised  cicatrix.  Granulating  ulcers  fill  up  with  a 

cicatrix  of  epithelium,  or  connective  tissue  in  addition.  Such  eica- 
trices  in  marginal  ulcers  become  continuous  with  the  conjunctiva, 
and  may  produce  a raised  cicatrix,  bearing  a resemblance  to  a 
pterygium.  This  is  most  seen  in  ulceration  from  the  effects  ot 

'fhwmw  flat  cicatrix,  or  prolapse  of  the  iris.  Tlie  projecting  vesical 
ulcer  always  ends  in  penetration.  The  perforation  may  close  and  e 
vesicle  form  again,  to  be  strengthened  _ in  its  walls  by  cicatntuU 
tissue,  which  contracts  and  terminates  in  an  opaque  flat  cicatrix. 
Or  the  iris  may  prolapse  as  soon  as  the  aqueous  humour  escapes. 

Ulcerative  corneal  staphyloma.  An  extensive  and  superficial  ulcer, 
a modification  of  the  above,  may  end  in  spherical  or  conical  pro  ru« 
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sion  of  the  remaining  posterior  portion  of  corneal  tissue,  and  of  the 
posterior  elastic  lamina.  It  is  greyish  and  covered  with  purulent 
secretion,  and  called  uloerative  corneal  staphyloma.  Perforation 
may  ensue. 

Cicatritial  conical  staphyloma.  But  repair  may  set  in,  by  which 
the  protruding  ulcerative  corneal  staphyloma  is  covered  by  a neoplastic 
corneal  substance,  and  cloudy  epithelium.  Farther  improvement 
may  ensue  in  the  contraction  of  the  new  material,  and  the  reduction 
ot  the  protrusion.  This  is  cicatritial  comeal  staphyloma,  or  the 
bulging  of  a cicatrized  ulcer.  The  most  prominent  part  is  the 
thinnest.  The  surrounding  cornea  is  often  curved  iu  several  direc- 
tions, aud  affected  with  superficial  and  interstitial  opacity.  The 
staphyloma  may  burst. 

Irregularity  of  the  neighbouring  healthy  cornea , or  flattening.  Lame 
deep  ulcers  attended  by  protrusion,  when  healed,  produce  irregularity 
ot  a paid  of  the  cornea  around,  or  flattening,  through  contraction  of 
the  cicatrix,  whereby  the  corneal  refraction  is  disturbed. 

Loss  of  a portion  of  the  cornea  from  ulceration  ; its  effects , according 
to  the  amount  and  the  position  of  the  loss.  The  deeper  the  ulcer,  the 
more  likely  is  penetration  to  occur,  and  it  always  ensues,  if  the  pos- 
terior elastic  lamina  is  exposed.  Perforation  is  the  chief  danger  of 
ulceration.  b 


It  the  perforation  be  small  central  and  the  effect  of  bursting 
through  an  ulcer  which  yet  has  a floor  of  some  thickness,  only 

tie  aqueous  humour  escapes.  If  it  be  marginal,  the  iris  will  pro- 
bably  prolapse.  1 

In  the  case  of  slowly  healing  central  perforations  of  small  size 
the  ins  will  probably  adhere  to  the  cornea,  and  so  may  the  capsule 

«n  ,enSVn,  apfture  "!  plUgged’  ar,cl  tlle  educed  chambers 
are  filled,  the  capsule  may  break  away,  or  elongate  the  plug  and 

all  backwards.  I have  seen  such  stretching  enough  to  enable  it 
to  recover  its  normal  position.  A capsule  which  lias  adhered  and 
broken  away,  is  always  marked,  either  by  a portion  of  the  ohm 
or  by  chalky  degeneration  of  it.  f 

It  may  be  said  in  general  terms  that,  when  the  aperture  of 
perforation  does  not  exceed  the  size  of  a millet  seed,  the  iris  adheres 
o the  cornea  rather  than  prolapses,  and  that  prolapse  is  more 
imminent  in  marginal  ulceration,  where  the  breadth  of  the  iris  falls 
over  the  opening  than  in  central.  Also  that,  a central  prolapse 
interferes  more  with  vision  than  a lateral  one,  because  in  the  former 
-he  margin  of  the  pupil,  in  part  or  entirely,  is  adherent  and  the 
lorneal  opacity  interferes  with  whatever  pupillary  space  is  left 
whereas  m the  latter  the  pupil  is  generally  free,  although  altered  in 
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shape,  and  the  corneal  opacity  does  not  interfere  with  it.  From  the 
prolapsed  iris  may  he  formed  a vesicle,  consisting  entirely  of  iris,  or 
partly  of  iris,  and  partly  of  neoplastic  material. 

Partial  cicatritial  iris  staphyloma . If  the  cornea  he  penetrated  by 
an  opening  the  size  of  a pea,  no  matter  where  situated,  the  pupillary 
margin  prolapses  along  with  a large  part  of  the  iris,  and  which  pro- 
lapsed bit  proliferates,  and  soon  adheres  to  the  edges  of  the  opening. 
The  closed  pupil  has  its  margin  glued  together  by  exudation,  which 
generally  adheres  to  the  capsule  of  the  lens.  The  outer  surface  of 
the  iris  proliferates,  cicatrizes,  and  tire  cicatrix  is  incorporated  at 
the  base  with  the  cornea.  If  the  cicatrized  vesicle  thereby  formed 
enlarges,  a partial  cicatritial  staphyloma  is  formed. 

It  is  unnecessary  to  speak  of  the  physical  forms  the  staphyloma 
may  take,  for  it  matters  not  whether  it  be  globular  or  conical,  or  of  j 
any  other  shape.  Nor  is  its  colour  of  any  consequence. 

The  tumour  is  a cicatrized  iris  staphyloma,  replacing  a portion  of  I 
the  cornea.  The  posterior  surface  is  formed  of  iris,  and  is  irregularly  j 
pitted.  The  anterior  surface  is  covered  by  thickish  epithelium,  more  j 
like  the  cuticle  in  the  form  of  its  cells  than  conjunctiva.  The  inter-  j 
mediate  portion,  or  cicatritial  material,  is  dense  and  irregularly  1 
interwoven  white  and  yellow  fibrous  tissue,  with  imperfectly  deve- 
loped nuclei  intermingled. 

This  staphyloma  may  be  extremely  attenuated  at  the  apex,  but  it  j 
has  a tendency  to  become  thick  in  all  parts,  even  far  thicker  than  the 
cornea.  It  often  grows  large,  and  to  an  extent  to  interfere  with  the 
action  of  the  eyelids. 


Fig.  275. 


The  period  at  which  the  bulging  begins,  varies  from  that  of  months 
to  years,  but  once  started,  the  growth  continues  tolerably  regular. 
To  be  stationary  is  exceptional.  Ulceration  and  bursting,  with  lne- 
morrhage,  suppuration,  and  collapse  of  the  eyeball,  or  bursting  and 
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collapse  without  suppuration,  aro  the  usual  terminations  of  the 
growing  state. 

Recurring  attacks  of  intra-ocular  inflammation  are  not  unusual, 
and  through  the  accruing  disorganization  of  the  intra-ocular  tissues, 
the  other  eye  is  exposed  to  sympathetic  ophthalmitis.  Cretaceous 
degeneration  of  the  crystalline  lens  is  one  of  the  prejudicial 
changes. 

There  is  a traumatic  variety  of  that  staphyloma,  arising  out  of 
corneal  wounds. 

In  the  preceding  figure,  the  physical  characteristics  of  a large 
staphyloma  of  this  form,  are  well  displayed. 

The  patient  came  to  me  six  months  after  her  cornea  had  been 
wounded.  The  projection  was  but  small.  The  cornea  was  opaque, 
and  rather  shrunken.  A year  after  I took  the  sketch. 

The  greater  opacity  of  some  parts  of  the  projection  is  well  shown, 
and  the  ring  around  the  base  of  the  tumour  represents  a portion  of 
the  true  cornea,  which  had  been  gradually  pushed  aside  by  the  new 
growth. 

Dense  flattened  cicatrix.  The  crystalline  lens,  and  some  of  the 
vitreous  humour,  may  escape  through  a large  perforation  of  the 
cornea,  either  immediately  or  afterwards.  Inflammation  of  the  eye- 
ball may  be  excited,  followed  by  internal  ha3morrhage  and  suppura- 
tion. Or  the  front  of  the  collapsed  ocular  tissue  may  fall  together,  iris 
intervening,  by  which  the  pupil  is  closed.  The  iris  adheres  posteri- 
orly, becomes  covered  with  cicatrix,  which  may  thicken,  contract, 
and  form  a dense  flat  front  to  a more  or  less  atrophied  eyeball.  If  the 
whole  of  the  cornea  be  destroyed,  the  lens  and  some  of  the  vitreous 
humour  readily  escape,  and  the  eyeball  usually  shrinks.  I3ut  the 
lens  may  remain,  and  the  contracted  pupil  quickly  closes  by  neo- 
plastic exudation,  which  ties  the  iris  to  the  capsule  of  the  lens.  The 
iris  proliferates,  and  a dense  flattened  cicatrix  ensues,  by  which  the 
sclerotic  zone  is  drawn  in,  and  the  eyeball  atrophies  more  or  less. 

Dotal  ins  staphyloma.  AVhen  a dense  flattened  cicatrix  results  from 
loss  of  the  entire  cornea,  the  cicatrized  iris  may  project,  in  part  or 
entirely,  beyond  the  sclerotica.  If  it  be  entire  and  permanent,  the 
adhesion  between  the  pupil  and  the  capsule  of  the  lens  does  not  stretch. 
The  centre  of  the  staphyloma  will  be  depressed. 

Staphyloma  iridis  racemosum.  This  is  but  a modification  of  total 
iris  staphyloma.  A cluster  of  projections,  produced  by  the  iris,  being' 
adherent  to  the  capsule  of  the  lens  in  several  places,  and  the  adhe- 
sions tethering  the  parts  so  that  the  cicatrized  iris  cannot  expand 
equally.  The  cicatritial  tissue  being  denser  in  some  parts  than  in 
others,  produces  the  same  effect  by  resisting  the  general  expansion. 
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Effects  of  the  escape  of  the  aqueous  humour.  While  the  blood-vessels 
of  the  interior  of  the  eyeball  are  healthy,  loss  of  the  natural  intra- 
ocular pressure  does  not  afFect  them,  because  the  mechanical  resistance 
and  muscular  contractility  of  their  walls  oppose  the  lateral  blood 
pressure,  and  at  most  merely  passive  hypercomia  of  the  retina  and  the 
choroid  occur.  While  they  are  unhealthy,  they  remain  intact  only 
so  long  as  the  intra-ocular  pressure  is  maintained.  When  it  is  lost,  | 
retinal  or  choroidal  hcemorrhage,  or  both,  ensue.  Death  has  resulted 
from  such  bleeding. 

Again,  if  the  choroidal  blood-vessels  be  unhealthy,  and  the  vitreous 
body  falls  quickly  forward  on  account  of  a very  sudden  escape  of  the  , 
aqueous  humour,  the  defective  vessels  bleed,  and  the  choroid  may  he  j 
separated  from  the  sclerotica,  and  blood  which  remains  within  the  | 
eyeball  becomes  disorganized  or  suppurates. 

TREATMENT  OF  THE  EFFECTS  OF  ULCERATION  OF  THE  CORNEA. 

Opacity  with  raised  cicatrix.  This  is  seldom  sufficiently  raised  to  he  1 
irritated  by  the  eyelids.  In  a few  instances  I have  shaved  it  off. 

Prolapse  of  the  iris , in  association  with  a flat  opaque  cicatrix,  may  j 
in  some  measure  be  prevented  by  closing  the  eyes  with  court-plaster  j 
till  the  cicatrix  is  sufficiently  firm.  The  eyeball  is  at  rest,  and  not  J 
subjected  to  undue  pressure  arising  from  forced  or  sudden  action  of 
its  motor  muscles.  A slight  prolapse  may  be  limited  by  the  same 
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Ulcerative  corneal  staphyloma  and  cicatritial  corneal  staphyloma  may 
be  benefited  in  the  way  of  preventing  increase  by  no  other  measure* 

than  the  temporary  closing  of  the  eyelids. 

In  partial  cicatritial  staphyloma  certain  contraction  may  be  brought 
about  bv  which  much  sight  is  saved,  or  the  eye  fitted  for  an  artificial  f 
pupil.’  The  late  Mr.  Tyrrell  effected  this  m the  following  manner, 
and  published  eases  of  success.  He  applied l nitrate  oi  si  ver,  or 
caustic  potash,  to  the  base  of  the  projection.  He  says,  a small  slough 
separated,  and  the  effect  was,  thickening  of  the  parts  touched.  After- 
wards  he  applied  the  caustic  to  a fresh  spot,  and  so  on,  “ until  Mi- 
serable or  perfect  reduction  of  the  staphyloma  had  been  accom- 

^ Tt  may  be  necessary  to  excise  the  staphyloma.  'T 

In  partial  iris  staphyloma  there  is  seldom  any  scope  for  saving 
improving  vision.  The  usual  indication  is  to  remove  the  tumour  J 
surgical  operation,  that  is,  excision,  whereby  recurring  attacks  ^ 
inflammation  are  prevented,  any  strain  on  the  ms  is  remov  e , aa> 
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the  staphyloma  grows,  the  iris  is  pulled  on  till  it  may  be  torn  from 
its  marginal  attachments,  and  the  form  ot  the  eyeball  saved. 

. The  whole  of  tlle  staphylomatous  piece  must  be  cut  off,  because  any 
cicatntial  tissue  whioli  is  left  is  apt  to  grow.  The  eyelids  having 
been  retracted,  I transfix  the  staphyloma  with  a sharp  hook,  and  cut 
it  oil  with  a long  narrow  scalpel,  close  to  the  cornea.  I remove  the 
lens,  whether  it  be  clear  or  opaque.  I place  a roll  of  cotton  wool,  or 
; a pledget  ot  lint,  quickly  on  the  closed  eyelids  to  prevent  or  to  check 
bleeding,  and  maintain  it  with  a bandage  for  two  or  three  days.  Then 
t I remove  it,  and  apply  strips  of  plaster  for  a week.  Healing  is  effected 
by  the  edges  of  the  wound  becoming  glued  to  the  vitreous  body,  and 
I the  interspace  granulating.  It  is  not  unusual  to  find  the  parts  sealed 
i up  when  the  plaster  is  removed. 

I v ^ kf1  bleedin£  1S  from  a vessel  which  has  been  cut  through  it  can 
? be  easily  restrained.  When  it  is  internal,  it  can,  for  the  most  part, 

■ be  stopped  by  the  compress.  • 

Tlie  operation  once  well  performed,  suffices.  Some  exuberant 
granulations  may  arise,  but  they  are  of  no  consequence ; for  if  they 
do  not  decline  of  themselves,  the  use  of  an  astringent  lotion,  or  the 
application  of  the  red  oxide  of  mercury,  will  reduce  them. 

Sir  W.  Wilde  recommends  in  small  conical  staphyloma,  that  one 
or  two  threads  should  be  passed  through  the  base  of  the  cone,  in  order 
that  after  the  excision,  the  lips  of  the  wound  should  be  ’brought 

together,  to  prevent  escape  of  the  vitreous.  I have  not  found  it  to 
I be  necessary. 

The  smaller  the  staphyloma,  the  better  will  be  the  result ; and 

fyehlir  ’ “ P IS  l6ft  VeIJ  HtUe  1688  “ Siz0  tllan  tbe  neural 

But  excision  only  answers  when  there  is  little  or  no  post- 
nrneal  disease  and  the  vitreous  humour  is  sufficiently  healthy 
or  all  of  it  or  the  greater  part,  to  be  retained.  When  the  humour 
•has  become  fluid,  in  which  case  the  retina  and  the  choroid  are 
unhealthy,  the  greater  portion  of  it  will  escape.  Active  choroidal 
haemorrhage  follows,  ^ and  requires  well-adapted  „e  for t 
restraint.  Suppuration  within  the  collapsed  tunics  generally 

■xt^ated  ““  “ iDapplicable’  the  ^ball  should'  be 

It  has  been  suggested  when  the  staphyloma  is  small  a„,i  u • 
o cut  it  through,  split  it,  make  the  edges  overiaV  so  T ’ 

hat  position,  and  bandage  over  the  eyelSs  6 “ 

JZ Eriou  or  e-xtii- 

w of,  and  not  through  the ^0^“  “cllnt 
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partial  iris  staphyloma,  because  there  will  be  less  bleeding,  and  leg8 
likelihood  of  complete  collapse  of  the  eyeball. 

The  sketch  below  was  taken  from  a patient  after  the  operation,  and 
shows  the  eyeball  just  a little  reduced,  and  well  adapted  for  the  appli- 
cation of  an  artificial  eye. 

Fra.  276. 


Abscission,  or  amputation  of  the  front  of  the  eyeball,  with  the  use 
of  sutures,  after  Sir  W.  Wilde’s  method,  is  practised,  and  said  to  give 
good  reduced  stumps.  Four  or  five  sutures  are  passed  through  the 
sclerotica,  the  amputation  made,  and  the  edges  of  the  wound  tied 
together  for  several  days. 

Opacity  of  the  cornea  from  the  deposit  of  lead  may  sometimes  he 
removed,  or  be  reduced  sufficiently  to  clear  the  pupil  by  using  chlo- 
roform, and  carefully  picking  off  any  organic  covering,  and  then  the 
metallic  deposit.  I have  been  surprised  at  the  clearances  I have 
made.  As  much  irritation  is  apt  to  ensue,  the  eyelids  should  he 
closed  with  plaster  for  several  days. 

ARCUS,  AND  ANNULUS  ADIPOSUS. 

This  is  a milk-white  arch,  or  ring,  more  or  less  broad,  which  skirts 
the  circumference  of  the  cornea  at  a small  distance  from  its  margin. 
It  usually  begins  as  an  arch  on  the  upper  edge.  Sometimes  there 
is  in  addition  an  outer  and  greyish-white  arch  or  ring,  which  looks 
like  an  encroachment  of  the  sclerotica  on  the  cornea.  A strip  of 
clear  cornea  always  intervenes. 

The  annulus  sometimes  extends  towards  the  centre  of  the  cornea. 
In  a few  instances  I have  seen  it  overshadow  a large  pupil. 

It  is  seldom  that  the  arcus  or  the  annulus  is  seen  before  the  fortieth 
year.  The  appearance  of  the  one  or  the  other  is  usually  about  the 
fiftieth  year,  but  I have  witnessed  the  arcus  at  thirty,  and  in  three 
brothers  under  twenty,  one  of  them  being  only  fourteen. 

Few  persons  after  sixty-five  are  without  an  arcus,  and  few  after 
seventy  without  the  annulus ; hence  the  more  usual  name  of  arcus 
senilis. 
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The  function  of  the  eye  is  not  interfered  with  by  this  arcli  or 
circle,  unless  the  pupil  be  shaded.  Nor  does  either  have  any 
unfavourable  influence  in  the  repair  of  a wound  in  the  cornea  passing 
through  it  for  the  extraction  of  cataract. 

Mr.  El.  Canton  has  demonstrated  that  this  marking  is  fatty  degene- 
ration, or  the  deposit  of  innumerable  oil  globules  between  the  layers 
of  the  cornea,  the  anterior  and  posterior  elastic  laminae  being  unaffected. 
So  far  as  his  researches  go,  full  development  of  this  adipose  condition 
is  always  attended  by  fatty  degeneration  of  the  ocular  muscles  and 
the  heart. 

E rom  my  own  observation,  I can  say  that  many  persons  who  die 
from  fatty  heart  have  not  fatty  cornea,  and  many  who  have  fatty 
cornea  early  in  life  give  no  evidence  of  heart  degeneration.  I know 
sm  eral  medical  men  who,  having  the  arcus  for  more  than  thirty 
years,  have  led  laborious  professional  lives,  without  the  slightest 
indication  of  heart  weakness.  I suspect  that  most  of  Mr.  Canton’s 
post-mortem  examinations,  in  association  with  this  research,  were  on 
very  old  workhouse  inmates,  those  in  whom  some  fatty  degeneration 
of  most  tissues  is  tolerably  sure  to  be  found. 

The  statements  of  Dr.  Ammon,  that  the  adipose  cornea  is  likely 
to  be  associated  with  a corresponding  white  line  on  the  margin  of 
the  crystalline  lens,  and  of  Dr.  Schcin,  that  the  posterior  capsule  is 
affected  in  like  manner,  more  often  than  the  lens,  is  not  verified  by 
Mr.  Canton. 
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General  well  marked  objective  characters.  The  cornea  loses  the 
spherical  form,  becomes  conoidal,  not  truly  conical,  irregular  on  the 
surface,  brilliant  and  sparkling,  as  if  a tear-drop  were  on  its  front, 
and  all  the  while  is  transparent. 

e The  cone  varies  in  size,  prominence,  and  acuteness.  It  is  some- 
times irregular,  by  which  the  apex  is  a little  lateral.  The  summit  is 
seldom  smooth,  but  more  or  less  undulating,  and  generally  becomes 
opaque,  or  dotted  with  opacities,  or  ulcerated,  or  covered  with  pannus. 
It  is  very  apparent  when  the  eye  is  looked  at  in  profile.  E'ig.  277 

is  a sketch  which  I took  from  a very  marked  example  of  the 
disease. 

The  anterior  chamber  always  looks  large.  The  iris  may  be 
tremulous. 

The  subjective  symptom  has  the  character  of  myopia  with  astigma- 
tism. Wiiile  the  person  finds  himself  near-sighted,  luminous  objects 
ying  m the  long  axis  of  the  cone,  seem  smaller  than  natural  and 
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distorted.  A remarkable  refraction  of  ilio  rays  of  light  is  produced, 
the  flame  of  a candle  lias  a halo  around  it,  or  is  broken  up  in  several 
flames.  Bodies  are  multiplied  and  distorted.  In  time,  useful  sight 

Fig.  277. 


may  be  lost,  things  in  front  of  the  eye  not  being  seen,  and  those  at 
the  side  but  very  imperfectly  discerned  in  rough  outline. 

In  the  earliest  beginning  of  the  cone  vision  is  interfered  with,  and 
as  an  ordinary  inspection  of  the  eye  reveals  nothing,  an  error  in 
diagnosis  is  imminent.  But  the  ophthalmoscope  comes  to  our  aid,|| 
and  discloses  the  secret.  When  the  reflection  from  the  mirror  plays  | 
about  the  cone,  at  different  angles,  a dark  line  appears  on  the  sides 
not  in  focus.  The  disk  is  never  seen  acutely  in  its  integrity,  but 
seems  drawn  out  in  various  directions.  It  shortens  or  lengthens,! 
according  as  the  observer  moves  his  head,  or  the  object  glass,  from 

side  to  side.  # . 

Conical  cornea  may  exist  at  birth,  and  occur  hereditarily,  but  1 

usually  appears  about  the  fourteenth  year,  rarely  in  adults,  and  still 

more  rarely  after  fifty  years  of  age. 

The  slowness  of  its  progress  is  striking.  Bursting  from  ulceration 

sometimes  occurs.  I have  seen  it  three  times. 

Both  eyes  are  nearly  always  implicated,  seldom  symmetrically,  bu 
first  the  one,  and  after  the  abnormal  change  is  well  developed,  the 
other,  so  that  generally  a long  period  intervenes.  _ 

A ratio  of  increase  is  uncertain.  There  may  be  sudden  rapid  giox^  > 

or  an  arrest  of  growth,  at  any  stage. 

We  are  in  ignorance  of  any  predisposing  cause.  It  cannot  be  sai 
that  general  debility  has  any  effect,  for  the  disease  appears  in  ® 
strong  and  robust.  I have  scarcely  seen  it  except  in  persons  in  goo 
o-eneral  health.  Respecting  the  direct  cause,  nothing  has  _ 
proved.  True  conical  cornea  must  not  be  mistaken  for  any  o io- 
changes  in  form  associated  with  some  loss  of  transparency  o 
cornea,  arising  out  of  corneitis,  of  which  I have  spoken. 
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Morbid  anatomy.  In  all  the  recorded  dissections  the  apex  of  the 
cone,  w hetlier  transparent,  or  more  or  less  ojiaque,  has  been  thinner 
than  <1113  other  part.  In  a case  dissected  by  Mr.  Bowman,  the  cornea 
began  to  thin  at  the  base  ot  the  cone,  and  got  thinner  and  thinner 
towards  the  nebulous  apex,  which  was  thinnest  of  all.  The  anterior 
elastic  lamina  was  thinner  upon  the  cone  than  elsewhere,  and 
wrinkled.  It  was  underlaid  by  a stratum  of  crowded,  elongated, 
club-like  nuclei,  and  beneath  these  the  normal  lamellar  tissue  was 
replaced  by  a web  of  caudate  and  nuclear  fibres,  amongst  the  meshes 
of  which  clusters  of  large  oval  and  fusiform  cells  were  packed.  The 
peripheral  region  was  perfectly  normal,  and  there  was  a gradual 
transition  from  the  diseased  to  the  healthy  tissue,  the  inter-lamellar 
corpuscles  becoming  more  plentiful,  branched  and  drawn  out  into 
fibres,  which  m many  instances  coalesced  with  those  from  neighbour- 
ing corpuscles.  The  posterior  elastic  lamina  was  unchanged,  and  so 
was  the  epithelium,  both  on  the  front  and  on  the  back  of  the  cornea 
so  that  the  alterations  were  confined  to  the  laminated  tissue  of  the 
cornea  and  to  the  anterior  elastic  lamina.  The  substitution  of  a web 
of  nuclear  fibres  and  cells  for  the  regular  lamination  of  the  cornea 

explained,  it  is  said,  the  nebulosity  of  the  cone,  and  the  liability  to 
bulge.  J 


Treatment.  A ery  deep  concave  lenses  sometimes  afford  relief  in 
the  incipient  stage.  As,  however,  the  cone  increases,  so  do  such 
lenses  become  useless.  Even  then  sight  may  be  improved  by  wearing 
a goggle  frame  with  a black  diaphragm,  perforated  with  a pin-hole'' 
and  stenopeic  spectacles,  to  which  a concave  lens  may  be  added’ 
lor  the  details  of  this  I beg  to  refer  to  what  I have  said  in 

e chapter  on  the  Anomalies  of  Accommodation,  etc.,  p.  656:  also 
p.  dob. 


Very  patient  experiment  is  required  to  ascertain  wliat  relief  may  be 
afforded  thereby,  and  whether  the  hole  in  the  diaphragm  or  the  slit  is 
tlie  better.  Some  assistance  in  the  latter  experiment  may  be  got  by 
ascertaining  with  the  ophthalmoscope  the  direction  in  which  the  optic 

slmuid^htTlurlT18  CaD  bG  b6St  S6en-  Ll  8UCh  a ^ 

I have  not  found  benefit  from  cylindrical  lenses. 

1 lure  is  sometimes  even  a resource  when  the  above  appliance  fails 

corner  in  “ *°“  °f  disPlacicS  P^pil  to  the  side  of  the 

in  giviDe  ;t  a siit  ^ ^ 

minnwbT17  °‘  the  operation  is  to  reduce  the  volume  of  the  natural 

a narf  f 1 1°  ^ a^e  U!°  18  °Pene(^  f°r  the  passage  of  the  light  through 
a part  of  the  cornea  where  the  spherical  form  is  least  departed  from 
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A robust  farmer’s  daughter,  twenty-four  years  old,  was  brought  to 
me  by  Dr.  Forester,  with  conical  cornea  in  both  eyes.  In  the  left 
the  disease  was  less  advanced,  and  she  could  yet  read  and  use  her 
needle.  The  cone  in  the  right  was  very  prominent,  the  apex  was 
slightly  opaque,  and  all  useful  vision  was  extinct.  She  could  not 
count  my  fingers.  I made  a linear  pupil  directly  downwards  by 
“ iriddesis,”  using  the  canula  forceps.  A fortnight  later  I operated 
upwards  in  the  same  manner  to  my  satisfaction.  I tested  the  vision 
directly  that  the  irritability  of  the  eye  had  passed  away,  and  had  the 
pleasure  to  find  that  some  sight  had  been  restored.  But  a greater 
effect  was  got  when  a deep  concave  glass  was  used.  She  could  then 
read  the  large  words  in  title  pages.  I took  this  sketch  of  the  altered 
pupil. 

Kir,.  278. 


This  was  my  first  case.  I have  performed  the  operation  many  j 
times  since,  and  never  without  some  benefit. 

In  a female  aged  twenty-four,  who  had  suffered  for  eight  years, 
and  was  at  last  unable  to  recognise  her  most  intimate  friends,  or 
to  get  about  alone  in  a strange  house,  I did  the  operation  in  both  1 
eyes.  Two  months  after,  at  her  last  visit,  the  pupils  acted  a little 
under  the  stimulus  of  light,  my  patient  could  read  large  type, 
thread  a needle  and  mend  stockings,  do  the  coarse  needlework  of  I 
the  house,  and  recognise  her  friends  across  the  street.  She  was  so  ; 
much  pleased  with  the  operation  on  the  one  eye,  that  she  asked  to  | 
have  the  other  treated  likewise. 

The  best  position  for  the  pupil  should  be  sought  for,  as  far  ^ as  | 
possible,  with  the  ophthalmoscope  and  the  stenopseic  spectacles.  Hie  1 
ophthalmometer  is  recommended  for  the  same  purpose.  _ J 

The  second  operation  on  the  iris  should  never  be  performed  earlier.! 
than  ten  days  after  the  first. 

The  incisions  should  be  a little  in  the  sclerotica,  in  order  that  the  I 
iris  may  not  be  pulled  forwards  out  of  its  plane. 

The  first  iriddesis  always  gives  more  benefit  than  the  second. 

Yon  Graefe  has  proposed  a method  of  producing  ulceration  of  the  j> 
cone,  founded  on  the  fact  of  cicatrizing  ulcers  causing  flattening  o 
the  surrounding  corneal  curve.  He  raised  a little  flap  in  the  centra  | 
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turbid  portion  of  the  cone  with  a thin  cataract  knife,  without  opening 
the  eyeball,  and  then  snipped  it  off  at  the  base  with  the  scissors.  Two 
days  later  he  touched  the  surface  of  the  wound  with  diluted  or  mitigated 
nitrate  of  silver,  and  this  cauterization  was  repeated  at  intervals  of  two 
or  three  days.  The  resulting  ulcer  was  perforated  in  the  fourth  week 
with  a stilet,  and  during  the  next  week  the  closed  fistula  was  reopened 
every  day,  or  every  second  day.  After  this  it  was  allowed  to  heal.  The 
curvature  of  the  cornea  was  already  considerably  improved,  and  also 
ie  vision  with  regard  to  a general  survey  of  the  room.  The  patient 
"as  ischarged  in  the  following  condition:  In  the  centre  of  the 
cornea  a dense  white  opacity,  half  a line  in  diameter,  surrounded  by 
a slight  grey  halo  which  made  the  diameter  of  the  whole  turbid  par  t 

, / eX°ee,  a At  the  most  cursory  glance,  but  especially 

by  examining  its  reflections,  the  improvement  in  the  corneal  outline 
was  very  visible.  The  central  opaque  portion  had  fallen  back  almost 
to  a natural  position,  and  the  whole  membrane  departed  but  little 
from  its  proper  curvature.  He  read  No.  9 fluently  at  an  inch  and  a- 

• T“e  ?lstaut  ™I0n  was  A,  but  was  raised  to  Vv  by  a concave 
cylindrical  glass.  The  clearness  of  the  ophthalmoscopic  imao-e  was 
so  much  increased  as  to  render  it  probable  that  vision  would  have 
been  still  better  but  for  the  co-existence  of  a certain  degree  of 
blyopia.  Afterwards  he  modified  the  operation  by  touching  the 
S laved  piece  of  the  cone  on  the  second  day  with  mitigated  nitrate  of 
ver  immediately  neutralizing  the  action  with  salt  and  water  and 
repeated  the  process  from  three  to  six  days,  till  a faintish  yellow 

ra  ion  was  pioduced.  Sight  is  said  to  improve  when  the  infiltra- 
tion begins  to  contract.  This  may  not  be  for  several  weeks 

I have  said  nothing  respecting  the  use  of  local  applications,  simply 
because  nothing  has  been  of  use.  There  has  been  no  lack  of  exnerf 
ments  with  every  description  of  local  astringent  and  stimulant 
(xeneral  treatment,  too,  has  been  unavailing. 


CHAPTER  XXXIII. 

DISEASES  OF  THE  IRIS. 

PUPIL  IRITIS SYPHILITIC IDIOPATHIC RHEUMATIC — TREATMENT. 

PUPIL. 

The  pupil,  or  aperture  of  the  iris,  is  not  placed  exactly  central,  its 
axis  being  a little  internal  to  that  of  the  cornea. 

Aspect  of  the  pupil,  or  pupil  area.  This  is  black  in  the  fair  races  of 
men  until  about  the  fiftieth  or  fifty-fifth  year,  -when  the  amber  change 
begins  in  the  crystalline  lens.  Then  it  looks  greyish,  and  the  color- 
ation increases  with  age  until,  in  some  instances,  it  may  he  mistaken 
for  cataract,  under  which  topic  the  subject  is  fully  discussed. 

In  very  fair  persons,  and  in  Albinos  with  dilated  pupils,  the  red 
reflection  of  the  eye  is  sometimes  apparent  in  certain  lights. 

With  the  above  exceptions,  coloration  in  the  pupil  indicates  dis- 
ease of  the  eye  posteriorly,  and  depends  on  deep-seated  tumours,  or 
cataract,  or  morbid  deposits  on  the  capsule  of  the  lens.  Lateral 
illumination  and  ophthalmoscopic  investigation  are  needed  to  deter- 
mine the  nature  of  such  diseases. 

Pupillary  movements.  It  would  be  more  correct,  but  less  convenient, 
to  say  iris  movements. 

There  are  two  kinds  of  pupillary  motions.  The  independent  or 
direct,  produced  by  the  direct  influence  of  light  on  the  retina  in  its 
various  degrees  of  intensity.  The  associated  or  sympathetic,  which 
takes  place  in  one  eye  when  not  exposed  to  change,  in  harmony  to 
the  movements  produced  in  the  other  iris  under  alterations  in  the 
quality  of  light.  So  far  does  this  go,  that  a blind  eye  receives  the 
associated  action  from  its  sound  fellow.  In  testing,  then,  pupillary 
movements,  each  eye  must  be  examined  by  itself,  and  alternately 
exposed  to  light,  and  shaded. 


PUPILLARY  MOTIONS,  MYOSIS. 


935 


When  an  eye  is  blind  from  disease  of  the  retina,  or  of  the  optic 
nerve,  or  tract,  there  is  no  direct  or  independent  action  of  the  pupil. 
But  there  is  such  action  under  the  influence  of  light  if  the  retina 
and  the  nerve,  and  the  optic  tract  be  intact,  and  blindness  is  caused 
by  brain  lesion  posterior  to  the  corpora  quadrigemina. 

The  degree  of  motion  in  the  pupil,  and  the  consequent  amount  of 
change  in  its  dimensions,  varies  in  different  individuals.  In . some 
persons,  although  the  ocular  textures  are  unimpaired,  and  vision  is 

not  affected,  the  mobility  is  very  slight. 

Alternate  contraction  and  dilatation  of  the  pupil  may  occur  m 
hypersesthesia  of  the  retina,  and  in  hydrocephalus. 

Sluggishness  or  inactivity  of  the  pupil  from  intra-  or  extra-ocular 
disease  Is  that  with  which  we  are  often  concerned,  needs  to  be  studied  , 
and  the  cause  sought  out. 

I do  not  include  in  these  remarks  affections  of  the  pupil  from 
disease  of  the  brain  or  its  membranes,  nor  of  the  spinal  cord,  nor  from 
narcotic  poisoning. 

There  are  abnormal  dimensions  of  the  pupil. 

Persistent  contraction  of  the  pupil,  below  the  medium  size,,  or  myosis, 
is  noticed  in  Chapter  XVI.,  among  the  paralytic  affections  of  the 

eye. 

Respecting  paralytic  myosis,  I would  merely  add,  in  amplification 
of  what  I said  at  page  322,  of  any  morbid  condition  involving  the 
cervical  sympathetic,  causing  contraction  of  the  pupil,  that  I include 
injuries  of  all  kinds  inflicting  lesion  on  the  so-called  cilio-spinal 
region  5 see  my  remarks  at  the  upper  part  of  page  321,  conesponding 
to  the  anterior  roots  of  the  two  lowest  cervical,  and  the  six  upper 
dorsal  nerves,  Or,  according  to  Brown-Sequard,  even  to  the  ninth  or 
tenth. 

Among  such  injuries  are  extravasation  of  blood  in  the  spinal  cord, 
and  softening  of  the  cord  from  injury. 

All  my  remarks  refer  to  uncomplicated  cases,  where  the  pupillary 
contraction  is  the  only  effect  of  nerve  damage.  Complications  exist 
in  which  some  of  the  oculo-cranial  nerves  are  involved  as  well,  and  if 
the  third,  the  characteristic  contraction  may  be  modified. 

It  has  been  because  of  difficulty  in  seeing  near  and  distant  objects 
well  by  weak  illumination,  that  patients  have  come  to  me  with  this 
monocular  affection.  I have  not  observed  retina  lesion.  The  pupil 
has  not  been  very  small,  but  immoveable  under  light  or  shade.  To 
see  the  contrasted  effect  between  the  eyes  they  should  be  examined 
by  a feeble  light. 

Myosis  occurs  in  progressive  locomotor  ataxy.  Sometimes  it  is 
attended  with  slight  conjunctivitis.  The  contraction,  which  is  always 
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greater  than  in  any  other  form,  may  reduce  the  pupil  to  the  smallest 
possible  size,  and  so  powerfully,  that  it  resists  the  influence  of  bella- 
donna. During  a paroxysm  of  pain,  the  myosis  may  relax  a good 
deal.  Dr.  Badcliffe  has  published  two  cases  in  which  the  pupils 
opened  when  the  pain  reached  a certain  degree  of  severity,  and  had 
continued  for  a certain  time.  The  vision  is  usually  unaffected. 

Atropine  dilates  the  pupil  to  only  about  medium  size,  and  its  action 
is  very  transient. 

Calabar  bean  will  contract  the  pupil  still  farther,  and  sometimes  to 
a greater  degree  than  it  produces  in  a healthy  iris. 

Persistent  dilatation , or  mydriasis,  is  also  noticed  in  Chapter  XYI. 

The  activity  of  the  pupil  decreases  with  age,  and  so  does  the  size 
of  the  pupil,  and  this  is  in  a measure  compensative  for  the  slight 
loss  of  retinal  sentient  power,  as  the  refraction  of  the  eye  is  increased,  i 
since  only  the  centre  of  the  lens  is  chiefly  employed.  This  is 
assigned  as  a reason  why  some  old  people  who  required  spectacles 
for  close  work  are  able  to  dispense  with  them. 


Congenital  absence  of  the  iris.  Irideremia.  The  iris  is  wholly  absent. 
The  space  behind  the  cornea  is  uniformly  red,  or  of  an  orange  tint, 
the  effect  of  reflection  from  the  fundus  of  the  eye.  With  the 
ophthalmoscope,  the  margin  of  the  lens  and  the  ciliary  processes  are 
clearly  discernible. 

Partial  absence  of  the  iris.  A narrow  rim  only  of  the  iris,  or  a 
narrow  segment  of  a portion  of  it,  may  be  all  that  exists.  The 
circular  or  the  radiating  fibres  alone  may  be  absent.  Or  all  parts 
may  be  wanting  except  the  uvea. 

With  these  irregularities,  there  is  generally  associated  some  other 
defect  or  defects  about  the  eyeball,  .such  as  small  and  hazy  cornese, 
stellated  opacities  of  the  crystalline  lenses,  deficiency  of  the  ciliary 
processes.  Mystagmus  is  seldom  absent. 

Although  I have  never  seen  an  instance  of  this  affection  in 
which  there  was  not  impairment  of  vision,  or  a high  grade  of  hyper- 
metropia,  or  marked  intolerance  to  light,  many  are  recorded  with 
the  possession  of  acute  vision,  and  the  absence  of  any  subjective 
disturbance.  Stenopseic  spectacles  with  spherical  lenses  are  bene- 
ficial in  some  instances. 

Persistence  of  the  membra na  papillaris.  Whatever  may  remain  of 
the  membrane  is  attached  to  the  front  of  the  iris  near  the  pupil,  as  a 
raised  piece  with  a nodulated  border. 
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The  entire  pupil  may  be  covered  with  the  membrane  containing 
many  perforations,  or  partially  veiled.  Tags  may  float  in  it. 

The  only  two  cases  which  I have  recognised,  were  of  the  partial 
form.  In  one,  the  strip  of  membrane  had  an  attachment  to  the 
capsule  of  the  lens,  and  it  became  tense  or  relaxed,  as  the  pupil  was 
dilated  or  contracted. 


Adhesion  of  the  iris  to  the  capsule  of  the  lens,  the  result  of  iritis, 
is  often  mistaken  for  this  defect. 

Cleft  ins,  or  coloboma.  This  is  an  arrest  of  development,  by  which 
i the  foetal  fissure  of  the  eye  is  incompletely  closed,  and  the  halves  of 
the  iris  do  not  coalesce.  The  pupil  is  not  round,  but  passes  down- 
i wards  to  the  margin  of  the  cornea,  and  is  pear-shaped,  or  triangular. 

r ^0  fissure  may  be  inclined  to  one  side  or  the  other,  and  even 
be  horizontal  or  upwards. 

Theie  is  a paitial  coloboma,  in  which  the  fibres  of  the  iris  alone 
f are  defective,  the  uvea  being  intact,  and  another,  in  which  the  iris  is 
f merely  notched  at  the  pupil. 

Coloboma  is  generally  a double  affection,  although  not  then  neces- 
i sarily  a symmetrical  one.  Two  colobomas  may  exist  in  one  eye. 
Coloboma  of  the  choroidea  is  often  present  with  that  of  the  iris. 

# ^ sma^  coloboma  of  the  iris  may  not  perceptibly  interfere  with 
ft  vision.  But  when  associated  with  choroidal  fissure,  or  with  congenital 

1 defects  of  the  cornea,  or  with  the  capsule  of  the  lens,  the  sight  is 

* always  imperfect. 

Eccentric  pupils  have  been  met  with,  combined  with  malposition 

* of  the  crystalline  lens. 

Tremulous  ins.  This  state  is  fully  noticed  at  p.  348. 
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Inflammation  neither  begins  in  the  iris,  nor  is  ever  chiefly  con- 
fined to  it.  . So  if  the  term  “iritis”  be  used  to  convey  the  idea  of 
e ins  being  the  primary  inflammatory  seat,  or  ultimately  the 
ocusof  it,  the  part  m which. the  greatest  pathological  changes  occur, 
It  is  incorrect  But  unfortunately  it  is  so  used.  The  error  crept  in 
because  the  ins  is  fully  exposed  to  inspection,  and  when  inflamed 
in  consequence  of  its  high  organization  and  colour,  undergoes  many 
■narked  morbid  alterations,  while  the  tissues  associated  in  disease 
are  Inddcn,  and  their  symptoms  were  misunderstood. 

e urs  has  wide  anatomical  relations,  for  a description  of  which  I 
us  refer  my  reader  to  the  anatomical  introduction.  I will  merely 
\ lere  ia  5 w 11  0 ^ is  partially  connected  with  the  cornea,  it  is 
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really  a continuation  of  the  ciliary  body  and  the  choroidea,  the  so- 
called  uveal  tract,  in  which  direction  there  is  always  disease  when 
there  is  iritis.  The  retina  and  the  vitreous  body  participate  iu 
inflammation  of  the  uveal  tract,  and  the  sclerotica,  as  I have  shown 
m the  chapter  on  diseases  of  that  tunic,  reddens  when  the  coats  within 
it  are  preternaturally  vascular.  All  these  conditions  taken  together 
constitute  inflammation  of  the  eyeball,  and  it  will  be  found  that  my 
description  of  iritis  is  in  fact  an  account  of  developing  inflammation 
of  all  the  ocular  tissues  in  a particular  order,  with  a particular  course 
more  conspicuous  at  first  in  the  iris  and  its  immediate  region.  Then 
as  a consequence,  the  so-called  complications  of  iritis,  the  corneo- 
iritis,  the  irido-cyclitis,  the  irido-choroiditis,  and  the  irido-retinitis 
names  given  according  as  the  one  or  the  other  tissue  shows  the  most 
marked  implication,  are  but  extensions  of  the  same  attack  of  ocular 
disease,  and  are  never  absent  in  some  degree.  With  this  explanation 
and  understanding,  I adopt  the  above  classification. 

Symptoms  in  full,  of  iritis  in  general , in  or  about  their  usual  order 
of  development.  A sensation  of  discomfort  in  the  eyeball.  Hyper- 
emia of  the  anterior  sclerotic  zone.  A little  loss  of  the  acuteness 
of  vision.  Muscae.  Tenderness  or  soreness  of  the  eyeball  under 
pressure.  Alteration  in  the  colour  of  the  iris.  Sluggishness,  or 
limit  of  the  pupillary  movements.  Pain.  Intolerance  to  light,  and 
lacrymation.  General  and  intense  liypertemia  of  the  sclerotica,  with 
serous  effusion  in  the  ciliary  region  of  the  same  ; and  of  the  con- 
junctiva. Iris  exudation,  with  contraction  of  the  pupil,  and  pupillary 
adhesions  ; the  so-called  parenchymatous  changes.  Corneitis.  Febrile 
symptoms.  Considerable  impairment  of  sight.  Still  later,  intensity 
of  most  of  these  conditions,  with  purulent  deposits  about  the  iris. 
Swelling  of  the  eyelids,  particularly  of  the  upper,  with  redness  of  its 
edge.  Disorganization  of  the  eyeball,  with  softness,  to  which  atrojihy 
generally  supervenes. 

But  no  single  case  shows  all  these  signs.  Then  iritis  is  not 
a uniform  affection,  always  pursuing  a certain  course.  Variations 
occur,  sometimes  in  the  order  of  the  phenomena,  sometimes  in  their 
intensity,  and  it  may  be  in  the  very  existence  of  some  of  them.  On 
account  of  this  the  signs  of  the  disease  must  be  a little  discussed. 

Hyper  mm  ia  of  the  sclerotic  zone.  This  is  never  absent  in  sonic 
degree,  and  it  shows,  as  I have  said  above,  that  there  is  undue 
vascularity  of  the  ciliary  body  and  the  choroidea.  It  appears  as  a 
pale  pink  red  band  round  the  cornea,  deeper  coloured,  and  abruptly 
terminated  in  front,  gradually  shaded  off  behind,  the  equator  and 
posterior  part  of  the  eyeball  being  comparatively  clear.  It  increases' 
as  the  iritis  increases. 
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The  conjunctival  blood-vessels  soon  become  enlarged  towards  the 
anterior  paid  of  the  eyeball  as  the  iritis  progresses,  and  uniting  with 
those  of  the  sclerotica,  contribute  to  the  sclerotic  zone.  The  larger 
ones  are  readily  discernible  by  their  areolar  arrangement  and  scarlet 
colour,  from  those  of  the  sclerotica. 

The  hypersemio  zone  may  be  partial  rather  than  complete,  which 
is  due  to  the  internal  vascular  excitement  of  the  eyeball  being  more 
intense  in  one  direction  than  in  another. 

Dimness  of  sight  occurs  in  the  commencement  of  iritis.  I never  saw 
any  inflammation  of  the  eyeball  which  could  be  called  iritis,  without 
the  acuteness  of  sight  being  lost.  Not  as  is  generally  supposed 
from  the  adjusting  apparatus  being  out  of  gear,  nor  either  from  any 
changes  in  the  iris  itself,  but  from  decline  of  the  sentient  power  of 
the  retina,  or  from  alterations  in  the  fundus.  The  deterioration  is 
very  easily  ascertained  by  trying  the  patient  with  test  types. 

Full  directions  are  given  in  appropriate  places  for  ascertaining 
degrees  of  imperfection  of  sight. 

It  sometimes  happens  that  the  sclerotic  zone  is  marked,  while  the 
objective  iris  symptoms  are  hardly  enough  to  establish  the  presence 
of  iritis.  One  has  only  to  try  the  sight  to  determine  the  question. 
If  the  vision  be  misty,  and  there  is  loss  of  definition  in  association 
with  the  least  recent  iris  change,  including  the  slightest  sluggishness 
of  the  pupil,  iritis  exists.  On  the  contrary,  no  matter  how  red  the 
surface  of  the  eyeball  may  be,  if  vision  remains  acute,  there  is  no 
iritis.  Redness  under  such  condition  is  in  all  probability  due  to 
hyperaBinia  or  inflammation  of  the  conjunctiva. 

Tenderness  of  the  eyeball  under  pressure  can  arise  only  from  intra- 
ocular disease.  Tension  is  not  usually  present,  but  it  may  exist  in  a 
slight  degree.  I shall  refer  to  this  again. 

Alteration  in  the  colour  of  the  iris.  This  is  the  most  striking  out- 
ward characteristic  sign  of  iritis.  It  arises  at  first  from  hypercemia 
of  the  iris,  rather  than  from  proliferation  of  tissue,  when  only  the 
lustre  of  the  iris  is  lost  and  the  muscular  or  pupillary  movements  are 
scarcely  influenced.  Farther  alteration  in  colour  from  proliferation 
depends  more  on  the  degree  of  that  morbid  process  than  on  the 
natural  colour  of  the  iris.  The  student  should  remember  this,  and 
not  expect  any  definite  tint,  according  to  the  aspect  of  healthy  hides, 
farther  than  that  the  brighter  the  colour  of  the  iris,  the  more  marked 
will  be  the  acquired  hue.  With  the  loss  of  the  brilliancy,  the 
beautiful  fibrous  arrangement  is  confused  or  disappears. 

Coloration  then  of  the  iris  is  a valuable  guide  respecting  the 
presence  and  the  degree  of  disease,  when  the  inflamed  eye  can  be 
compared  with  its  fellow  which  is  sound.  Error  is  liable  if  such 
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comparison  cannot  be  made,  or  if  the  hides  are  naturally  dissimilar  in  J 
colour. 

I should  say  something1  about  anomalies  in  colour. 

Oue  iris  may  be  brown,  or  rust-coloured,  while  the  other  is  grev 
bluish-grey,  or  blue.  b ’ 

An  iris  may  be  parti-coloured,  half  brown,  and  the  rest  grey  or  , 
blue.  Or  the  colour  may  be  in  different  proportions. 

dhe  radiating  fibres  often  differ  in  colour  from  the  circular  ones. 

Dead  white,  generally  concentric  lines,  occur  near  the  margin  of  ' 
the  iris. 

A spotted  iris  is  the  commonest  anomaly.  The  spots,  or  pigmen- 
tations, seldom  exceed  the  size  of  a pin’s  head.  One,  or  several,  may  i 
exist.  According  to  Ruete,  these  spottings  would  seem  to  be  mere 
freaks  in  pigmentation.  He  says  that  in  infants  just  born,  the  uveal 
pigment  of  the  iris  is  developed,  while  that  destined  for  the  stroma 
is  not,  hence  all  babies  have  blue  eyes.  If  the  pigment  fail,  the  * 
iris  will  remain  blue,  and  only  get  lighter  as  the  iris  tissues  lose  their 
transparency.  If  it  be  scattered  and  scanty,  the  eye  is  of  a light 
grey-brown.  If  it  be  abundant,  the  eye  will  be  nut-brown,  and 
finally  deep  dark-brown.  The  parti-colouring  then  is  merely  irregular 
pigmentation.  Aristotle  mentions  the  fact  of  the  infantile  blueness,  . 
and  the  subsequent  change  to  the  proper  hue. 

The  adult  colour  of  the  iris  generally  corresponds  to  the  com- 
plexion of  the  individual  and  the  colour  of  the  hair.  In  fair  r 
complexions  and  light  hair,  the  iris  is  blue  or  grey,  or  of  some  light 
tint.  In  persons  of  dark  complexion  and  hair,  it  has  a deeper  shade,  , 
dark-grey,  brown  in  various  shades,  of  which  the  deepest  is  called 
black.  In  the  negro,  this  is  characteristic,  the  iris  being  so  very 
dark,  that  it  requires  close  inspection  to  distinguish  between  it  and 
the  pupil. 

Sluggishness  or  loss  of  pupillary  movements,  the  muscular  action  of 
the  iris  being  impaired  or  destroyed.  The  pupil  moves  sluggishly  at 
first  from  hyperoemia.  When  effusion  has  taken  place,  its  movements 
are  entirely  suspended.  The  method  for  testing  the  movements  are 
too  well  known  to  require  description. 

Pain  is  a variable  symptom,  and  does  not  occur  iu  proportion  to 
the  degree,  or  to  the  destructive  effects  of  the  inflammation.  It  is 
often  found  inconsiderable  in  severe  cases,  and  where  organic  changes 
of  the  most  injurious  nature  occur,  while  sometimes  it  is  most  dis- 
tressing in  less  acute  forms  of  disease,  and  in  which  alterations 
injurious  to  the  integrity  of  the  organ  do  not  at  first  attract  so  much 
attention.  It  is  not  necessarily  a prominent  symptom  of  inflamma- 
tion of  the  eyeball.  In  many  cases  it  can  scarcely  be  said  to  exist 


, at  all.  In  character,  it  is  the  throbbing,  intense,  dull  pain  of  inflam- 
) matory  tumefaction,  soiuetimes  caused  by  cough  and  sneezing,  or 
any  other  effort  which  influences  circulation  through  the  respiratory 
j'  organs.  It  differs  from  the  pain  of  an  inflamed  conjunctiva,  which 
i is  hot  and  scalding,  like  that  of  cutaneous  inflammation. 

5 Intolerance  to  light  and  tacryvnation.  There  is  generally  some,  and 
often  considerable,  intolerance  in  the  beginning  of  inflammation,  and 
in  its  early  progress,  together  with  increased  lacrymation,  the  tears 
, flowing  freely  on  exposure  of  the  eye  to  light. 

General  and  intense  hypercemia  of  the  sclerotica  ; with  serous  effusion 
in  the  ciliary  region  of  the  same  ; and  of  the  conjunctiva.  This  shows 
a greater  degree  of  inflammation  of  the  interior  of  the  eyeball,  and 
especially  of  the  uveal  tract.  When  the  surface  redness  is  at  its 
height  all  the  external  vessels  of  the  eyeball,  including  those  of  the 
/Conjunctiva,  participate  m the  irritation,  and  give  to  its  visible 
surface  a uniform  fiery  redness.  Now  all  parts  of  the  conjunctiva 
inflame. 

Iris  exudation  with  contraction  of  the  pupil  and  pupillary  adhesion. 

IAt  this  stage,  quantities  of  neoplastic  elements  are  thrown  out,  most 
of  which  is  visible  to  the  naked  eye.  They  may  be  thus  classed  : 
Pupillary  excrescences  or  fibrinous  exudations.  These  are  for  the 
most  part  scattered  about  the  pupillary  region  of  the  iris,  as  exuda- 

f ions  in  the  proper  stroma  of  the  iris,  and  perforating,  come  in 
sontact  with  the  capsule  of  the  lens,  to  which  they  adhere,  consti- 
tuting synechia  posterior.  But  they  may  be  deposited  about  the 
/body  or  the  marginal  portion  as  well. 

The  well-known  tendency  of  the  exudation  to  be  particularly 
■marked  at  a part  only  of  the  iris  has  induced  some  surgeons  to 
jsuppose  that  the  iris  may  partially  inflame.  All  of  it  inflames,  while 
the  pathological  changes  are  more  seen  in  patches. 

Exudation,  as  I have  said,  is  incompatible  with  pupillary  action  or 
-.movements.  As  there  cannot  be  developed  iritis  without  exudation, 
:here  can  be  no  natural  pupillary  action  where  there  is  iritis. 

Pupillary  contraction  is  due  to  swelling  from  the  hypercemia,  the 
ierous  effusion,  and  the  proliferation,  and  increases  with  the  progress 
of  the  affection.  It  changes  the  figure  of  the  opening,  rendering  it 
ingular,  or  otherwise  irregular,  and  sometimes  eccentric. 

The  synechia  may  be  partial  or  complete.  The  ties  or  exudation 
bounds  causing  the  synechia  may  be  very  slight  and  few,  of  a greyish 
colour,  and  difficult  to  be  seen,  requiring  oblique  illumination  for 
: heir  demonstration ; or  large,  pigmented,  and  very  apparent. 

The  terms  partial  and  complete  closure  of  the  pupil  are  used  synony- 
mously with  partial  and  complete  synechia.  With  the  latter,  the 
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pupillary  space,  for  the  term  is  still  applicable,  is  generally  nearly  or 
quite  tilled  by  a thin  pseudo-membrane  more  or  less  continuous  with 
the  excrescences  or  exudations,  and  attached  to  the  capsule  of  the 
lens,  which  destroys  its  clear  black  colour,  and  gives  it  a dull  cloudy 
appearance ; or  one  so  thick  that  it  stands  up  like  a plug. 

A word  more  about  synechia,  which  means  continuity  or  keeping 
together,  and  is  applied  to  adhesion  of  the  iris  to  the  capsule  of  the 
lens,  or  to  the  cornea.  In  the  former,  it  is  distinguished  as  synechia 
posterior,  and  is  said  to  be  circular,  partial  or  complete,  when  only  the 
pupillary  edge  is  tied  down,  in  part  or  in  whole,  and  total,  when 
the  back  of  the  iris  is  glued  to  the  capsule  of  the  lens  as  well.  In  the 
latter  as  synechia  anterior.  Now  this  anterior  is  usually  pjroducedby 
the  iris  prolapsing  through  a breach  in  the  cornea,  or  adhering  to 
such  or  to  oicatritial  material.  When  produced  by  iritis,  the  circum- 
ference only  of  the  iris  adheres  to  the  inflamed  cornea. 

When  complete  synechia  posterior  has  occurred,  the  ills  is  neces- 
sarily much  disorganized,  and  its  natural  striated  appearance  is 
for  ever  lost,  and  it  is  slate  coloured.  It  bulges  in  a circle,  or  in 
pouches,  and  may  even  touch  the  cornea,  from  the  pressure  of  the 
aqueous  humour  posteriorly,  for,  be  it  remembered,  the  chambers 
no  longer  communicate. 

Granulations,  or  fibrinous  infiltrations.  These  swell  the  iris  and 
make  it  spongy  and  prominent.  They  are  neoplastic  nuclei  and  cells 
pervading  the  entire  iris.  They  are  mostly  apparent  on  the  anterior 
surface,  and  are  rarely  raised  in  relief.  On  the  posterior  surface « ! 
they  are  very  rare. 

Gummy  tumours.  Nodules,  identical  with  the  syphilitic  gummy 
tumours,  as  described  by  Yirchow,  in  other  parts  of  the  body,  by 
which  the  organic  iris  muscular  fibres  are  destroyed.  They  are 
chiefly  near  the  pupillary  margin,  and  are  elevated,  single  or  many, 
partially  or  quite  surrounding  the  pupil,  separate  or  confluent.  They 
are  very  vascular,  and  the  vessels  which  are  readily  seen  give  each 
nodule  a reddish,  or  yellowish  grey,  or  cinnamon,  or  tan  colour. 
Haemorrhage  may  proceed  from  them. 

When  the  iris  undergoes  any  of  these  changes,  its  natural  blood- 
vessels enlarge.  The  veins  can  often  be  seen. 

Corneitis.  This  scarcely  appears  in  the  early  stage  of  iritis,  but 
comes  on  later,  and  in  the  form  of  diffuse  or  parenchymatous  corneitis, 
with  the  effects  on  the  posterior  elastic  lamina  well  marked. 

Febrile  symptoms.  There  is  great  dissimilitude  in  the  degree  of 
constitutional  disturbance.  The  most  acute  form  of  iritis  is  attended 
with  severe  pyrexia,  high  temperature,  headache,  restlessness,  and 
want  of  sleep,  pulse  full  and  strong,  tongue  white,  thirst,  loss  of 
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appetite,  oostiveness.  Often,  however,  such  symptoms  exist  only  in  a 
slight  degree,  or  are  entirely  wanting. 

The  considerable  impairment  of  sight,  of  the  increased  disease,  is  a 
fact  which  never  escapes  even  the  patient’s  attention.  The  physical 
conditions  which  induce  it  are,  retinal  inflammation,  haziness  of 
the  vitreous  humour,  deposits  ou  the  capsule  of  the  crystalline  lens, 
corneitis.  The  presence  of  the  first  two  may  always  he  inferred, 
when  either  or  both  of  the  last  two  are  absent.  Or  in  other  words,  if 
the  pupil  be  clear  enough  for  sight,  and  there  is  no  sight,  the  fault  is 
posterior. 

Pits,  or  corpuscular  lymph,  in  connection  with  the  inflamed  iris, 
may  exist  as  a thin  surface  formation,  which  is  quickly  thrown  off 
and  gravitating  in  the  anterior  chamber  constitutes,  along  with  other 
inflammatory  products  of  the  aqueous  chamber,  hypopion.  The 
amount  of  this  may  be,  from  only  the  least,  enough  just  to  be 
recognised,  to  that  sufficient  to  fill  both  the  chambers  of  the  eye.  It 
may  be  thrown  into  the  posterior  chamber  from  the  posterior  part  of 
the  iris,  rise  through  the  pupil,  and  enter  the  anterior  chamber.  Or 
it  may  appear  like  infiltration  in  the  iris,  or  in  patches,  and  in  either 
case  streaked  with  pigment  or  extravasated  blood.  These  forms  of 
deposits  may  occur'  on  the  capsule  of  the  lens. 

Swelling  of  the  upper  eyelid  never  occurs  except  in  the  most  severe 
cases  of  iritis.  It  therefore  unequivocally  indicates  the  severity  of 
the  intra-ocular  inflammation. 

Some  forms  of  iritis  are  more  rapid  in  their  progress  and  more 
active  in  their  operation  than  others.  In  the  rapidity  or  slowness 
of  the  developing  inflammation,  if  extremes  be  taken,  there  is  differ- 
ence in  time  as  to  days,  weeks,  or  even  months.  It  is  of  clinical 
importance  to  know  when  the  activity  has  ceased,  and  decline  has 
commenced. 

Capsulo-lenticular  cataract  is  no  uncommon  association  with  iritis, 
attended  by  exudation  on  the  capsule  of  the  lens. 

After  this  general  account  I must  speak  of  varieties. 

Acute  and  sub-acute  iritis.  Cases  differ  very  much  in  the  severity  of 
the  symptoms,  the  rapidity  of  their  progress,  and  their  entire  dura- 
tion. Serious  mischief  may  occur  in  a few  days,  or  weeks  may  elapse 
without  permanent  change  of  structure  or  injury  of  sight ; and 
although  there  are  numerous  gradations,  to  which  we  cannot  give 
names,  there  is  enough  to  mark  the  difference  of  character  between 
acute  and  sub-acute  inflammation.  In  the  former  there  is  the  bright 
external  redness  of  the  eyeball,  with  great  distention  of  the  blood- 
vessels, and  perhaps  chemosis,  rapid  and  general  change  of  iris 
colour,  contraction  of  the  pupil,  effusion  into  its  aperture,  dulness  of 
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the  cornea,  loss  of  sight,  agonizing  pain  in  the  eye,  severe  headache 
considerable  fever,  want  of  sleep,  and  restlessness.  In  the  latter  the 
disease  arises  slowly,  there  is  but  the  faintest,  scarcely  to  be  detected 
sclerotic  zone,  without  hypersemia  of  the  conjunctiva,  the  plastic 
effusions  occur  with  slight  vascular  disturbance,  with  scarcely  any 
pam,  and  vision  becomes  impaired,  or  even  lost,  before  the  existence 
ol  the  malady  is  discovered.  Perhaps  it  is  recognised  by  accident. 

Acute  and  chronic  iritis.  So  long  as  the  inflammatory  symptoms 
increase,  I speak  of  acute  disease.  When  these  abate,  and  I have 

before  me  chiefly  the  effects  of  them,  I then  speak  of  chronic 
disease. 

Long  persistence  of  some  amount  of  redness  of  the  sclerotica  and 
conjunctiva  is  not  unusual.  Months  may  pass  before  the  blood- 
vessels assume  their  natural  calibre. 

Chronic  iritis,  even  of  the  most  typical  form,  carries  this  signifi- 
cance, that  while  it  endures,  if  the  patient  be  exposed  to  causes 
usually  inducing  inflammation  of  the  eyeball,  there  is  likely  to  be 
reproduction  of  pain  and  other  symptoms,  and  a relapse  to  the  acute 
form. 


IDIOPATHIC  IRITIS. 


I apply  this  name  to  a very  rare  form  of  iritis,  because  there  is  not 
connected  with  it  any  recognisable  pre-existing  or  co-existing  con- 
stitutional disorder,  except  that  of  debility.  Yet  I am  not  satisfied 
with  it,  because  it  carries  merely  the  significance  of  ignorance,  nor 
am  I with  that  of  serous  iritis,  which  is  sometimes  applied. 

The  symptoms  are  much  hypersemia  of  the  sclerotica  and  of  the 
conjunctiva,  with  marked  loss  of  acuteness  of  sight,  which  is  accounted 
for  by  the  condition  of  the  retina,  and  slight  loss  of  colour  of  the  iris. 
The  entire  cornea  inflames,  and  its  surface  loses  its  polish  and  gets 
steamy.  At  this  stage  the  case  is  apt  to  be  a puzzle,  for  the  eyeball 
is  certainly  tenser  than  natural,  which  condition,  with  the  steamy 
cornea,  looks  like  sub-acute  glaucoma.  Then,  too,  there  is  but  little 
proliferation  in  the  iris,  and  the  pupil,  although  inactive,  contracts 
but  very  little,  or  may  even  dilate  somewhat,  and  no  pupillary 
excrescences  tie  it  down.  Iris  adhesions  do  occur,  but  they  are 
between  the  posterior  part  of  the  pupillary  margin,  the  uvea,  and  the 
capsule,  yet  only  partially,  and  so  slightly  that  they  readily  break 
away,  and  leave  their  marks  as  pigment  clots  on  the  capsule. 

On  the  other  hand,  as  opposed  to  glaucoma,  the  pathological 
changes  in  the  posterior  elastic  corneal  lamina  are  well  marked. 
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The  chambers  are  enlarged  through  augmented  aqueous  humour, 
which  fluid  becomes  turbid  through  exudation.  Then  pain  is  not  a 
prominent  symptom. 

The  corneitis  is  generally  the  most  persistent  symptom.  The 
second  eye  is  very  apt  to  be  attacked.  Relapses  occur.  The  cornea 
mostly  bears  some  indelible  damage,  in  the  form  of  opacity,  chiefly 
interstitial. 

The  disease  attacks  young  persons,  and  lasts  for  months. 


SYPHILITIC  IRITIS  IN  THE  ADULT. 

This  is  a consequence  of  syphilitic  infection  of  the  system  from 
syphilitic  inoculation,  appearing  generally  in  the  constitutional  state 
of  the  disorder.  It  may  however  occur  before  the  primary  sore  has 
healed,  and  may  be  the  only  after  effect.  But  it  is  usually  accom- 
panied by  some  or  many  of  the  sequelae,  such  as  the  papular,  the 
scaly,  the  tubercular,  and  the  pustular  forms  of  skin  eruption,  or 
ulceration  of  the  mouth  and  throat,  or  pains  in  the  limbs,  and 
periosteal  inflammation,  or  swelling  of  the  lymphatic  glands  about 
the  neck,  axilla,  or  inguinal  region. 

Diagnosis  of  the  acute  form , as  gathered  from  the  eye  symptoms. 
It  usually  appears  with  the  tertiary  sequelae.  Very  early  there  is 
much  loss  of  acuteness  of  sight.  The  sclerotic  zone  is  but  faintly 
marked,  and  the  iris  is  merely  hyperaemic.  Vision  gets  worse  faster 
than  the  surface  of  the  eyeball  reddens. 

The  iris  soon  shows  more  inflammatory  activity,  more  plastic 
effusion,  by  which  the  pupil  is  contracted,  is  more  tied  to  the  capsule 
of  the  lens,  is  more  irregular  and  more  displaced,  than  in  any  other 
form  of  iritis.  Here  only  is  that  excess  of  exudation  by  which  the 
chambers  may  be  nearly  filled,  or  that  deposit  of  it  on  the  circum- 
ference of  the  iris,  anteriorly  or  posteriorly,  so  as  to  bulge  the  cornea, 
or  to  bulge  the  sclerotica  and  form  a tumour  under  the  conjunctiva.’ 
Here  only  do  we  get  the  gummy  tumours  round  about  the  pupil 
which  are  found  only  in  syphilis.  ’ 

Ilypopion,  either  primary  or  secondary  from  abscess  of  the  iris 
rarely  occurs  except  in  persons  who  are  much  debilitated. 

The  cornea  may  keep  clear  in  some  of  the  worst  cases.  When 
corneitis  does  appear  it  is  of  the  punctiform  kind,  and  opacity  of  the 
posterior  elastic  lamina  is  very  marked. 

The  aqueous  humour,  which  is  rarely  free  from  exudation,  soon 
becomes  yellow  and  albuminous,  like  the  fluid  of  hydrocele,  and 
misleads  one  as  to  the  true  colour  of  the  iris.  The  supposed  green 
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iris  is  tho  effect  produced  by  this  fluid  on  an  iris  which  retains  any 
blueness. 

The  vitreous  humour  very  soon  gets  cloudy,  and  filaments  and 
shreds  float  freely  about  in  it  as  the  effect  of  inflammation. 

The  retina  shows  specific  inflammatory  changes  which  are  spoken 
of  elsewhere. 

Pain  is  chiefly  in  the  eyeball.  It  rarely  occurs  in  the  day,  but 
comes  on  in  the  evening,  or  soon  after  going  to  bed,  intensifies, 
prevents  rest,  and  lessens  towards  morning.  Where  it  is  constantly 
present,  there  is  marked  exacerbation  at  night. 

In  the  subacute  form,  which  usually  appears  during  the  papular  and 
scaly  eruptions,  there  is  marked  modification  in  the  developing 
inflammation,  and  in  its  results.  The  plastic  tendency  is  slight,  the 
exudation  very  meagre,  and  the  gummy  tumours  are  wanting.  The 
sclerotic  zone  may  be  a mere  narrow  pink  blush. 

The  mildness  of  the  symptoms  might  induce  a doubt  respecting 
the  specific  nature  of  the  affection.  The  constitutional  history  of: 
syphilis,  if  clearly  made  out,  will  disperse  the  doubt.  A difficulty 
might  arise  in  proving  syphilitic  inoculation,  because  females  have 
primary  sores  without  knowing  it,  and  a man  may  be  inoculated  in 
his  urethra,  and  attribute  his  syphilitic  symptoms  to  gonorrhoea. 

Syphilitic  iritis  seldom  relapses.  A single  attack  is  apt  to  damage 
the  sight.  One  eye  frequently  escapes.  Both  may  be  attacked  at 
once,  or  the  one  after  the  other. 


RHEUMATIC  IRITIS. 

This  is  the  most  frequent  form  of  iritis  I meet  with  in  private 
practice.  There  is  the  history  of  previous  general  rheumatism,  or 
the  existence  of  such.  Or  the  rheumatic  diathesis  prevails,  indicated  ! 
by  transient  shifting  pains,  brief  febrile  paroxysms,  and  impaired  l 
gastric  and  renal  functions.  When  the  exception  occurs,  general  | 
rheumatism  follows  the  iritis  in  a few  days. 

The  eye  symptoms.  Subacute  rather  than  acute  vascular  action. 
Much  intolerance  to  light,  with  marked  redness  of  the  eyeball.  The 
surface  is  dull  red  ; this  arises  from  the  conjunctival  vascularity,  which 
is  very  prominent,  rather  obscuring  the  sclerotic  zone.  Added  to 
which,  as  the  disease  is  nearly  always  in  adults,  or  elderly  persons, 
the  sclerotic  zone  would  be  less  vivid  than  in  those  under  adult  oge. 
Yet  there  is  nothing  sufficiently  distinctive  in  such  vascularity  as  to 
make  it  alone  a true  criterion  of  rheumatic  iritis.  Early  but  not 
extensive  implication  of  the  intra-ocular  tissues,  the  retina  especially 
escaping,  so  that  the  imperfection  of  vision  is  at  first  slight. 
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The  iris  is  dull.  The  surface  change  is  not  very  apparent  beyond 
the  loss  of  colour  and  swelling,  and  an  untutored  observer  may  fail 
to  detect  auy  alteration.  There  is  loss  of  sharpness  of  outline  of  the 
pupil,  which  is  contracted.  A small  amount  of  exudation  occurs  at 
the  pupillaij  margin,  and  synecliice  posterior  ensues. 

The  vitreous  humour  soon  becomes  hazy,  and  shuts  out  a view  of 
the  fundus  of  the  eye. 

Hypopion  is  very  rare. 

llic  nature . ot  the  pain  and  its  extension  to  secondary  parts  is 
peculiar  to  this  affection.  Generally  at  the  commencement  it  is  in 
the  head,  although  it  sometimes  also  affects  the  eyeball  itself.  It 
is  usually  most  severe  in  the  temple  of  the  affected  side.  It  often 
involves  the  eyebrow,  the  cheek-bone,  the  teeth,  or  the  lower 
jaw.  Sometimes  it  is  precisely  confined  to  one-half  of  the  head  and 
sometimes  it  attacks  the  interior  of  the  nose,  or  of  the  ear  Where- 
ever  these  pams  occur,  they  are  more  of  a dull,  agonizing  kind,  than 
acute.  They  may  be  unceasing,  but  in  most  cases  they  remit  the 
paroxysms  coming  on  at  four,  six,  or  eight  o’clock  in  the  evening 
continuing  most  severely  during  the  night,  and  abating  towards 

In  chronic  eases,  in  addition  to  the  ocular  surface  redness  of  iritis 
icre  are  large  tortuous  blood-vessels,  derived  from  the  vessels 

1 ° uT  reCtl  mUS?les’  'vWcl1  iu  a Physiological  state  are 
deplotel  i.  Pr0dU01Dg  tte  mOTbid 


Fig.  279. 


a i!dd?r- iS  alTu  "•  11 10868  its  l)0li8h’  is  Pervaded  by 

Idy  haziness  which  soon  obscures  the  iris.  These  pathological 

changes  are  superficial  rather  than  interstitial  ° 

conlrf  fr°th  C°IIeCtS  0U  th°  6dgeS  °f  the  ^elids  “d  at  their 

There  is  a tradition  about  the  presence  of  a grey  or  ash-coloured 

3 i>  2 


048 


DISEASES  OE  THE  I1US. 


ring,  partial  or  complete,  immediately  around  the  cornea.  The  ring 
may  appear  in  any  form  of  iritis,  and  depends  on  an  anatomical 
variety  in  tho  eye.  Where  the  corneal  tissue  passes  obliquely  into 
that  of  the  sclerotica  and  overlaps  it,  the  blood-vessels  of  the  sclerotic 
zone  do  not  advance  close  to  the  iris,  and  the  intervening  strip  of 
cornea  appears  as  a ring.  Where  the  junction  is  short  and  sharp, 
the  zono  passes  right  up  to  the  iris,  and  there  is  no  ring. 

Both  eyes  are  usually  attacked  sooner  or  later. 

The  tendency  for  rheumatic  iritis  to  return  after  it  has  quite 
passed  away,  is  the  worst  feature  of  the  complaint.  Again  and 
again  does  it  relapse,  even  through  a long  life,  so  that  a patient 
might  tell  of  his  tenth,  fortieth,  or  fiftieth  attack. 

The  acuteness  of  vision  may  he  restored  after  each  attack  of  the 
iritis,  although  the  visual  field  gets  progressively  limited  on  account 
of  the  pupil  area  being  reduced  by  circular  exudation  spreading  from 
the  pupil,  till  at  last  the  aperture  is  closed.  It  is  astonishing  what 
mere  pinholes  of  pupils  suffice  for  vision,  particularly  if  the  lateral 
light  is  shut  out.  It  comes  then  that  the  rheumatic  eyes  are  spoiled 
by  the  closing  of  the  pupil,  rather  than  by  disease  of  the  tissues  I 
posterior  to  the  iris. 

There  is  no  form  of  inflammation  of  the  eye  which  has  been  so  I 
much  unnecessarily  classified  as  iritis.  Even  my  division  of  it,  ex- 
presses merely  modifications  of  the  same  disease,  for  the  nature  and 
the  effects  of  the  disturbance  in  each  class,  are  nearly  the  same.  On  f 
this  account,  the  local  appearances  do  not  always  enable  us  readily 
to  say  under  which  variety  a case  should  be  placed,  and  the  history  ' 
and  concomitant  circumstances  must  be  taken  as  the  guide.  Whereby 
it  turns  out  that  the  difference  is  in  the  exciting  cause,  and  not  in  the 
malady. 


I have  not  been  able  to  satisfy  myself  that  the  eyeball  is  ever  the 
primary  seat  of  gouty  inflammation,  or  becomes  inflamed  in  conse- 
quence of  the  gouty  diathesis  in  the  system,  acquired  or  hereditary. 
That  which  has  been  described  under  the  head  of  gouty  inflamma- 
tion by  the  old  authors,  is  a jumble  of  rheumatic  inflammation  and 
subacute  glaucoma. 


Erom  my  own  observation  I am  not  aware  that  the  interior  of 
the  eyeball  ever  inflames  as  an  effect  of  gonorrhoea.  In  looking  ■ ! 
over  reports  of  alleged  cases,  I am  inclined  to  class  them  under  two  i 
heads  : first,  diffuse  or  parenchymatous,  and  punctifonn  corneitis  w ith 
some  implication  of  the  post-corneal  tissues  ; secondly,  rheumatic 
iritis. 
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Traumatic  iritis  is  described  as  the  inflammation  which  arises  from 
the  impaction  of  foreign  bodies  in  the  eyeball,  from  the  presence  of 

oV^reTothir0’W  frm  a SUrsi0al  wound>  removal 

oi  cataract,  etc.  in  an  acute  case  everv  Hsq11q  . 

inflamed  to  the  utmost,  according  to  its  LaT,W'  ‘'“Y^  18 

tion  of  the  cornea,  or  within  the  evehalT  ’ 8U.PI>lU'a' 

unknown  in  the  conditions  which  X speak  of ’as Tritk  a eilUmu'tWn 

tio^rltrmT6-^  ‘,he  COnJUnctival  inflammation  in  associa- 
tion with  rheumatic  intis,  has  induced  some  surgeons  to  suppose 

that  the  addition  constitutes  enough  difference  to  require  timid 

mission  or  recognition  of  another  genus  of  the  disease  und  r te 

opWhaW 1 “ reeo8W  auy 

Principles  for  the  treatment  of  iritis  Wliprp  flm 
hdl  and  acute,  local  blood-letting  by  leeohl^r 

rt;  mtrif' temph - 

ciisif  ?enefitded'  DoUl,t  may  arise  as  t0  the  admisiMitJrfhin 

e^en/e  of  p’ain 

The  exalted  temperature  of  the  eye  and  the  surrounding  parts 
caused  by  the  accumulation  of  heat  in  the  blood,  an  injures  state 

must  bereft  f appUeatiou  of  “Id,  the  degree  of  which 

said  thattl „ dlnlcal  fpenence  t0  determine,  but  this  may  be 
d that  the  cold  is  useful  so  long  as  it  gives  comfort,  and  preiu 

^w^jr0888  acMn8  or  si”s’ aud  **  Wis 

also tSoaU4g  the  Vi°lenCe  °f  ‘lle  iaflam“a«»>  reduce 
Briglit  light  should  be  excluded  from  both  eyes. 

In  the  less  acute  forms  of  inflammation,  shorter  measures  of  these 
ocal  therapeutics  suffice,  or  the  first  of  them  may  be  omitted 

asfntial.  Bodily’  “euta1’  aud  ocular  rest,  are 

When  there  is  plastic  exudation  about  the  iris,  which  is 
iiccompamed  by  plastic  exudation  within  the  evebah  mm-  Vl  'i 
oe  given,  of  the  efficacy  of  which  in  facili!^ 

My  assured,  after  experimenting  very  much  with  and  without  it 
elyeInot°hc °hm?1  ob8el-™ti°u.  On  it  we  must  chiefly 
lonitions  eX°1US,0n  °f  aUxiliaries  t0  ““t  outlying 

Some  cases  of  subacute  iritis  may  get  well  of  themselves  without 
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any  treatment,  or  with  antiphlogistics  short  of  mercury,  so  tliat  the 
eye  is  restored  without  any  appreciable  damage  to  the  sight,  although 
marks  of  the  iritis  may  remain.  But  when  acute  cases  are  left  alone 
or  are  treated  without  mercury,  they  usually  end  in  conditions  inju- 
rious to  the  vision,  such  as  contraction  and  adhesion  of  the  pupil, 
obstruction  of  the  pupil  area  by  adventitious  membrane,  damage  to 
the  retina,  and  loss  of  sight. 

It  is  my  experience,  then,  that  acute  iritis  in  general,  and  the 
syphilitic  form  in  particular,  may  be  most  advantageously  treated  by 
the  combined  or  successive  employment  of  antiphlogistic  measures 
and  mercury,  or  by  mercury  alone.  And  that  while  such  a plan  will 
give  the  quickest  relief,  it  will  more  effectually  arrest  the  inflamma- 
tion than  any  other  known  means,  and  afford  the  greatest  security 
against  the  return  of  the  disease.  I never  accept  any  case  which  is 
shown  to  me  as  evidence  of  the  high  value  of  the  non-mercurial  plan, 
if  I detect  the  least  damage  to  the  eye,  objectively  or  subjectively. 

Our  ignorance  of  the  essential  nature  of  syphilis,  as  also  of  the 
modus  operandi  of  mercury,  ought  not  to  be  enough  to  induce  us  to 
exclude  mercurial  treatment,  when  we  have  clinical  and  rational  proof 
of  its  therapeutic  value.  Yet  we  should  err  if  we  make  au  abstraction 
of  the  disease  syphilis,  consider  mercury  to  be  the  antidote,  and 
ignore  other  curative  measures. 

The  usual  formula  which  I prescribe  is  this : 

R Hyd.  c.  creta,  gr.  ij. 

Ext.  hyoscy.,  gr.  iijss. 

to  be  taken  in  a pill  once,  twice,  or  thrice  a day,  according  to  the 
severity  of  the  inflammation.  I avoid  purgation,  or  depression,  by 
lessening  the  frequency  of  the  taking,  or  altering  the  proportions,  of 
the  pill.  This  plan,  while  it  has  the  advantage  of  tentative  adminis- 
tration, is  less  likely  to  disturb  the  appetite,  or  depress,  or  produce 
local  irritation,  than  any  which  is  practised.  Therefore,  as  a ride,  it 
can  be  employed  with  less  regard  to,  but  not  to  the  ignoring  of,  indi- 
vidual peculiarities,  diversity  of  constitution,  and  state  of  bodily 
power.  It  is,  too,  in  public  practice  the  best  suited  for  out-patients, 
who  are  always  less  advantageously  treated  as  such,  and  cannot  be 
closely  watched. 

There  is  no  proof  that  the  hydrargyri  perchloridum,  or  the  hydrar- 
gyri  iodidum  rubrum,  is  more  applicable  than  the  hydr.  c.  creta. 

It  is  most  probable  that  so  long  as  the  mercury  is  absorbed  into 
the  blood,  no  matter  how  it  gets  there,  its  action  is  the  same. 

Inunctions  and  fumigations  of  mercury  have  each  advantages, 
on  the  score  of  not  irritating,  but  the  difficulty  of  regulating  the 
mercurial  action  of  both,  and  of  applying  the  second,  render  them 
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loss  applicable  for  practice.  Either  may  be  used  when  mercury 
cannot  be  borne  by  the  stomach. 

I continue  to  give  the  mercurial  pill  till  I see  reduction  in  the 
sj  mptoms.  I hat  is  till  the  redness  of  the  eye  diminishes,  and  the 
exudation,  of  whatever  form  it  may  have  been  effused,  is  removed, 
dill  vision  is  nearly  or  quite  restored.  Till  the  iris  is  acted  upon  by 
atropine,  and  its  colour  has  returned. 

In  most  cases  of  iritis  which  I see,  the  period  for  beneficial  blood- 
letting has  passed  away,  and  also  nearly  that  for  the  use  of  cold,  the 
opportunity  for  the  mercury  alone  remaining. 

Ihe  use  of  atropine  does  not  in  my  opinion  possess  more  than 
mechanical  advantages.  If  the  pupil  could  be  kept  dilated  during 
iritis,  adhesion  of  the  iris  to  the  capsule  of  the  lens  might  often  be 
prevented,  but,  unfortunately,  in  the  very  form  of  inflammation  in 
which  dilatation  would  be  so  beneficial,  the  iris  is  too  much  infil- 
trated to  act.  The  application  of  atropine  from  the  very  commence- 
ment of  the  inflammation  will  not  stay  the  inflammatory  action  in 
the  iris,  a part  only  be  it  remembered  of  the  disease  of  iritis.  Yet 
I employ  it  as  soon  as  I see  my  patient,  because  it  affords  me  correct 
information  of  the  iris  returning  to  health,  in  dilatation  of  the  pupil, 
01  whatever  portion  of  it  may  be  free.  The  pupil  is  not  always  tied 
closely  to  a deposit  of  lymph  which  fills  its  area.  Only  a few  adhe- 
sions may  pass  between  them,  in  which  case  irregular  pupillary 
dilatation  to  some  extent  is  possible,  and  a sufficiently  clear  space 
may  be  so  got  for  useful  vision. 

There  can  be  no  inflammation  of  the  iris  if  the  pupil  can  be 
artificially  dilated.  A surgeon  who  has  doubt  about  the  presence  of 
iritis  may  safely  use  this  test. 

It  is  interesting  to  see  how  the  pupil  expands  irregularly,  even 
where  there  is  no  adhesion,  as  this  or  that  section  of  the  iris 
successively  gets  healthy,  till  at  last  the  dilatation  is  quite  round. 
During  this  mode  of  return  to  health,  the  infiltrated,  and  as  yet  not 

acting  ms  fibres,  are  apt  to  be  mistaken  for  points  of  adhesion,  which 
ultimately  are  detached. 

I employ  the  atropine  also  to  break  through  or  lengthen  any 
hdluem^d  ^ a^ac^meu^s’  which  are  capable  of  being  so 

V„i?„wintvtal  ST0nS  pr°P°und  the  ‘W  that  atropine  is  a most 
valuable  therapeutic  agent,  and  enumerate  among  its  advantages, 

sedative  effects,  rest  to  the  ms  by  suspending  its  movements,  as  if  an 

mflamed  ms  ever  moved.  The  lessening  of  intra-ocular  pressure,  by 

which  the  circulation  of  the  eye  is  relieved,  and  an  antiphlogistic 

effect  produced.  They  prescribe  it  three  or  four  times  stronger  than 
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ever  ^ employ  it ; I find  two  grains  to  an  ounce  of  water  sufficient, 
and  direct  it  to  be  employed  from  ten  to  twenty  times  a day.  I have 
watched  this  practice,  and  could  not  fail  to  notice  how  frequently  it 
has  produced  marked  symptoms  of  poisoning,  as  well  as  those  of 
catarrhal  inflammation  of  the  conjunctiva,  and  severe  cutaneous 
erysipelas  of  the  face.  Still  this  practice  is  becoming  extremely 
popularized  in  England  as  a fashion.  For  scattered  hints  respecting 
atropine,  I beg  to  refer  to  the  index. 

Treatment  of  the  varieties  of  iritis.  Eor  the  idiopathic  form  of 
iritis,  I give  the  least  mercury  and  resort  very  early  to  preparations 
of  iron,  in  doses  according  to  the  existing  debility.  When  the 
corneal  symptoms  become  very  prominent,  as  they  are  prone  to  do, 
they  should  receive  appropriate  attention  according  to  what  I have 
recommended.  Eelapses  are  likely  to  occur,  and  must  be  guarded 
against  by  avoiding  the  conditions  which  seem  to  induce  them. 

In  the  syphilitic  form,  in  young  adults  otherwise  healthy,  a full 
antiphlogistic  course  is  required,  and  the  mercury  is  needed  in 
frequent  doses.  The  more  acute  the  inflammation,  the  more  marked 
is  the  effect  of  the  mercury.  Here  it  is,  in  allusion  to  this  medicine, 
perhaps  more  than  in  the  whole  range  of  surgical  practice,  that  we 
have  an  example  of  the  remedial  influence  of  a medicinal  agent  on 
disease.  In  a few  days  it  will  arrest  plastic  exudation  and  the  force 
of  inflammation,  which  otherwise  will  most  probably  proceed 
unchecked  to  the  damage  or  destruction  of  the  eye. 

Rheumatic  iritis.  In  this,  more  than  in  any  other  form,  is  there 
derangement  of  the  functions  of  important  organs,  as  well  as  in  the 
processes  of  absorption,  nutrition,  and  secretion.  I begin  my  treat- 
ment with  purgation  on  the  elimination  principle,  and  then  employ 
the  mercury  according  to  the  degree  of  the  inflammation.  As  soon 
as  ever  the  vascular  activity  is  reduced,  I usually  resort  to  iodide  of 
potassium  and  cinchona. 

Cold  applications  do  not  suit  after  any  exalted  temperature  is 
reduced  by  them,  then  hot  ones  are  grateful,  especially  sedative 
fomentations.  An  anti-rheumatic  regimen  should  be  strictly 
observed. 

Iridectomy  is  often  practised  in  acute,  subacute,  and  chronic  iritis. 
The  practice  is  wholly  unjustifiable;  besides  being  a useless  operation 
it  is  apt  to  produce  opacity  of  the  lens  and  abscess  of  the  cornea. 
One  of  the  excuses  for  adopting  it  is  alleged  relapse  of  the  iritis 
because  of  total  synechia  posterior,  it  being  argued  that  there  is  some 
disadvantage  because  the  communication  between  the  chambers  of 
the  eye  is  cut  off.  Also  that  the  tension  of  the  iris  in  consequence 
of  the  adhesion  is  injurious.  If  the  latter  were  true,  iridectomy 
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would  be  useless  unless  it  rendered  the  pupil  quite  free.  Synechia 
anterior  from  ulceration  of  the  cornea  often  causes  great  tension  of 
the  ms  from  stretching ; yet  I never  saw  it  set  up  inflammation. 

Pathological  effects  of  iritis  on  the  iris.  The  alterations  depend  on 
the  intensity  of  the  inflammation  to  which  the  iris  is  subjected.  The 
higher  it  is,  the  greater  the  development  of  neoplastic  elements. 

. 0 greater  these  elements  the  more  surely  does  atrophy  occur,  and 

it  may  proceed  so  as  to  render  the  iris  nearly  transparent. 

Atrophy  causes  the  iris  to  bulge,  and  to  such  an  extent  that  it  may 

touch  the  cornea,  although  the  pupil  is  contracted,  and  tied  to  the 
capsule  of  the  lens. 


Pupillary  adhesion,  synechia  posterior,  is  scarcely  escaped  from  in 
some,  degree  in  any  case  of  iritis.  So  long  as  the  adhesions  are  on 
one  side,  it  practically  matters  nothing  even  if  a quarter  of  the  pupil 
be  tied.  But  as  synechia  occurs  only  when  the  pupil  is  contracted, 
li  it  be  total,  or  if  partial,  yet  so  disposed  as  entirely  to  prevent 
pupillary  movements,  vision  is  interfered  with,  as  regards  the  forma- 
tion of  retinal  images,  and  accommodation,  supposing  the  retina  to 
have  escaped  spoiling.  They  are  very  persistent,  not  being  readily 
torn  through  by  the  resisting  muscular  power  of  the  iris,  although 
ley  may  lengthen.  The  pigmentary  spots  which  are  often  seen  on 
the  capsule  of  the  lens  after  iritis,  and  said  to  be  the  remains  of 
synechia  posterior  are  not  such,  but  are  the  remains  of  adhering 

granulations  which  had  formed  in  the  uvea,  and  which  readily 
give  way.  ^ 

tn IhT'f8 :ianterior’  adhesion  of  the  circumference  of  the  iris 

to  that  of  the  cornea,  the  effect  of  the  coalescence  of  two  inflamed 
surfaces,  remains. 

Exudations  on  the  capsule  of  the  lens,  which  nearly  or  altogether 
close  the  pupil,  and  remain  after  the  inflammation  is  declining,  are 
peimanent.  The  gummy  tumours  may  be  entirely  absorbed  or 
suppurate  and  leave  cicatrices,  or  pigmented  nodules. 

llie  hypopion,  when  quite  fluid,  or  even  containing  flaky  coagula 
produced  by  the  disintegration  of  morbid  products  on  the^urface  of 

hioXdor  it  n : pdosterior  elaf memhr™ 0f  the 

bsorbed.  It  may  disappear  and  recur  several  times  in  the  course  of 

one  attack  of  intis.  I have  never  evacuated  it  in  this  disease 

Prognose,  as  regards  recovery  of  sight.  A case  may  be  said  to  he 

hopeless  when  there  is  much  iris  proliferation  .,,,,1  ■ i , . 

coidr-nr-Hrm  nf  -n  , . ullIeratlon  and  considerable 

rXj  s of  1 6 P!'P,1  ’ ^ eZudatlon  in  its  a™,  intense  external 

edncss  of  the  eyeball,  and  great  and  deep-seated  pain  Nor  is 

the' irisT^f  ,r°v  ,WlT  T lai'ge  effus!o“ taken  place  belli., d 
’ I'artlcularly lf  ‘t  should  have  caused  bulging  of  the  sclerotica, 
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or  made  its  way  through  that  tunic.  Marked  contraction  of  the 
pupil,  and  total  synechia  posterior,  and  a puckered  and  protruded 
state  of  the  iris  are  very  unfavourable  circumstances. 

lhe  longer  the  inflammation  lasts,  the  more  likely  is  the  retina  to 
he  damaged. 

Iritis  may  he  completely  arrested,  and  vision  quite  restored,  a fort* 
night  or  three  weeks  after  the  inflammation  has  set  in.  The  same 
may  he  said  when  the  inflammation  is  not  very  severe,  at  the  end  of 
a month,  or  even  six  weeks.  And  alter  longer  periods  useful  vision 
may  he  recovered. 


- 


CHAPTER  XXXIV. 

OPHTHALMITIS. 

OPHTHALMITIS  IN  GENERAL — TRAUMATIC  OPHTHALMITIS — PYA5M1C 

OPHTHALMITIS. 

The  term  ophthalmitis,  which  is  meant  to  express  inflammation  of 
the  entire  eyeball  with  suppuration,  is  in  contra- distinction  to  the 
term  ophthalmia,  which  is  generally  used  to  express  inflammation  of 
the  conjunctiva.  Panophthalmitis  and  suppurative  choroiditis  are 
also  names  employed  synonymously  with  it. 


OPHTHALMITIS  IN  GENERAL. 

Local  symptoms.  In  a very  acute  case  the  whole  eyeball  seems 
i involved  at  once  in  inflammation.  Severe  pain  soon  sets  n.  Then 
the  surface  of  the  eyelids  reddens.  The  conjunctiva  becomes 
oedematous  very  early,  soon  inflames,  and  develops  into  full  chemosis, 
whereby  the  cornea  is  nearly  covered,  and  so  far  the  case  looks  like 
i one  of  severe  purulent  ophthalmia,  but  there  is  scarcely  any,  or  no 
i purulent  discharge.  Haziness  of  the  vitreous  humour,  almost  from 
the  beginning,  prevents  the  fundus  of  the  eye  from  being  seen. 
There  is  intolerance  to  light,  and  the  additional  subjective  symptoms 
of  shining  spectra  and  corruscations. 

The  comeitis  and  the  discoloured  iris  give  the  semblance  of  severe 
iritis,  but  the  crystalline  lens  is  pushed  forward,  and  behind  the 
generally  dilated  and  fixed  pupil,  there  is  a diffuse  and  rapidly 
1 increasing  opacity,  conditions  which  do  not  occur  in  iritis. 

As  the  disease  advances,  the  pain  in  the  eye  which  existed  at  first 
is  exchanged  for  pains  at  the  back  of  the  eye  and  in  the  orbit  of  a 
pulsatory  nature,  shooting  to  the  forehead  and  the  temple.  Burning 
heat  and  tension  as  well  are  felt  in  the  orbit. 
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Tho  eyelids  are  now  fully  inflamed  and  very  tender.  The  upper 
one  drops,  while  tho  under  one  is  somewhat  everted.  The  cornea  is 
semi-opaque,  and  may  suppurate. 

The  eyeball  is  protruded  by  effusion  into  the  ocular  tunic,  and 
into  the  orbital  tissues,  and  this,  with  the  swelling  of  the  eyelids, 
causes  it  to  appear  much  enlarged.  That  it  does  enlarge  a little  I 
fully  believe.  It  is  always  very  tense.  It  soon  gets  absolutely 
fixed  in  the  orbit,  so  that  it  cannot  even  be  pushed  from  side  to  side. 
This  is  due  to  inflammatory  alteration  in  its  muscles,  and  in  the 
orbital  tissues. 

The  conjunctiva,  which  is  still  more  swelled,  is  covered  by  exuda- 
tive coatings,  especially  on  the  lower  palpebral  portion,  and  which 
accumulation  is  reproduced  as  soon  as  it  is  removed. 

There  is  now  intra-ocular  suppuration.  The  eyeball  may  burst 
through  sloughing  of  the  cornea,  in  consequence  of  the  pus  having 
made  its  way  into  the  chambers  of  the  eye,  or  in  consequence  of 
interstitial  abscess,  after  which  the  intra-ocular  pus  finds  a vent  in 
that  direction,  or  through  ulceration  of  the  sclerotica,  for  the  most  ; 
part  where  it  is  thinnest,  just  under  the  attachment  of  one  of  the 
recti  muscles.  In  the  latter  case,  the  pus  usually  enters  the  ocular  , 
tunic  before  it  finds  the  surface.  But  the  suppuration  may  be  very 
limited,  and  there  may  be  no  escape  of  the  pus  from  the  eyeball. 

The  constitutional  symptoms  vary,  and  chiefly  according  to  the 
nature  of  the  ophthalmitis. 

In  a sub-acute  case,  one  tissue  of  the  eyeball  after  another  seems 
to  be  involved  in  inflammation,  rather  than  many  of  them  at  once ; j 
and  some  of  them  may  altogether  escape.  The  symptoms  are  ' 
less  severe,  and  the  orbital  contents  are  but  little,  or  not  sensibly, 
affected.  From  this,  obscurity  may  arise.  But  notwithstanding 
such  variety  and  mildness  suppuration  may  be  copious. 

Ophthalmitis  is  modified  by  its  cause.  I recognise  only  two  forms 
of  it,  the  traumatic  and  the  phlebitic. 


TRAUMATIC  OPHTHALMITIS. 

This  includes  as  its  origin  traumatic  and  chemical  injuries  to  the 
eyeball  of  all  kinds  from  without,  with  or  unaccompanied  bj  any 
breach  of  surface.  The  various  operations  for  cataract,  and,  indeed, 
all  operations  on  the  eyeball,  particularly  those  by  which  it  is  opened. 
Ulcerative  perforations  of  the  cornea  with  loss  of  the  crystalline  lens. 
Also  injuries  within  the  eyeball,  as  dislocation  of  the  crystalline  lens, 
particularly  backwards,  or  the  entrance  of  a cysticercus. 


TRAUMATIC  AND  PYJF.MIC  OPHTHALMITIS. 


957 


The  course  of  the  traumatic  form  is  the  more  rapid  of  the  two,  and 
■ the  symptoms,  objective  and  subjective,  the  more  severe. 

Penetrating  wounds  usually  produce  the  highest  degree  of  inflam- 
matory action,  the  sthenic  or  hypersthenic  effect.  The  intrusion  of 
extraneous  bodies  generally  causes  low  inflammation,  the  asthenic 
effect,  which  may  remit  and  recur.  The  same  characters  attend  the 
ophthalmitis  of  ulcerative  perforations. 

In  ophthalmitis  associated  with  suppuration  of  the  cornea  from 
wounds,  the  pus  is  developed  from  before  backwards,  the  iris  and  the 
ciliary  body  suppurate  first,  and  the  posterior  parts  afterwards. 

I ho  ophthalmitis  usually  quickly  follows  the  injury.  Exceptionally 
months,  or  even  a year  or  two,  may  pass  away  between  its  develop- 
ment and  the  primary  injury.  This  late  appearance  occurs  even 
where  the  eye  seems  to  have  recovered  from  the  symptoms  of  the 
original  inflammation,  however  much  or  little  of  its  effects  may 
lemain,  and  without  any  noticeable  reason,  or  in  consequence  of  a 
blow  on  the  eyeball. 

The  constitutional  effects  follow  the  local  ones. 

The  ophthalmitis  is  confined  to  the  injured  eye. 

Atrophy  of  the  eyeball  is  the  consequence  of  partial  suppurative 
j ophthalmitis,  and  means  simple  diminution. 

Collapse  is  the  result  of  general  suppuration,  whereby  the  coats  of 
the  eye  collapse  and  shrink  to  a small  size,  the  cornea  being  scarcely, 

I if  at  all  distinguishable.  The  small  tubercle  which  remains  is  sub- 
divided into  four  parts  by  four  superficial  impressions,  corresponding 

to  the  situation  of  the  four  recti  muscles,  and  meeting  together  in 
to  the  centre. 


PYvEMIC  OPHTHALMITIS. 


This  secondary  inflammation  is  the  effect  of  phlebitis  in  its  various 
orms,  and  we  see  it  often  in  association  with  puerperal  diseases, 
under  which  influence  it  may  appear  from  the  third  to  the  thirtieth 
day  after  parturition.  Next  in  frequency  it  is  due  to  febrile  diseases 
xanthematous  fevers,  among  which  erysipelas  is  prominent.  At 
p.  44  I show  that  it  is  induced  by  orbital  cellulitis. 

It  arises,  too,  from  any  deleterious  and  infectious  materials  entering 

The°  militM6  ^ °f  I116  f'f011  iS  VCry  overlooked, 

or  ,0  little  T'V  deVel°Ped  with  symptoms  very  acute, 

coni, met  Prou"unoed  as  -gards  pain  and  inflammation  of  the 

pus  had  entered  theTye  ^ ^ W°Uld  8e6m  “ if  ^ f°rmed 
Both  eyes  are  usually  attacked,  and  when  one  suffers,  the  selection 
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soorns  to  bo  determined  by  any  previous  weakness  from  inflammation. 
The  general  symptoms  precede  the  local  ones,  and  are  of  a typhoid 
nature,  such  as  longer  or  shorter  paroxysms  of  shivering,  or  frequent 
rigors,  increased  temperature,  rapid  pulse,  thirst,  prostration  of 
strength,  headache,  a parched  and  brown  tongue,  restlessness  from 
want  of  sleep. 

The  termination,  as  regards  the  eye,  is  loss  of  sight,  and  the  effect 
on  the  eyeball  is  the  same  as  in  traumatic  ophthalmitis. 

As  the  tendency  of  pyaemia  is  to  form  multiple  abscesses  in  various 
parts  of  the  body,  such  occasionally  exist  with  ophthalmitis,  or  occur 

after  it.  . 

Death  often  ensues  from  the  same  causes  which  destroy  life  in 

py comic  poisoning  in  general,  as  well  as  from  the  direct  propagation  a 
of  the  ocular  inflammation  to  the  brain  and  its  membranes. 
prognosis,  therefore,  as  regards  recovery  of  that  patient  is  always  l 

most  uncertain. 


Morbid  Anatomy. 

Careful  experiments,  followed  by  microscopic  investigations,  have 
been  made  on  lower  animals,  to  discover  the  tissue  of  the  eyeball  ml 
which  the  vascular  action  is  set  up,  and  to  ascertain  its  progress. 
The  starting-point  is  traced  to  the  connective  tissue  among  the  cho- 
roid capillaries.  When  the  choroidea  is  fully  inflamed  hbrmouj 
exudation  proceeds  from  it,  and  pervades  all  the  intra-ocular  tissue , 
and  suppuration  occurs  on  its  inner  surface,  and  may  then  affect  the 
entire  tunic,  and  the  ciliary  body.  Pus,  serum  and  coagulable  lymph 
are  commonly  deposited  between  the  choroidea  and  the  retina.  11 Ti  - 
the  amount  is  large,  the  latter  is  pushed  inwards  and  coaicted,  . 
that  is,  while  it  retains  its  anterior  attachment,  and  its  posterior 
nection  to  the  optic  nerve,  it  appears  of  a funnel  shape.  1 
posterior  attachment  should  give  way,  it  is  pushed  m a heap  J| 
the  crystalline  lens.  All  this  necessitates  the  more  or  less  ^teojtio 
of  the  vitreous  body.  But  the  deposit  may  be  very  small,  ai 
isolated  portions,  so  that  these  membranes  are  separated  only  at 

^The  retina  is  usually  partially  or  entirely  involved  m the  pmul™ 
action.  It  is  questioned  whether  there  is  merely  purulent  infiltiatio 

or  actual  primary  suppuration.  _ . . . , _avs  the 

Dr  Bitter,  one  of  tbe  several  experimenters  m t ■ QV 

•f  pormot  suppurate  of  itself,  since  it  has  no  anatomical  eler 
Of  “rich  prs  can  be  formed.  This  is  an  anatomical  point  most  d.fl 
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That  it  gets  infiltrated  with  pus,  and  broken 


cult  to  bo  ascertained, 
down,  is  a fact. 

I’us  occurs  in  the  vitreous  body,  either-  as  a limited  deposit,  or  a 
general  pervasion,  and,  it  may  he,  while  the  retina  almost  retains  its 
. chorordeal  attachment,  I have  never  seen  it  in  the  human  eye, 
without  partial  or  entire  suppuration  of  the  hyaloid  membrane,  a 
fibrous  tissue  from  which  fasciculi  pass  into  the  vitreous  body, 

do  01  f u 1 S ■ -e  s,lme  vlew  here  °f  non-suppurating  property  as  he 
does  of  the  retina  and  regards  the  pus  found  in  it  as  derived  from 
the  choroidea.  The  vitreous  has  cellular  elements  enough  in  it  for 
suppuration,  but  it  lacks  vascularity.  However,  he  found  the  first 
apKarance  of  pus  in  it  to  be  just  within  the  hyaloid  membrane, 
11  hence  it  travelled  toward  the  centre  of  the  body.  But  this  is  a 
disputed  point,  as  equally  good  observers  hold  different  opinions. 

Hus  brief  and  scanty  sketch  is  taken  from  traumatic  ophthalmitis 
some  allowance  must  be  made  for  the  difference  of  the  effects  of 
inflammation  between  the  eyes  of  men  and  rabbits,  and  it  is  like 
nhat  has  been  observed  in  human  post-mortem  examinations 
It  is  only  necessary  to  add  that  the  ophthalmitis  itself  is  produced 
by  the  altered  condition  of  the  blood  in  the  blood-vessels  of  the  cho- 

ZthvZT-i  fS:  Td  n0t  directly  ^ PUebitis-  Not  till  the 

7 . \ utlltl0n  18  affected,  and  inflammation  is  set  up,  do  the  coats 
of  the  blood-vessels  participate  in  the  morbid  action. 


Treatment. 

theT!,Tl  isfmore(.seoPe  for  tllis  “ traumatic  ophthalmitis,  in  limiting 
1 uc  ion  of  pus,  and  lessening  disorganization  of  the  eyebalf 

csamsj  fr.-r-'  wzmn 

The  evacuation  of  the  products  oft, f"  7™  7'^  °Phthalmia. 
ball  should  not  be  neStd  ^ mflammrtmn  within  the  eye- 
c action,  it  may  save  life.  reduces  the  local  vascular 

\Med  An  indistinct 

| Presence  of  fluid  there  ^rh^1  “V?  tffSG  eTelja11,  declares  the 

• The  conjunctiva  having  been  cut  through, 
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at  an  under  position,  close  to  the  cornea,  between  the  internal  and 
inferior  recti  muscles,  the  point  of  a small  scalpel  should  be 
passed  close  to  the  eyeball,  and  carried  on  within  the  ocular  tunic 
till  the  serous  fluid  containing  pus,  or  pus  alone,  escapes.  After 
the  evacuation  the  eyeball  falls  back  and  loses  its  tension. 

Paracentesis  of  the  cornea  is  beneficial  whenever  aqueous  fluid, 
however  reduced,  is  turbid.  It  may  be  repeated  with  advantage. 
Incision  of  the  cornea  should  quickly  follow  interstitial  corneal 
abscess. 

Puncturing  the  sclerotica  and  at  the  same  time,  the  choroidea,  the 
retina,  and  the  vitreous  humour,  at  the  lower  part  of  the  eyeball,  or 
wherever  the  pus  may  point,  should  be  adopted  as  soon  as,  with  loss t 
of  sight,  there  is  reasonable  suspicion  of  choroideal  suppuration,  after 
which  continuous  hot  applications  are  called  for. 

The  constitutional  or  general  treatment  advised  for  iritis  applies 
here  also,  and  to  which  I beg  my  reader  to  refer.  I will  only  add 
that  in  phlebitic  ophthalmitis,  the  tendency  to  rapid  sinking  should  be 
remembered  and  guarded  against. 


CHAPTER  XXXV. 
s } mpathetic  ophthalmitis. 

ORIGIN  01  THE  AFFECTION  DANGER  DIAGNOSIS— TIME  OF  APPEAR- 

ANCE  ST  MPTOAIS— -TREATMENT. 

Here,  one  eyeball  suffers  from  the  effects  of  inflammation  and 
disorganization  in  the  other,  in  consequence,  for  the  most  part 
of  the  impaction  of  foreign  bodies,  and  injuries  that  penetrate  or 

“ lVr  fT  meitllanleal  injury  without  any  breach  of  sur- 
foce,  also  from  chemical  injury;  from  acute  inflammation  however 
nduced ; from  the  development  of  cretaceous  materials  in  lost  eyes 
among  the  intra-ocular  tissues;  from  intra-ocular  tumours-  from 
rgical  operations ; from  the  wearing  of  an  artificial  eye 
Thus  sympathetic  ophthalmitis  seems  to  be  due  to  a law  of  relative 
dependences  between  the  eyes,  in  certain  forms  of  inflammation  but 

duccTt  al  kmdS’  f°r  8uppurative  °PplbHalmitis  does  not  seem  to  pro- 

Sympathetic  ophthalmia  is  a very  dangerous  malady,  and  the  destrue- 
t effects  are  manifested  by  inflammatory  changes  of  a low  or  suh-lcute 
fo>m,  influenced  perhaps  by  a low  state  of  the  general  health;  for  the 

itscif^tlat01y-emUS10n,Whleh  eU3Ue8  1S  1uicMy  organized.  If  left  to 
1 it  invariably  ends  in  blindness.  It  commences  insidiously  and 

cefred  aThy  Y I**  °”S  in  Clliklh°0d’  “ bSiHs 
Mly  fr  Chilien  “®  adult  *8*  and  espe- 

*'ther  inflammatory  IfTl 
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The  traumatic  cases  are  the  easiest  to  discriminate. 

The  exciting  eye , that  originally  diseased,  is  blind.  If  vision  have 
not  been  lost  at  once  by  an  accident,  it  is  always  destroyed  by  intra- 
ocular tissue  changes,  separately  and  distinctly  from  any  physical 
incapacity,  arising  out  of  opacity  of  the  cornea,  or  closure  of  the  pupil, 
or  cataract,  before  the  sympathetic  action  is  set  up.  Besides  this  loss 
of  function,  there  are  other  symptoms  which  are  more  or  less  marked 
according  to  the  extent  of  the  disorganization,  that  is,  whether  it  be 
chiefly  in  the  anterior  part  of  the  eyeball,  or  general.  The  chief  of 
these  are,  undue  vascularity  of  the  front  of  the  eyeball,  a sense  of 
discomfort,  or  actual  paroxysms  of  pain ; and  always,  it  may  be  the 
only  symptoms,  soreness  of  the  eyeball,  whether  it  be  partially  atro- 
phied, or  enlarged,  when  it  is  touched  or  pressed  in  any  part,  and 
not  the  ciliary  region  only,  or  gently  squeezed  between  the  fingers. 
TV  hen  every  one  of  these  symptoms  of  irritation  are  absent,  the 
means  of  producing  sympathetic  disease  are  undeveloped. 

The  sympathizing  eye  has  its  symptoms  well  marked.  They  may  he 
said  to  be  those  of  plastic  inflammation,  nearly  identical  with  those 


which  belong  to  iritis,  hence  the  affection  is  classed  by  some  as  iritis. 

Subjective  signs.  Intolerance  of  light,  for  the  most  part  with 
slight  lacrymation,  is  usually  the  first  result.  Some  form  of  im- 
paired .sight  is  the  next  bad  omen,  and  this  is  shown  in  incapability 
of  sustaining  vision  on  minute  objects.  Loss  of  definition,  and  a 
feeling  of  discomfort  or  distress,  which  ensues  when  the  eye  is  used. 
This  simulates  asthenopia.  Muscoe,  spectra,  flashes,  stars,  and  corusca- 
tions follow.  I have  twice  met  with  complete  loss  of  sight,  occasion- 
ally for  a few  seconds. 

The  outward  objective  symptoms  are  like  those  of  subacute  rheu- 
matic iritis,  in  addition  to  which  there  is  corneitis,  usually  of  the 
punctiform  kind.  The  changes  in  the  iris  are  always  the  most 
prominent  among  them,  and  at  last,  all  which  are  possible  in  plastic 
inflammation,  are  passed  through.  By  this  the  pupil  is  contracted, 
universally  adherent  to  the  capsule  of  the  lens,  and  its  area  filled  with 
lymph,  and  the  body  of  the  iris  thinned  and  projecting.  Ultimately 
the  eyeball  atrophies. 

Ophthalmoscopic  symptoms.  Internal  examination  of  the  eyes 
sympathetically  affected,  gives  no  assistance  in  diagnosis,  because 
internal  organic  changes  are  not  visible  till  late  in  the  disease.  In 
many  of  the  cases  examined  by  me  at  the  commencement,  I 
have  detected  nothing  abnormal.  Even  after  there  has  been  much 
intolerance  of  light,  muscse,  spectra,  and  flashes,  no  change  was  per- 
ceptible. Later  in  the  disease  the  choroid  and  the  retina  are  con- 
gested, then  inflamed,  and  there  is  haziness  of  the  vitreous  humour, 
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In  which  the  fundus  is  obscured.  It  has  been  said  that  excavation 
of  the  optic  disk  is  a characteristic  mark. 

Such  is  the  group  ot  symptoms  as  they  generally  appear;  but 
variation  is  met  with  in  the  order  of  their  appearance,  as  well  as  in 
the  slowness  or  quickness  in  which  they  may  follow  one  another.  In 
one  case  the  pain  will  be  the  leading  feature ; in  another  it  may  not 
exist.  In  some  the  inflammatory  changes  in  the  iris,  and  about  the 
ciliary  region,  most  attract  attention;  in  others,  choroidal  changes. 
Then  the  failing  vision  alone  may,  for  a long  time,  point  to  the 
existence  of  the  disease.  It  might  therefore  seem,  from  a superficial 
observation,  that  there  are  different  kinds  of  sympathetic  action. 

ut  there  are  not.  AVe  must  not  make  the  prominence  of  any  symp- 
toms a basis  for  recognising  species  of  this  disease.  A general  and 
comprehensive  view  must  be  taken,  and  the  several  symptoms 
regarded  as  the  many  features,  with  modifications,  of  the  same 
disease.  In  former  years  I thought  plurality  probable.  Then  too 
it  seemed  to  me  that  there  was  sympathetic  irritation  which  was  not 
of  consequence,  distinct  and  apart  from  the  graver  and  more 
advanced  disease,  which  is  characterized  by  neoplastic  formations  in 
all  the  internal  tissues,  except  the  lens,  and  which  produces  those 
c anges  which  end  in  atrophy.  I am  aware  now  that  any  early 
symptoms,  or  anything  which  may  be  called  irritation,  inasmuch  as 
there  yet  lacks  true  inflammatory  characteristics,  does  in  the  end 
if  left  alone,  pass  into  destructive  changes,  and  that  the  same  con- 
summation follows  any  variation  in  the  order  of  symptoms,  in  their 
duration,  or  in  their  intensity. 

A °ei^ain  suspicious  condition  is  often  met  with  in  an  eye  just 
after  its  fellow  has  been  wounded  and  sight  has  been  destroyed ; and 
the  same  may  be  seen  after  an  unsuccessful  operation.  There  is 
I fatigue  from  reading,  and  a sense  of  weakness  of  sight.  This  is  not 
Arne  sympathetic  ophthalmia,  for  it  soon  passes  away,  after  getting 
1 letter  day  by  day,  but  merely  fatigue  of  adjustment  arising  out  of 
general  weakness  and  feebleness  of  brain  perception  from  the  same 


] T!W  excitln9  actwn  "MV  set  in  at  any  time'  after  the  exciting  eye  is 
oartiaUy  or  entirely  disorganized , while  it  shows  active  inflammatory 

symptoms,  or  after  they  have  subsided.  It  may  ensue  in  a few 
1 veeks,  or  months,  or  not  for  years. 

' The  ordinary  history  of  most  cases  is  that  the  eye  has  suffered 

fcr1  attacks  of  8llght  inflammation,  with  intervals  of  complete,  or 
eaily  complete,  repose,  hut  at  last,  during  one  of  the  paroxysms, 
other  eye  oegan  to  he  affected.  So  it  is  chiefly,  at  least  in 
ults,  that  the  morhid  sympathy  is  propagated  when  the  eye  is  in  a 
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state  of  what  may  he  called  chronic  inflammation.  If  the  disease 
has  been  produced  by  the  presence  of  a foreign  body  in  the  eye,  the 
sympathy  does  not  appear  in  the  other  till  very  late. 

The  sympathy  is  always  imminent  when  an  eye  lias  been  blinded 
by  a wound,  because  chronic  inflammation  is  so  frequently  induced 
and  perpetuated.  It  is  then,  too,  that  calcareous  degeneration  of 
tissue  is  so  apt  to  bo  produced.  Such  degeneration  of  the  crystalline 
lens  and  of  its  capsule  are  no  infrequent  causes  of  the  irritation,  par- 
ticularly when  the  lens  loses  its  adhesions  and  becomes  loose.  Cal- 
careous deposit  may  form  simultaneously  in  several  portions  of  the 
eye,  including  the  corneal  cicatrix.  Osseous  deposits  for  the  most 
part  occur  in  eyes  which  have  atrophied  from  idiopathic  diseases. 

Fortunately  the  disease  is  very  rare. 

Cause  of  the  sympathetic  ophthalmia.  This  is  really  unknown. 
Nor  is  the  ignorance  to  be  wondered  at,  when  we  have  not  the  power 
to  interpret  many  natural  double  ophthalmic  phenomena.  Who  can 
explain  the  coinciding  effect  of  impressions  on  the  two  retinae,  or 
the  simultaneous  and  equal  effort  of  accommodation  in  each  eye,  or 
say  why  irritation  which  produces  lacrymation  in  the  one  eye,  should 
cause  the  flow  of  tears  in  the  other  also,  or  why  the  reflex  action  pro- 
ducing contraction  of  the  pupil  in  the  one  eye  when  exposed  to 
light  is  followed  by  simultaneous  contraction  of  the  other,  which  is 
screened  from  the  light.  No  doubt  the  morbid  sympathy  has  its 
origin  in  the  same  anatomical  mechanism  which  gives  the  physio- 
logical sympathy. 

But  I must  notice  the  theories  which  have  been  advanced.  One  * 
is  that  the  blood-vessels  on  the  side  of  the  injured  eye  being  ; 
inflamed,  communicate  to  those  on  the  opposite  side  with  which  they 
have  connection  within  the  cranium,  a disposition  to  the  same  inflam- 
matory action  ; another  that  the  ciliary  nerves  of  the  injured  eye 
convey  to  the  third  and  fifth  nerves  an  irritation  which  is  reflected  . 
from  the  brain  to  the  fellow  nerves  on  the  opposite  side ; another 
that  the  chief  medium  of  the  sympathy  is  exercised  by  the  optic 
nerves ; another  that  the  disease  is  simply  sympathetic  ciliary 
neuralgia ; another  that  the  vaso-motor  nerves  that  reach  the  eye 
with  the  blood-vessels  themselves,  have  much  to  do  with  the  influence. 

Pathologists  have  been  seeking  for  changes  in  the  nerves  them- 
selves, whereby  they  may  unravel  the  difficulty,  but  nothing  satisfac- 
tory has  been  made  out.  The  atrophy  and  other  morbid  changes 
are  alike  to  be  found  in  disorganized  eyes,  which  have  not  caused 
any  sympathetic  disease.  The  frequent  atrophy  of  the  ciliary  nerves 
is  an  answer  to  these  not  being  the  channels  by  which  the  irritation  I 
is  conveyed.  Neither  has  anything  been  learned  from  dissections  of 
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the  eyes  secondarily  affected.  They  give  the  sum  of  the  morbid 
degenerations  and  other  changes  of  tissues  which  are  met  with  under 
conditions  apart  from  this  disease. 

From  my  own  observation,  the  exciting  cause  cannot  be  traced  to 
injury  of  any  particular  region  of  the  eyeball.  In  the  remarkable 
ease  of  gun-shot  accident,  treated  by  Dr.  Butter,  of  Plymouth, 
in  which  sympathetic  disease  was  set  up,  after  the  wounded  eye- 
ball was  extirpated,  the  duck-shot  was  found  firmly  impacted  in  the 
optic  nerve  near  to  the  retina. 

Experiments  which  have  been  made  on  the  lower  animals  by 
Ponders  and  others,  to  solve  the  pathological  problems,  have  given 
but  negative  results. 

Treatment.  No  general  measures,  no  local  applications,  no  dietary 
system  is  of  any  avail  in  checking  unequivocal  sympathetic  ophthalmia. 
The  affection  can  be  stopped  only  by  treatment  applied  to  the  eye 
originally  hurt.  The  source  of  irritation  must  be  removed,  or  the 
t disorganized  tissues  taken  away.  To  Mr.  Barton,  of  Manchester, 
ffre  we  indebted  for  this  discovery.  His  practice  was  first  directed 
to  cases  of  traumatic  ophthalmia.  According  to  a report  by  Mr. 

[ Compton,  in  several  instances  a portion  of  copper  had  settled  in  the 
anterior  chamber.  Inflammation  and  disorganization  of  the  eyeballs 
were  soon  followed  by  failure  of  the  functions  of  the  other  eyes, 

£ together  with  structural  changes.  Mr.  Barton  excised  the  cornea 
■ in  each,  and  applied  a poultice  in  the  hope  that  the  copper  cap  would 
i escaPe-  This  did  happen,  and  produced  great  relief ; but  it  had  a 
i<  more  valuable  effect,  for  it  saved  the  sight  of  the  other  eye  in  all, 

| although  some  of  them  seemed  past  hope. 

It  was  at  an  early  period  of  my  connection  with  ophthalmic 
medicine,  that  my  attention  was  arrested  by  sympathetic  ophthalmia, 
and  I lost  no  opportunity  of  examining  the  subject.  I was  joined  in 
‘ *!ie  work  by  Mr.  Taylor.  We  both  published  many  of  our  observa- 
: tions,  with  cases,  in  the  medical  journals  during  the  years  1852, 

5 1853,  and  1854.  It  is  satisfactory  to  find  that  our  facts  remain  as 
S*  such  still,  and  that  nothing  then  advanced  as  deductions  has  been 
>i  rendered  obsolete  by  the  investigations  of  others. 

Any  extraneous  body  within  the  eye  that  irritates  should,  if 
< possible,  be  extracted. 

When,  as  m the  case  of  a wound,  or  any  other  condition,  the 
: centre  of  the  irritation  is  limited  to  the  front  of  the  eye,  the  front 
1 only  should  be  removed  by  abscission. 

When  there  is  complete  internal  disorganization  of  the  eyeball, 

I oi  genual  enlargement,  or  atrophy,  extirpation  is  necessary.  Each 
operation,  properly  selected,  will  confer  benefit  equally  lasting. 
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Abscission  possesses  many  advantages,  and  is  as  reliable  in  its  way  { 
as  extirpation.  I cannot  question  its  permanent  effects,  since  I have 
never  boon  applied  to  by  any  patient  on  whom  1 have  performed  it 
in  consequence  of  its  insufficiency,  and  I have  seen  some  of  them 
after  periods  of  five,  ten,  and  fifteen  years.  Mr.  Taylor,  who  has 
operated  as  frequently  as  myself,  tells  me  that  his  experience  entirely 
coincides  with  mine. 

Now,  as  to  the  effect  on  the  ophthalmitis  from  such  treatment 
It  is  really  marvellous.  I speak  from  my  own  experience.  In  all 
cases  in  which  there  has  not  been  appreciable  structural  change, 
complete  recovery  has  ensued,  and  many  times  it  has  been  as  rapid 
as  perfect. 

When  disorganization  has  been  going  on,  it  has  been  arrested, 
and  useful,  though  somewhat  imperfect  sight,  has  been  saved.  So 
thoroughly  and  completely  has  the  inflammatory  action  been  stopped 
on  some  occasions,  that  even  when  the  disorganization  has  proceeded 
far  enough  to  spoil  the  eye  for  practical  purposes,  I have  restored 
sight  by  establishing  an  artificial  pupil,  or  removing  a cataract  I 
which  had  formed  from  loss  of  nutrition  of  the  crystalline  lens. 

Direct  treatment , that  is,  measures  applied  to  the  sympathizing  eye, 
has  an  effect.  Even  Avhen  no  objective  symptom  is  present,  recovery 
will  be  all  the  sooner,  from  rest  for  some  weeks  or  months,  and  for 
protection,  if  requisite,  from  daylight  and  artificial  light. 

When  inflammatory  symptoms  prevail,  I treat  them  generally  and 
locally. 

An  attempt  has  been  made  to  break  the  nervous  chain  necessary  y 
to  the  completion  of  the  changes  which  constitute  reflex  action,  and 
by  which  all  reaction,  all  sympathy  between  the  eyes,  shall  cease. 
Under  this  hope,  and  in  the  belief  that  the  sympathetic  irritation  is 
conveyed  by  the  ciliary  nerves,  these  nerves  have  been  divided,  it  is 
said,  by  Dr.  Meyer,  whose  method  of  operating,  together  with  his 
reputed  success,  is  published  with  cases  in  the  “ Annales  d’Oculis-  ■ 
tique  ” for  18G7. 


CHAPTER  XXXVI. 

DISEASES  OF  THE  SCLEROTICA. 


I COLOLR  OF  SCLEROTICA  HYPERJEMIA  OF  THE  SCLEROTICA STAPHY- 
LOMA Ol-  I HE  SCLEROTICA  AND  CHOROIDEA TOTAL  SCLERO- 

CHOROIDAL  STAPHYLOMA — PARTIAL  SCLERO-CHOROIDAL  STAPHY- 
LOMA ANTERIOR  ANNULAR  CHOROIDAL  STAPHYLOMA — RESULT'S 

0F  incrEASING  SCLERO-CHOROIDAL  STAPHYLOMA- — TREATMENT 

ULCERATION  OF  THE  SCLEROTICA. 


Tumours  of  the  sclerotica  and  mechanical  injuries  are  described  in 
their  places,  according  to  the  plan  of  this  book. 


COLOUR  OF  THE  SCLEROTICA. 

The  aspect  of  the  sclerotica  shows  marked  variation  within  the 
£ range  of  health,  and  the  extremes  are  seen  in  fair  and  in  dark  persons, 
i , .;he  ™TmeT>  as  looked  at  through  the  conjunctiva,  it  is  brilliantly 
J In  brunettes  it  is  less  white.  In  the  dark  races  of  men  it  is 

i dusky,  occasionally  with  pigment  spots  in  the  ciliary  region.  Age 
; exercises  its  influence  here.  In  infants  and  young  children  it  is 
! frequently  bluish,  a condition  due  probably  to  its  thinness.  The 
J blueness  may  be  in  spots  rather  than  general. 


I HYPERJEMIA  OF  THE  SCLEROTICA. 

• T.hlS  1S  mot  Wlth  as  vascular  excitement  of  the  sclerotica,  in  parti- 
cipation with  hypenemia,  or  inflammation  of  the  choroidea.  It  is  a 
Li  T^ptom  of  preternatural  vascularity  within  the  eyeball,  and 
I i me  1S. 110  ^ess-  instructive  in  telling  when  such  vascularity  is 
UCe  ' ^ ls  described  as  sclerotitis,  because  the  enlarged  blood- 
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vessels  are  well  seen  in  the  whiteness  and  semi-transparency  of  the 
tunic,  and  are  considered  as  evidence  of  inflammation,  which  is  sup- 
posed for  the  most  part  to  commence  there. 

Characteristics  of  Sclerotic  Hypcrcemia . 

The  enlarged  blood-vessels,  chiefly  branches  of  the  anterior  ciliary 
arteries,  converging  according  to  their  natural  arrangement  towards 
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the  cornea,  and  getting  smaller  till  they  are  invisible  to  the  naked 
eye  as  distinct  twigs,  present  around  the  cornea  the  appearance  of  a 
vascular  circle  or  zone. 

Fig.  280,  a sketch  from  an  eye  affected  with  syphilitic  inflamma- 
tion, gives  some  idea  of  the  arrangement. 

The  colour  of  this  augmented  vascularity  is  of  the  bright  pink  or 
tint  of  arterial  blood.  It  is  brightest  in  young  persons,  in  whom  the 
sclerotica  is  whitest. 

The  difference  in  the  larger  trunks  of  these  blood-vessels,  in  the 
arrangement  and  the  colour,  between  those  of  inflamed  ocular  con- 
junctiva, which  have  an  areolar  arrrangement,  and  are  dark  red,  is 
well  marked. 

The  degree  of  the  hyperaemia  and  its  kind,  whether  acute  or  sub- 
acute, depends  on  the  intra-ocular  vascular  disturbance. 

Let  it  be  understood  that  this  character  of  arrangement  of  blood- 
vessels must  prevail  in  all  inflammations  of  the  eyeball ; and  when 
not  apparent  in  such  inflammation,  is  masked  by  conjunctival 
vascularity.  Conjunctival  inflammation  always,  more  or  less,  masks 
sclerotic  hyperoemia.  It  may  quite  conceal  it. 

There  is  a passive  form  of  hypercemia,  in  which  large  veins  irregu- 
larly ramify  over  the  sclerotica,  in  association  with  considerable 
inflammatory  damage  to,  or  destruction  of,  the  intra-ocular  tissues. 


SCLEROTIC  HYPERjEMIA. 


969 


Partial  Sclerotic  Hypercemia  Occurs. 


It  is  situated  close  to  the  cornea,  and  may  be  very  limited  and  well 
defined,  or  surround  the  cornea.  It  may  be  associated  with  partial 
hyperaenna  of  the  conjunctiva,  in  which  case,  one  of  the  recto- 
muscular  arteries  enlarges,  and  running  forwards  ends  in  a broad  lash 

of  tine  ramifications,  which  are  distributed  to  the  conjunctiva  and  the 
>!  sclerotica. 

I ,,  Tl1.®  cause  of  tllls  1S  most  generally  hypercemia  or  inflammation  of 
\ tiie  ciliary  body,  because  of  the  free  anastomosis  between  its  blood- 
t vessels  and  those  on  the  outer  anterior  zone  of  the  sclerotica. 

True  inflammation,  the  sclerotica  is  not  liable  to.  Its  fibrous 
nature  and  small  vascular  nervous  supplies,  give  it  this  immunity. 

I let  mmute  pathological  dissection  teaches  that  changes  may  be 
■found;  proliferation,  for  instance,  which  can  only  proceed  from  in- 

a flammation.  But  that  is  by  implication,  and  not  from  disease  arising 
; m the  tissue.  b 

I T1‘e  8°-°alled  rheumatic  and  gouty  inflammation  of  the  sclerotica 
ms  inflammation  of  the  interior  of  the  eyeball,  in  which  the  sclerotica 
participates  m vascular  disorder.  The  defective  sight  and  the  palpable 

■morbid  condition  of  the  interior  of  the  eyeball  declare  the  intra- 
ocular state. 


STAPHYLOMA  OF  THE  SCLEROTICA  AND  CIIOROIDEA. 


I After  protracted  hypercemia  of  the  sclerotica  or  repeated  attacks,  or 
■ elapses  of  it,  always  in  association  with  choroiditis,  this  tunic  becomes 
-hin  and  blue,  and  then  bulges  in  whole  or  in  part.  As  the  nutrition  of 
i 'he  sclerotica  is  mainly  derived  from  the  ehoroidea,  and  the  two  chats 

nus TsT  y> 0rg™ioal1ly  connected>  ;t  “ easy  to  understand  that  it 
» ust  suffer  when  the  choroid  vascular  supply  is  vitiated  by  inflam 

nation.  It  is  not  then  a primary  disease,  or  a consequent  of  anv 

iirimary  disease  in  the  sclerotica  itself,  but  always  a secondary  one 

| The  resistance  of  the  sclerotica  is  lessened  by  the  disturbance  in  its 

- *"• — — ■» 

le^rtriV11?  Sprak  of  staPhyloma  of  the  sclerotica  merely 

.£££&?  - “•  *•-' 

I Tlie  staphyloma  is  usually  of  very  slow  develonmnnf  n i 
ill  flip  pniiQo  -ii,n  • • i - n J ueveiopment,  not  appearing 

>»  1~n  '“8  - 
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10  mcioaso  may  be  continuous;  or  spasmodic  if  there  be  exacer 
batmns  m chronic  choroiditis;  or  quick  with  pain  coruscation* 
1 Ph°topliobia,  if  the  optic  nerve  should  inflame;  or  verv 
slow  so  as  to  be  perceptible  only  in  years,  and  without  subjective 


The  direct  cause  of  this  disease  is  weakening  of  the  tissue  of  the 
sclerotica  and  increase  of  the  intra-ocular  pressure,  the  results  of  the 
accompanying  vascular  action,  and  which,  as  I have  said,  is  chiefly 
that  of  choroiditis.  J 


TOTAL  SCLERO -CHOROIDAL  STAPHYLOMA. 

1 here  is  here  more  or  less  increase  in  the  size  of  the  entire  eyeball 
and  now  and  then  some  alterations  in  the  form,  by  which  it  becomes 
roundish  or  cylindrical,  or  very  irregular;  and  as  corneal  lesion, 
particularly  from  wounds,  is  generally  the  cause  of  the  intra-ocular 
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disease,  the  cornea  participates  in  the  enlargement  under  some  form 
of  corneal  staphyloma.  The  natural  whiteness  is  lost,  being  displaced 
by  a darkish  blue  colour.  Fig.  281. 

There  is  ocular  protrusion  according  to  the  size  of  the  staphyloma, 
and  the  closure  of  the  eyelids  is  impeded. 

As  the  corneo-sclerotic  junction  is  enlarged,  there  is  stretcliiug 
of  the  iiis,  of  the  ciliary  body,  and  of  the  zonula.  Over  the  ciliary 
region  enlarged  veins  ramify. 

Vision  is  nearly  or  quite  destroyed,  from  the  extensive  disorganiza- 
tion of  the  internal  tissues  of  the  eyeball. 


STAPHYLOMA. 
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PARTIAL  SCI.ERO-CHOROI DAL  STAPHYLOMA. 

Here  there  is  bluish,  partial  projection  of  the  much-thinned 
sclerotica,  or  several  projections,  separated  by  furrows.  Any  of  the 
zones  of  the  sclerotica,  the  anterior,  lateral,  or  posterior,  may  be  so 
affected,  but  the  anterior  one  usually  suffers.  Fig.  282,  in  which  the 
eyeball  is  directed  downwards,  and  the  eyelid  elevated,  to  give  the 


Fig.  282. 


more  extended  view,  shows  many  lateral  staphylomata  standing  out 
like  dark  blue  vesicles  separated  by  furrows,  and  passing  half  around 
the  eyeball  in  the  equatorial  zone.  In  this  case,  as  usual,  there  was 
not  any  vision.  The  crystalline  lens  was  absorbed,  and  its  capsule 
floated  in  the  posterior  chamber.  The  iris  was  not  thrown  forward. 
The  history  of  the  case  is  that  when  the  lady  was  a child,  a scratch 
on  the  cornea  from  the  finger  of  an  infant  excited  intense  inflamma- 
tion, on  which  the  staphyloma  supervened. 


ANTERIOR  ANNULAR  SCLERO-CHOROIDAL  STAPHYLOMA. 

This  is  a variety  of  the  above  class,  with  certain  modifications. 
It  may  be  partial,  or  total  and  circular.  In  its  most  usual  develop- 
ment it  appears  as  bluish,  or  blackish,  elongated  protuberances, 
separated  by  tendinous  whitish  bands,  surrounding  a part  or  the 
whole  of  the  circumference  of  the  cornea.  Less  commonly  it  stands 
out  with  more  protrusion,  tumour-like,  resembling  a grape,  and 
encroaching  on  the  cornea  influences  its  anterior  layers  by  stretching* 
them,  and  widens  the  corn eo-scl erotic  boundary. 

Although  vision  is  usually  destroyed,  there  are  exceptions  in 
the  partial  form,  where  there  is  only  limitation  to  the  visual  field, 
because  the  damage  to  the  interior  of  the  eyeball  is  confined  to  its 
anterior  region. 
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MORBID  ANATOMY. 

It  is  enough  to  mention,  very  concisely,  a few  facts  more  inti- 
mately connected  with  the  staphylomatous  changes. 

In  the  total  form  of  the  staphyloma,  the  sclerotica  is  thinned 
atrophied,  softened,  and  pigmented.  The  clioroidea  is,  as  a rule,  far 
advanced  in  atrophy,  and  very  adherent  to  the  sclerotica.  Sometimes 
it  is  shrunken  to  thin  layers  of  stiff,  dry  hyaline.  The  ciliary  nerves 
are  partially  or  wholly  destroyed.  The  retina  is  usually  cloudy, 
anaemic,  atrophied  and  thinned.  Sometimes  it  is  detached.  Some- 
times there  are  only  a few  pigmented  connective  tissue  remains  of  it 
firmly  attached  to  the  choroidea,  or  ragged  hits  attached  to  the  optic 
nerve  entrance,  and  floating  in  the  fluid  vitreous  humour.  Some- 
times it  has  quite  disappeared.  The  optic  nerve  is  atrophied,  pig- 
mented, and  often  excavated. 

In  the  partial  form  of  staphyloma,  the  staphylomatous  walls 
are  thinned,  softened,  and  pigmented.  A dark  pigmented  delicate 
membrane  lines  the  sclerotica  and  adheres  to  it,  and  is  attached  also 
to  the  atrophied  choroid,  which  is  always  in  large  extent,  and  often 
altogether  disorganized.  The  cavity  of  the  staphyloma  is  filled  with 
serum,  and  but  rarely  with  any  solid  material,  and  is  generally 
behind  the  retina.  A large  portion  or  the  whole  of  the  retina  is 
atrophied,  and  the  optic  nerve  is  usually  excavated. 

In  the  anterior  annular  form,  the  affected  sclerotica  may  yield  by 
the  inner  wall  of  Schlemm’s  canal  breaking  down,  and  the  outer  wall 
dilating  ; or  the  protrusion  may  ensue  from  the  distension  of  the 
entire  thickness  of  the  sclerotica.  The  blood-vessels  and  nerves  in 
the  diseased  sclerotica  are  ruptured,  or  atrophied,  or  quite  destroyed. 
The  ciliary  muscle  is  ruptured.  The  ciliary  body  is  occasionally  torn 
through.  When  this  does  not  happen,  a rent  is  made  in  the  anterior 
part  of  the  choroidea. 


RESULTS  OF  INCREASING  SCLERO-CHOROIDAL  STAPHYLOMA. 

Suppuration  within  the  eyeball,  and  collapse  during  very  active 
inflammatory  exacerbation.  Spontaneous  bursting  of  the  eyeball, 
at  the  thinnest  part  of  the  sclerotica,  especially  in  the  partial  form, 
evacuation  of  the  greater  part  of  the  contents  and  haemorrhage, 
and  afterwards  active  intra-ocular  inflammation,  sometimes  suppu- 
ration, and  always  atrophy. 


STAPHYLOMA. 


X)T\ 


TREATMENT. 

This  is  meant  to  apply  only  to  the  physical  condition  of  the 
developing  staphyloma,  and  not  to  the  suppression  of  the  exciting 
causes,  because  they  are  better  treated  of  respectively  in  the  chapters 
devoted  to  the  inflammatory  diseases  of  the  several  tissues  of  the 
interior  of  the  eyeball. 

Total  staphyloma.  Removal  or  reduction  of  the  staphyloma.  This 
is  called  for  whenever  the  staphyloma  is  painful  from  distension  or 
so  large  or  so  circumstanced  as  to  interfere  with  the  closure  of  the 
eyelids,  or  to  produce  irritation  of  them.  Under  any  of  these  con- 
ditions sympathetic  ophthalmitis  is  apt  to  be  excited.  Extirpation 
of  the  eyeball  is  the  proper  remedy  when  it  is  probable  that  the 
vitreous  humour  is  reduced  to  fluidity,  and  such  degeneration  is  the 
prevailing  condition. 

Another  surgical  measure  is  to  reduce  the  eyeball  by  letting  out 
some  of  its  contents,  and  this  has  an  advantage  in  leaving  a stump 
for  the  adaptation  of  an  artificial  eye.  The  disadvantages  are,  the 
probability  of  intra-ocular  haemorrhage  and  suppuration.  The  opera- 
tion may  be  done  in  several  ways  : by  removing  the  cornea ; by  mere 
incision  ; or  by  laying  hold  of  a portion  of  the  distended  tunic,  and 
after  having  made  the  eyeball  flaccid  by  letting  out  some  of  the  con- 
tained fluid,  cutting  it  off. 

Puncturing  the  staphyloma  with  a fine  needle  in  several  places, 
giving  exit  to  the  serous  effusion,  and  applying  pressure  to  prevent 
hcemorrhage,  and  repeating  the  process,  has  been  thoroughly  tried  by 
myself,  but  it  has  not  permanently  reduced  the  size  of  the  eyeball. 

Atrophy  of  the  eyeball  may  be  brought  about  b}r  the  seton 
method,  which  is  the  introducing  of  a thread  through  the  ciliary 
body,  and  removing  it  after  twenty-four  hours. 

Partial  staph yloma.  Extirpation  of  the  eyeball,  or  reduction  of  it 
after  the  above  method,  is  called  for.  Some  surgeons  say  that  they 
have  been  successful  in  shaving  off  small  staphylomata,  as  the  breach 
was  filled  up  by  granulation.  Others  that  good  results  have  fol- 
lowed splitting  the  staphylomata,  whereby  the  flaps  overlapped  each 
other  and  became  adherent.  Frequent  tapping  the  anterior  cham- 
ber, with  or  without  iridectomy,  is  said  by  Continental  surgeons  to 
be  advantageous. 

Partial  staphyloma  occurring  with  acute  choroiditis  may  subside 
without  a surgical  operation.  The  “ Medical  Times  and  Gazette  ” 
for  May,  1855,  contains  a clinical  lecture  of  mine  on  such  a case. 
A small  fly  got  under  the  upper  eyelid.  Some  surgeon  rubbed  the 
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eyeball  with  solid  nitrate  of  silver  to  subdue  the  irritation  which 
ensued.  Considerable  inflammation  of  the  eyeball  followed,  and  the 
sclerotica  bulged  in  a distinct  staphyloma,  at  the  upper  part,  just 
posterior  to  the  cornea.  Alter  long  soothing  treatment,  complete 
recovery  ensued,  and  vision  was  unimpaired.  The  only  remains  of 
the  staphyloma  were  a few  small  stains  of  a sepia  colour  where  it 
occurred. 


ULCERATION  OF  THE  SCLEROTICA. 

Idiopathic  ulceration  of  the  sclerotica  is  so  rare  that  I do  not 
remember  to  have  seen  it.  I find  one  case  recorded  in  which,  with- 
out apparent  cause,  symmetrical  ulceration  in  each  eye  ended  in  per- 
foration and  collapse  of  both.  Also  a few  cases  of  ulceration  from 
syphilitic  deposits,  and  two  from  what  is  called  tubercle. 


CHAPTER  XXXVII. 


DISEASES  OF  THE  VITREOUS  BODY. 

INFLAMMATION  OF  THE  VITREOUS  BODY,  OR  HYALITIS. 

Hyalites,  the  chief  morbid  condition  of  this  body,  is  an  effect,  and 
a very  common,  accompaniment,  of  inflammatory  processes  in  the 
surrounding  vascular  textures  of  the  retina,  and  of  the  retina  and  the 
choroidea  combined. 

I do  not  recognise  the  existence  of  primary  hyalitis.  Many  experi- 
ments have  been  made  on  the  lower  animals  to  determine  this  question, 
but  they  have  never  proved  the  existence  of  hyalitis  by  itself.  The 
suppuration  produced  by  the  presence  of  a foreign  substance  cannot 
be  taken  as  any  affirmative  evidence,  since  the  substance  may  have 
passed  through  vascular  parts  to  reach  the  body.  The  same  may,  I 
think,  be  said  with  regard  to  the  process  of  encysting  of  foreign 
substances,  of  which  mention  has  been  made  at  p.  508,  or  of  depressed 
cataract,  etc. 

Hyalitis  is  not  excited  by  wounds,  however  much  the  vitreous 
tissue  is  broken  or  stirred  about.  Even  a cysticercus  hanging  from 
the  retina  and  floating  in  the  body  is  innocuous.  The  rule  would 
seem  to  be  that,  so  long  as  anything  encysted  does  not  touch  the 
retina  or  the  choroidea,  mischief  does  not  ensue;  but  should  it 
touch,  ophthalmitis  is  set  up,  and  hyalitis  is  induced. 

Dr.  Bagenstecher,  of  Wiesbaden,  has  performed  twenty-two  expe- 
riments, with  surprising  ingenuity  and  marvellous  dexterity  and 
minuteness,  in  the  hope  of  settling  this  question  of  inflammation, 
together  with  other  difficult  abstract  pathological  ones,  and  comes  to 
these  conclusions,  in  an  essay  on  the  pathology  of  the  vitreous  body, 
which  is  a masterpiece  of  the  kind  : That  in  the  vitreous  body,  the 
i gelatinous  material,  as  well  as  the  elements  contained  in  it,  be  they  of 
what  kind  they  may,  are  not  capable  of  inflammation,  from  irritating 
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causes  sufficient  to  produce  it  elsewhere,  nor  of  forming  lymphoid 
corpuscles  by  morphological  changes.  From  which  it  follows  that 
inflammatory  products  there  found  must  immigrate  from  the  sur- 
rounding tissues.  That  the  body  remains  apparently  quite  passive 
even  under  very  strong  irritation,  and  does  not  produce  an  accumula- 
tion of  lymphoid  corpuscles  at  the  point  of  such  irritation,  a pheno- 
menon which  in  a short  time  follows  similar  irritation  in  organs 
susceptible  of  inflammation.  That  therefore  the  vitreous  cannot  he 
said  to  be  susceptible  of  inflammation  in  the  same  sense  in  which 
we  use  that  phrase  of  other  organs,  but  that  every  so-called  inflam- 
mation of  it  is  to  be  considered  as  a secondary  state  depending  on 
the  changes  in  surrounding  tissues. 

An  irritation  in  the  vitreous  will  therefore  only  lead  to  phenomena 
of  inflammation,  when  it  exerts  an  inflammatory  influence  upon  the 
vascular  tissues  surrounding  that  body,  and  brings  these  into  a 
state  of  actual  inflammation.  The  products,  or  exudations,  which  are 
developed  in  consequence  of  such  process,  are  those  which  traverse 
the  vitreous,  without  regard  to  the  nature  of  the  irritation,  and  are 
capable  of  a further  development,  i.e.,  the  formation  of  new  tissue  ■ 
resembling  ordinary  connective  tissue.  Under  different  circumstances  • 
they  deposit  themselves  as  purulent  accumulations,  or  are  the  subject 
of  a retrograde  metamorphosis. 

He  points  out,  too,  that  cloudiness  of  the  vitreous  body  developed 
around  foreign  bodies  without  any  connection  with  the  tunics  around  . 
are  not  inflammatory  products,  but  coagulations  of  the  vitreous 
tissue. 

The  essential  condition  of  hyalitis  is  exudation  and  proliferation , the 
product  of  an  inflammatory  process  in  the  surrounding  membranes , . 
whereby  opacity  is  produced.  The  pathological  development  appears  • 
as  groups  of  cells,  “ incubation  foci,”  visible  only  under  the  micro-  f. 
scope.  Nuclear  bodies  of  the  character  of  connective  tissue  corpuscles,  . 
throwing  off  short  fibres,  from  which  are  formed  neoplastic  connective 
tissue,  in  which,  as  a rare  event,  blood  vessels  are  formed.  Such 
elements  most  abound  in  those  parts  of  the  body  which  are  nearest 
to  the  highest  inflammation  of  the  surrounding  tissues,  and  which 
is  generally  about  the  optic  nerve  entrance  and  the  ciliary  body. 

Subjective  symptoms.  Haziness  of  vision,  pathological  muscae,  or 
the  floating  of  small  objects  in  the  field  of  vision,  and  which  change 
their  form  and  size  with  alterations  of  the  exudations.  They  differ 
besides  this  from  physiological  muse®  in  being  larger,  seldom  having 
a regular  course  of  movement  in  the  complete  or  partially  fluid  body, 
and  being  demonstrable  with  the  ophthalmoscope. 

Objective  symptoms.  Although  hyalitis  maybe  detected  by  oblique 
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illumination  of  tho  eye,  the  use  of  the  ophthalmoscope  is  needed  to 
recognise  all  its  characters.  It  is  necessary  at  times  to  employ  the 
highest  magnifying  power,  and  also  for  the  observer  to  accommodate 
his  own  eye  for  different  depths  of  the  body.  Besides  this,  the  patient 
should  move  his  eye  about  so  as  to  shako  up  any  deposits,  usually 
called  opacities,  which  may  have  fallen  out  of  the  held  of  observation. 

In  slight  hi/a litis,  producing  diffuse  or  punctiform  opacity,  which  is 
made  up  chiehy  of  exudation  cells,  the  vitreous  body  looks  like  a mist 
behind  the  pupil.  The  retina,  the  optic  disk,  and  all  the  parts  at  the 
fundus  of  the  eye  appear  blurred.  The  eye  is  better  seen  if  the 
ophthalmoscoj^e  be  used  at  certain  angles.  With  such  variation  of 
the  mirror,  greater  density  of  some  parts  of  the  body,  as  well  as  stria;, 
may  then  be  made  out. 

This  form  of  opacity  dims  the  sight  more  than  large,  but  circum- 
scribed opacities,  with  clear  vitreous  body  around. 

In  more  advanced  hyahtis , with  or  without  increase  of  the  diffuse 
opacity,  large  floating  exudations  are  thrown  out,  and  appear  as 
globules  or  shreds  in  bundles,  with  or  without  pigmentation  or 
fibres,  scattered  or  interlaced.  They  are  spoken  of  as  filamentous 
membranous,  or  flocculent  opacities.  As  a rare  condition,  a few 
larger  exudations  may  occur  without  the  diffuse  opacity.  All  these 
dart  about  with  the  least  movements  of  the  eye,  and  unless  the 
pupil  be  dilated,  come  into  the  field  of  observation,  and  as  quickly 
ft  get  out  of  it. 

The  colour  of  most  opacities  is  greyish-blue.  Blackness  seldom 
prevails.  Sometimes  there  is  a blood  tinge  from  rust-yellow  to  a 
dark  red-brown. 

Prognosis.  The  more  sudden  the  hyalitis,  in  association  with 
remediable  inflammation  of  the  eyeball,  the  more  surely  does  it  pass 
away.  Its  removal  depends  on  the  cessation  of  the  cause,  that 
i is,  the  inflammation  of  the  surrounding  nodular  parts.  We  see 
' ll  disappearing  and  re-appearing  when  such  inflammation  remits 
and  lecurs.  Syphilitic  iritis  gives  one  of  the  best  examples  of 
this.  . In  the  acute  form,  the  body  may  be  so  opaque  as  to  shut  out 
the  slightest  glimmer  of  the  fundus,  to  admit  only  the  denser  exuda- 
i tions  moving  about  in  it,  to  be  seen,  and  yet  under  proper  treatment 
all  exudation  may  entirely  pass  away. 

In  quickly  relapsing  inflammation  of  the  eyeball,  and  in  long 
! continued  inflammation  of  the  retina,  or  of  the'  choroid,  the  hyalitis 
continues.  Then  the  connective  tissue  formations  are  usual. 

A permanent  condition  of  hyalitis,  with  which  I am  not  personally 
| acquainted,  is  a deposit  on  the  posterior  capsule  of  the  lens,  and 
called  polar,  or  posterior  cataract,  as  it  respectively  covers  a part  or 
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the  whole  of  the  posterior  capsule.  A more  advanced  condition  of 
things  a deposit  over  the  whole  of  the  front  of  the  vitreous  body. 

Regarding  then  the  ultimate  results  where  atrophy  of  the  eyeball  does 
not  come  from  ophthalmitis. 

flight  hyalitis  may  pass  away,  not  leaving  a trace  of  the  opacity, 
lhe  more . advanced  hyalitis  generally  leaves  some  imperfection. 

I lie  following  changes  in  the  several  products  have  been  observed  : • 

Some  shrink  ; some  retrograde,  and  are  absorbed.  Some  of  the 
groups  of  nuclei  may  get  fatty  and  augmented  by  other  products 
into  a solid  body.  Some  degenerate  into  scales  of  cholesterine, 
which  look,  when  numerous,  like  a silvery  shower.  This  effect  is 
called  sparkling  synchysis. 

There  is  no  treatment  for  hyalitis  apart  from  that  which  is  required 
for  the  inflammation  of  the  parts  of  the  eye  which  may  produce  it. 

LIQUEFACTION  OF  THE  VITREOUS  BODY  OR  SYNCHYSIS. 

Senile  liquefaction.  This  is  best  known  as  one  of  the  quasi-physio- 
logical  changes  in  the  eye  which  come  on  in  old  age  ; too  often  does  • 
the  inevitable  escape  of  some  of  the  fluid  body  during  the  extraction 
of  cataract  spoil  the  eye.  Without  a direct  symptom  of  any  kind, 
not  even  tremulousness  of  the  iris,  it  may  be  as  fluid  as  water.  This 
senile  condition  is  said  by  one  microscopist  to  be  due  to  fatty  degene- 
ration of  its  septa,  or  membranous  portion. 

The  tension  of  the  eyeball  whether  above  or  below  the  normal,  , 
affords  no  criterion  of  the  occurrence  of  liquefaction,  since  it  is  regu-  • 
lated  by  the  fulness  of  the  ocular  tunics. 

Pathological  liquefaction.  This  is  caused  by  hyalitis,  and  evidence 
of  it  is  directly  afforded  by  the  presence  of  opacities. 

In  a perfectly  normal  vitreous  body,  an  opacity  would  show  some 
trembling  when  the  eyeball  moves.  In  proportion  to  the  departure 
from  the  normal  state  towards  liquefaction,  do  opacities  move  about. 

This  form  of  liquefaction  may  be  limited  to  any  parts,  such  as  the 
surface  or  the  centre  of  the  body.  Partial  implication  is  usually 
associated  with  circumscribed  atrophy,  or  inflammation  of  the  retina 
or  choroidea. 

Partial  like  the  general  liquefaction,  cannot  be  diagnosed  with 
certainty  unless  opacities  are  seen  moving  in  it,  and  they  are  seldom 
absent. 

CONNECTIVE  TISSUE  DEGENERATION  OF  THE  VITREOUS  BODY. 

There  is  a form  of  this  met  with  in  disorganized  eyeballs,  with 
more  or  less  atrophy,  from  wounds,  or  ulceration  of  the  cornea,  with 
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loss  of  the  crystalline  lens.  Without  going  into  the  surrounding 
pathological  changes  in  the  eyeball,  for  to  do  so  would  be  useless,  I 
will  merely  say  that  as  the  new  neoplastic  tissue  is  developed,  the 
vitreous  body  is  absorbed,  that  is,  the  fluid  portion,  which  quickly 
disappears  from  intra-ocular  pressure  occasioned  by  any  growths,  or 
from  pressure  on  the  eyeball  from  intra-orbital  causes.  Ultimately 
the  adventitious  material  contracts,  becomes  tendinous,  and  pulls  the 
retina  up.  As  the  retina  retains  its  ciliary  and  optic  nerve  connec- 
tion, it  assumes  a funnel-shape.  Serum  supplies  the  space  between  it 
and  the  choroidea. 

HAEMORRHAGE  INTO  THE  VITREOUS  BODY. 

Traumatic  hcemorrhage  is  described  at  page  422. 

Idiopathic  hcemorrhagc,  which  is  not  very  rare,  may  proceed  from 
great  bodily  exertion,  or  from  diseased  states  of  the  retina  or 
choroidea. 

The  subjective  symptoms  are  sudden  impairment  of  sight  by  a dark 
spot,  a cloud,  or  a mist,  in  the  field  of  vision,  or  nearly  total  loss  of 
sight.  When  dissolution  changes  commence  in  the  clot,  tints  of  red 
or  green  are  seen  by  the  patient,  with  mobility  of  any  spectrum 
which  may  exist. 

The  ophthalmoscope  quickly  detects  the  cause  of  the  subjective 
symptoms,  as  a dark  mass,  generally  accompanying  the  lower  portion 
of  the  vitreous  body,  and  concealing  all  parts  of  the  fundus  of  the 
eye  which  are  behind  it.  The  eclipsed  region  again  becomes  visible 
by  degrees,  through  the  absorption  or  breaking  up  of  the  clot. 

Retinitis  and  hyalitis  may  ensue. 

Prognosis.  The  blood  is  more  slowly  removed  than  blood  effused 
into  the  aqueous  humour. 

Vision  may  be  restored,  but  it  is  as  frequently  impaired  or  lost. 
Shreds  of  the  coagula  are  apt  to  remain,  and  float  about  according  to 
the  amount  of  fluidity  of  the  body. 

Modern  pathological  researches  clearly  prove  that  the  absorption 
of  the  blood  takes  place  by  means  of  the  red  corpuscles  being  gradu- 
ally enclosed  in  contractile  cells,  which  are  furnished  from  the  sur- 
rounding vascular  tunics.  Also  that  such  cells  may  be  converted  into 
connective  tissue  cells. 

The  treatment  is  the  same  as  that  for  traumatic  haemorrhage. 

SUPPURATION  OF  THE  VITREOUS  BODY. 

All  that  need  be  said  on  this  point  is  expressed  in  the  chapter  on 
“ Ophthalmitis.” 
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CHAPTER  XXXVIII. 

CANCER  AND  OTHER  MALIGNANT  AFFECTIONS  OF  THE  EYE, 

OF  THE  OCULAR  APPENDAGES,  AND  OF  THE  ORBIT. 

Thebe  are  anatomical  and  clinical  differences  between  tbe  carcino- 
mata or  cancers,  and  the  other  malignant  affections  which  attack  the 
eje.  The  former  consist  of  aggregations  of  cells  of  an  epithelial  1 
type,  without  intercellular  substance,  held  together  by  a fibrous 
stroma.  In  developing  they  spread  by  infiltrating  the  surrounding 
tissues  indiscriminately.  They  affect  the  neighbouring  lymphatic 
glands  with  growths  like  themselves ; after  which  they  cause  can- 
cerous tumours  in  the  internal  parts  of  the  body.  The  latter,  well  . 
known  as  the  fibro-plastic,  recurrent-fibroid,  fibro- nucleated,  myeloid, 
and  gliomatous  tumours,  now  included  as  varieties  under  the  head 
of  sarcoma,  consist  of  embryonic  connective  tissue,  with  cells  of 
varying  size  and  configuration,  interspersed  within  an  intercellular 
substance,  increase  not  only  by  the  multiplication  of  their  own  cells’ 
central  growth,  but  by  further  development  of  them  connective 
tissue  matrix,  peripheral  growth,  according  to  their  variety,  infiltrate 
tissues  to  different  extent,  usually  spread  quicker  than  cancer,  are 
more  prone  to  early  return  after  extirpation,  seldom  affect  the 
lymphatic  glands,  and  are  liable  to  appear  as  well  within  the  trunk. 

Origin.  Cancer.  The  starting  point  of  this  is  not  absolutely 
determined.  While  the  greater  portion  of  the  pathological  evidence 
is  in  favour  of  epithelial  derivation,  we  are  forced  to  accept  also  a 
connective  tissue  beginning. 

Sarcomata  take  their  rise  from  connective  tissue. 

Mr.  T.  Nunn  has  pointed  out  (Pathological  Society  Transactions) 
that  the  cells  of  certain  sarcomata  have  a definitely  marked  maturity 
and  a persistent  vitality,  the  inflammatory  phenomena  being  dependent  . 
on  extrinsic  irritation ; while  in  carcinomata,  the  cell  elements  are 
characterized  by  irregular  development,  and  at  an  early  stage  betray 
a tendency  to  intrinsic  degeneration. 
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CANCER  AND  OTHER  MALIGNANT  AFFECTIONS  OF  THE  EXTERIOR 

OF  THE  EYEBALL. 

Set/)// its.  As  a primary  affection  this  is  extremely  rare.  I have 
seen  hut  one  example  confined  to  the  eyeball.  It  occurred  in  an 
elderly  man.  The  lower  part  of  the  cornea,  and  the  adjacent  portion 
oi  the  sclerotica,  were  occupied  by  an  irregular,  firm,  and  very  vascu- 
lar tumour,  having  a granular  or  warty  surface.  The  eyeball  was 
extirpated.  All  its  posterior  parts  were  sound.  Two  years  after,  the 
patient  died  of  medullary  cancers  in  the  heart  and  various  other 
internal  organs.  The  orbit  remained  sound, 

. ^ butcher,  of  Dublin,  relates  a case  in  which  a “ red  fleshy 
pimple  appeared  on  the  cornea,  after  middle  life,  and  grew  as  large 
as  the  section  of  a walnut,  being  mammillated  not  vascular,  and  as 
hard  as  cartilage.  The  subjective  symptoms  were  those  proper  to 
scirrhus.  Microscopic  examination  proved  the  cancer  structure 
Ihe  cornea  alone  was  occupied  by  the  new  growth,  and  the  rest  of 
tJie  ocular  tissues  were  healthy. 

I have  seen  a few  instances  in  which  the  cancer,  having  nearly 
destroyed  the  eyeball,  spread  to  the  ocular  appendages  and  the 
orbit.  In  one  case  of  six  years’  duration,  the  eyeball  had  dis- 
appeared and  the  entire  surface  of  the  orbit  was  cancerous. 

Ihe  other  three  varieties  of  cancer,  the  encephaloid,  the  epithe- 
lioma, and  the  colloid  probably  never  begin  in  the  eyeball.  The 

last  has  not  I believe,  been  met  with  in  association  with  the  eye  or 
its  surroundings.  J 

Sarcoma  occurs  on  the  surface  of  the  eyeball.  Nearly  always  it  is 
melanotic  sarcoma.  I have  seen  two  examples.  In  both  a part  of 
the  sclerotica  and  the  conjunctiva  were  involved.  Gases  are  related 
by  Lawrence,  Travers,  Hibbert,  Taylor,  Cur-ling,  Magni,  and  others, 
in  winch  the  cornea,  as  well  as  the  sclerotica  and  the  conjunctiva 
have  been  the  primary  seats  of  the  tumour.  J ’ 

It  is  well  known  that  melanotic  or  pigmented  tumours,  which  are 
not  sarcomata,  occur  on  the  surface  of  the  eye.  In  general  all 
melanotic  growths  are  sarcomatous.  ’ 
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Virchow,  from  whom  tlio  greater  portion  of  this  improved  know- 
ledge comes,  remarks  that  tumours  of  the  retina  are  of  two  forms, 
gliomata  and  sarcomata,  and  adds  that  the  characters  of  these  two  so 
frequently  occur  in  the  same  tumour,  that  he  proposes  for  such 
mixed  forms  the  name  of  glio-sarcoma. 

I think  with  the  majority  of  pathologists,  that  glioma  is  hut  a 
variety  of  sarcoma. 

I believe  that  all  malignant  intra-ocular  tumours,  and  indeed 
nearly  all  tumours  within  the  eyeball,  are  sarcomata.  Glioma  has  a 
selection  for  the  retina,  and  other  forms  of  sarcoma  for  the  choroidea, 
the  ciliary  body,  and  the  iris. 

Glioma.  This  begins  in  the  neuroglia,  the  nerve  connective 
tissue,  in  the  filamentary  layer  of  the  nerve  stratum  of  the  retina. 


Perhaps  it  never  commences  in  the  optic  nerve  when  intra-ocular. 

Structure.  Glioma  somewhat  resembles  brain  substances,  being  . 
soft  and  grey-red.  The  colour,  due  to  its  rich  supply  of  blood-  - 
vessels,  is  often  increased  by  stains  from  effusion  of  blood,  or  the 
formation  of  apoplectic  clots. 

It  is  composed  of  granules,  or  rather  of  small  round  cells  enclosing 
a nucleus,  a little  inferior  in  size  to  the  cell  itself.  Between  the  cells  t 
is  an  albuminous  material  which  becomes  reticulated  or  fibrillated 
when  immersed  for  a time  in  a preservative  fluid. 

There  is  a great  resemblance  between  glioma  and  the  nuclear 
layers  of  the  retina,  but  it  differs  from  them  in  the  irregularity  of 
its  cell  arrangement.  As  it  increases,  it  pushes  forward  the  anterior 
layer  of  the  retina,  which  is  usually  visible  on  its  surface,  and  may 
be  dissected  off  with  care,  being  thickened,  semi-opaque,  and 
indurated.  It  soon  take^possession  of  all  the  retinal  elements,  and 
advancing  into  the  vitreous  body,  occupies  the  interior  of  the  eyeball , 
or  it  may  affect  the  choroidea,  where  pigment  may  be  developed,  and  .< 
it  may  then  acquire  another  form  of  sarcoma,  hence  the  complicated  < 
character  of  a glio-sarcoma. 

Course.  If  now  the  tumour  grow,  the  following  objective  symptoms 
may  be  expected. 

First  stage.  The  earliest  appearance  that  generally  attracts  atten- 
tion is  a shining,  yellowish,  and  deep-seated  reflection  at  the  bottom 
of  the  eye,  as  if  from  a piece  of  metal ; best  seen  in  particular  lights, 
especially  by  oblique  illumination,  and  when  the  pupil  is  dilated,  n 
and  somewhat  resembling  the  appearance  of  a cat’s  eye  in  a darkene 
room.  At  the  same  time,  the  iris  will  be  found  to  have  changed  in 
colour,  being  rather  darker  than  that  of  the  other  eye.  The  pupil  is 
dilated  and  sluggish,  and  vision,  even  now,  is  nearly  or  altoget  er 
lost.  Slight  external  inflammation,  lacrymation,  and  intolerance  o 
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light  occur  in  some  instances ; but  these  are  by  no  means  necessarily, 
or  even  frequently,  present.  As  the  disease  advances,  the  cause  of 
the  metallic  reflection  becomes  evident.  It  is  now  seen  to  be  owing 
to  a tumour  springing  from  some  part  of  the  fundus  of  the  eye,  of 
an  irregularly  rounded  form,  generally  divided  superficially  into  two 
01  tlnee  lobes,  and  traversed  by  one  or  two  small  blood-vessels,  which 
ramify  on  its  surface.  In  colour  it  varies  from  a deep  orange  hue  to 
nearly  w hite,  the  most  usual  being,  perliajJS,  a bright  canary  yellow. 
The  growth  gradually  increases  in  size,  approaches  the  front  of  the 
eye,  causing  absorption  ot  the  vitreous  humour,  and  affecting  the  lens, 
which  becomes  opaque,  and  in  most  instances  is  ultimately  absorbed; 
previous  to  which  it  is  pressed  on  the  iris,  which  loses  whatever  bril- 
liancy it  may  have  retained,  changes  to  a greyish  brown  colour,  and 
is  thrust  forwards  against  the  cornea ; both  the  anterior  and  posterior 
Chambers  of  the  eye  being  completely  obliterated.  Towards  the 
conclusion  of  this  stage,  there  is  considerable  tension  from  internal 
pressure  ; the  eyeball  feels  hard,  its  motions  are  limited,  there  are 
attacks  of  inflammation  with  epiphora. 

Second  stage.  The  external  parts  of  the  eye  now  undergo  a change. 
The  cornea  expands  and  becomes  opaque.  The  sclerotica,  thinned 
by  absorption,  allows  the  choroid  to  appear  through  it,  is  irregular  in 
outline,  rising  into  small  dark-coloured  knobs  where  the  pressure  has 
been  most  severe,  or  the  absorption  most  rapid.  In  many  instances 
it  is  so  densely  covered  with  large  varicose  vessels,  that  no  alteration 
in  colour  is  perceptible.  The  eyelids  now  become  cedematous,  and 
the  eyeball  prominent,  from  the  swelling  of  the  orbital  tissues ; and, 
apparently,  greatly  enlarged  in  size.  I say  apparently,  for  though 
I admit  that  enlargement  takes  place  to  a certain  extent,  I 
oannot  conceive  the  possibility  of  the  dense  fibrous  structure  of  the 
sclerotica  expanding  to  two  or  three  times  its  normal  dimensions  as 
some  authors  have  asserted.  Rupture  of  the  eyeball  next  ensues; 
and  this  may  take  place  either  in  front  or  laterally.  In  the  former 
case,  the  cornea  becomes  more  and  more  attenuated,  pus  is  effused 
mto  its  structure,  and  ulceration  or  sloughing  ensues.  These  changes 
aie  not  witnessed  m the  sclerotica,  the  fibres  of  which,  previously 
burned  and  opened  up  by  long-continued  distention,  finally  give 
way  in  a small  rent,  through  which  the  morbid  mass,  still  covered  by 
he  conjunctiva,  protrudes.  Dining  the  latter  part  of  this  stage  the 

sirlofT  ° PatlGnt  ar0  aCUte’ the  Pain  exteil(lin  g over  the  whole 
de  of  the  head,  and  even  down  the  neck,  and  are  accompanied  with 

wl6  UTi  febrile  excitement.  Great  relief  is  experienced 

wnen  the  fungus  escapes  and  the  distention  is  removed. 

tud  stage.  I he  tumour,  now  released  from  pressure,  rapidly 
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increases  in  bulk,  so  as  in  a short  time  to  distend  the  orbit  and  eye- 
lids, and  efface  all  appearance  of  the  eye.  When  it  has  escaped 
through  the  sclerotica,  at  some  little  distance  from  the  cornea,  it  is 
at  first  covered  by  the  conjunctiva,  but  this  is  quickly  and  finally 
destroyed  by  ulceration  and  sloughing.  In  other  cases  of  less  fre- 
quent occurrence,  the  sclerotica  gives  way  at  the  back  part  of  the 
eyeball,  so  that  the  fungus  escapes  directly  into  the  orbit.  Under 
such  circumstances  the  eyeball  will  be  displaced  in  various  directions, 
according  to  the  position  of  the  protruded  mass,  until  finally  this 
latter  has  acquired  sufficient  bulk  to  extend  beyond  the  margin  of 
the  orbit,  when  it  overlaps  and  conceals  any  remains  of  the  eyeball 
that  may  have  been  visible. 

The  fungus,  on  its  first  escape,  is  soft,  and  generally  of  a light  red 
or  yellowish  colour.  This  appearance,  however,  is  rapidly  changed 
as  it  increases  in  bulk.  The  surface  becomes  irregular  and  covered 
with  ulcerations,  which  discharge  profusely.  Large,  livid,  and  fun- 
goid granulations  form,  which  bleed  freely  on  the  slightest  touch. 
Interstitial  haemorrhage  takes  place,  forming  clots.  Large  masses 
are  detached  from  the  surface  by  sloughing,  giving  rise  to  fresh 
bleeding,  in  some  instances  so  profuse  as  to  prove  the  immediate 
cause  of  death.  No  diminution  in  the  size  of  the  tumour  ensues 
from  the  separation  of  the  sloughs ; on  the  contrary,  there  is  aug- 
mentation with  increased  vigour,  limited  only  by  the  length  of  time 
that  the  patient  survives.  The  skin  of  the  distended  eyelids,  and  of 
the  adjoining  parts  of  the  face,  assumes  a dark  livid  hue,  and  is  ■ 
traversed  by  large  varicose  veins.  The  glands  in  the  neck  and  under 
the  lower  jaw  enlarge,  and,  in  exceptional  cases,  proceed  to  ulceration. 
But  the  disease  may  rather  spread  posteriorly,  through  the  optic  nerve 
to  the  brain.  Death  finally  ensues,  from  constitutional  irritation, 
and  the  exhausting  effects  of  pain,  haemorrhage,  and  discharge,  or, 
when  the  brain  is  implicated,  by  symptoms  indicative  of  tumour  of 
the  cerebrum,  irritability,  convulsions,  coma. 

A post-mortem  examination  discloses  that  the  contents  of  the  oroit 
have  undergone  great  changes.  In  cases  of  long  standing,  all  means 
of  distinction  between  the  various  textures  are  lost  by  their  disor- 
ganization. The  bony  structures  are  softened  and  expanded,  and 
frequently  partially  removed  by  absorption,  so  that  the  diseased  mass 
is  in  direct  contact  with  the  brain.  In  many  instances,  I believe  in 
most,  the  optic  nerve  will  be  found  to  be  involved  in  the  disease , 
thickened,  except  where  it  is  constricted  by  the  foramen  opticum  ■ 
during  its  passage  to  the  brain,  and  frequently  again  expanded  so  as 
to  form  a tumour  immediately  on  its  entrance  within  the  skull.  This  ' 
change  may  take  place  at  the  earliest  as  well  as  at  the  most  advanced 
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stages  ol  the  disease,  a pathological  fact  of  much  importance,  or  the 
disease  may  jiass  to  the  chiasma  and  then  involve  the  brain,  in  which 
■ case  blindness  of  both  eyes  will  ensue. 

llieio  may  be  exceptions  to  the  above  termination  ; such  as  fatty 
degeneration,  with  bony  or  calcareous  deposits,  the  development  of 

cysts,  and  the  formation  of  apoplectic  clots  by  the  rupture  of  its 
blood-vessels. 

It  may  cease  to  grow  at  any  period,  or  even  retrograde  by  degene- 
ration, though  such  exceptions  are  extremely  rare  when  it  has 
extended  beyond  the  eyeball.  It  may  terminate  in  a slough,  or  in 

atrophy  of  the  eyeball.  It  may  lie  dormant  for  a period,  and  again 
pursue  its  ravages. 

Glioma  probably  occurs  only  in  childhood.  It  has  been  seen  in 
several  children  of  the  same  family,  and  in  both  eyes  of  a child  at 
the  same  time. 

Came;  We  are  ignorant  of  the  cause  of  glioma,  whether  remote 
or  exciting.  We  know  that  it  may  be  congenital. 

_ Ophthalmoscopic  symptoms  in  the  earliest  stage.  A small  protru- 
. sion  from  the  retina,  passing  into  the  vitreous  body,  accompanied 
I °*  D.0t  ^ enlargement  of  the  neighbouring  retinal  blood-vessels 
; effusion  follows,  and  often  a sac  of  serum  separates  the  tumour 
from  the  choroidea.  Opacity  of  the  vitreous  body  soon  sets  in.  More 
1 will  be  said  when  I speak  of  its  differential  diagnosis 

Subjective  symptoms.  Loss  of  a portion  of  central  or  direct  vision 
and  ultimately  blindness.  ’ 

For  a long  time  there  may  be  no  pain,  and  the  general  health  may 

vseem  perfect;  or  from  the  first  pain  might  ensue.  In  the  latter 
stages  it  is  never  absent. 

LXX/f'™  °fni  retinafrom  Amours  in  the  eyeball  and 

l d 1 Z PTJei  ‘°ma  80  f“r  as  is  known  at  Present  is  a 
disease  of  childhood,  and  it  seems  to  be  the  only  tumour  which 

.ever  appears  in  the  retina.  It  might  be  mistaken  for  unpigmented 

t ft  X sinoe  also  ™ry  exceptionally  occurs  in 

.-clnldhood,  the  sarcoma  of  adults  being  invariably  pigmented  But 

dlffTcY1T1  in  the  direot 

Xdden iJL ZVR  t 7 Stag6S  “ °f  a Vivid’  ofte“  metallic 
lif  e r m Wklleyb*e  Sar00ma  0f  the  ehoroidea  appears  dull 
"hite,  or  feebly  yellowish  in  colour.  In  recent  glioma  the  cha 

fistic  ramifications  of  the  retinal  blood-vessels  <L  be  recognised 

oranch^oflhT  h f T f "T*  °f  the  ckOToidea  an  irrfgular 
C8„f  th°  new  formations,  and  numerous  extra- 

a™ea%  a commences  as  an  extended  surface 

generation,  or  as  a formation  of  numerous  small  clusters,  which 
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coalesce  and  spread  from  the  optic  nerve  entrance  to  the  ora  serrata . 
wnlo  the  white  sarcoma  of  the  choroidoa  appears  from  the  first  as  a 
round  or  oval  intumescence  of  considerable  size,  which  W remain. 
CH-cumscribod.  ° H 

. I')etaciiment  of  the  retina  can  scarcely  bo  taken  for  glioma  since 
its  moveableness  and  dull  greyish  blue  colour  distinguish  it’  from 
the  diffuse  yellow  shining,  dense,  and  nodular  gliomatous  degenera- 
tion of  the  retina.  Again,  detachment  of  the  retina  from  diseases 
of  the  fundus  of  the  eyeball  does  not  occur  in  children. 

In  cysticercus  of  the  retina,  which  resembles  glioma,  the  retinal 
blood-vessels  disappear,  while  in  glioma  they  are  preserved.  The 
progress  of  either  case  will  afford  a more  positive  diagnosis. 

Respecting  the  difference  between  glioma  and  inflammatory  pro- 
cesses in  the  interior  of  the  eyeball,  we  are  guarded  from  mistakes  by 
the  history  of  the  case,  by  the  results  of  the  inflammation,  such  as 
the  adhesion  of  the  iris,  the  diminution  of  the  eyeball,  its  diminished 
tension,  &c. 

Sarcomata.  These  arise  chiefly  in  the  choroidea,  as  frequently  in 
the  anterior  as  the  posterior  section,  and  very  exceptionally  in  the 
ciliary  body.  Being  always  associated  with  pigmented  tissues,  they 
frequently  assume  a form  called  melano-sarcoma,  formerly  known  as 
melanosis  or  black  cancer  of  the  eyeball.  It  is  the  shape  which  most 
of  the  sarcomata  of  the  eye  take. 

Structure  of  the  sarcomata.  The  main  feature  is  a preponderance  of 
cells,  acknowledged  to  be  a form  of  connective  tissue  cells,  without 
the  power  to  develope  into  true  connective  tissue.  These  are  massed 
together  within  a consistent  inter-cellular  substance,  continuous  with 
neighbouring  connective  tissue,  and  this  substance,  small  in  quantity 
when  compared  with  the  cells,  may  appear  structureless,  or  granular, 
or  finely  fibrillated.  These  cells  may  be  spindle-shaped,  the  fibro- 
plastic variety ; or  they  may  be  small,  round,  and  fully  occupied  by 
a nucleus  resembling  the  cells  found  in  glioma,  hence  Virchow’s  glio- 
sarcoma,  or  the  white  medullary  variety ; or  they  may  occur  as  large 
spherical  or  irregular  multinuclear  cells,  the  giant  celled  or  myeloid 
variety. 

Pigment  cells,  and  stellate  pigment  cells,  and  pigmentary  granular 
matter,  may  be  freely  interspersed  with  any  variety,  but  such  pig- 
mentation most  commonly  occurs  in  excess  in  that  sarcoma  in  which 
the  fusiform  cells  predominate. 

Whichever  form  of  cell  exists,  or  whether  one  or  more  of  the 
several  varieties  be  present,  the  tumour  differs  from  the  class  carci- 
nomata, in  that  the  cells  are  not  grouped  together  in  nests,  but  lie 
separately  in  the  inter-cellular  substance. 
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The  nature  of  a sarcoma  is  influenced  by  the  quality  of  the  mother 
tissue.  When  the  tumour  arises  in  the  outer,  denser,  more  pigmented, 
and  less  vascular  layers  of  the  clioroidea,  they  are  harder,  less 
vascular,  and  less  pigmented.  When  it  springs  from  the  chorio- 
capillaries  it  is  softer,  more  vascular,  and  unpigmented.  From  this 
arises  the  names  of  black,  white,  and  vascular  sarcomata. 

The  behaviour  of  sarcomata  depends  on  their  structure.  The 
spindle-celled,  the  commonest  of  all,  usually  called  the  fibro-plastic 
or  recurrent  fibroid,  is  hard,  and  has  some  of  the  clinical  characteis 
of  the  fibromata,  while  the  round-celled  variety  is  soft,  and  has 
characters  like  medullary  cancer. 

If  the  sarcoma  be  undergoing  degeneration,  there  are  free  fat 
granules,  or  even  oil  globules,  within  the  cells,  and  fat  granules 
throughout  the  inter-cellular  substance. 

This  new  growth  is  usually  well  supplied  with  blood-vessels,  which, 
by  reason  of  their  imperfect  walls,  are  liable  to  rupture  and  so  to 
produce  scattered  apoplectic  clots. 

Course.  A button-shaped  tumour  arises  in  the  clioroidea,  covered 
by  the  hyaloid  membrane  and  pigmented  epithelium ; or  by  the 
chorio-capillaries,  according  to  its  seat  of  origin.  Neighbouring 
clusters  may  arise,  and  reaching  the  iris  through  the  ciliary  body, 
appear  in  the  anterior  chamber.  The  clioroidea  is  perforated.  The 
retina  still  covers  the  tumour,  while  beyond  it  is  detached  by  serum 
or  bloody  fluid.  The  tumour  advances  into  the  vitreous  body  in  a 
mushroom  form,  adheres  to  the  sclerotica,  bulges  it  and  presses 
through  it  in  dark  masses  like  staphylomata,  and  perforating  im- 
plicates the  orbital  fat.  The  eyeball  is  pushed  aside  and  thrust 
under  the  eyelids.  It  is  swelled  and  traversed  by  bluish  tortuous 
blood-vessels,  and  its  movements  are  mechanically  interfered  with. 
The  conjunctiva  is  ruptured,  and  a fungus  protrudes.  Or  the  tumour 
may  advance  through  the  cornea  and  sprout  as  a fungus,  like  the 
usual  course  of  gliomata.  The  optic  nerve  is  soon  infiltrated  with 
the  sarcoma,  and  lastly,  all  the  orbital  tissues  and  the  orbital  bones, 
and  even  the  face  become  involved.  But  there  is  not  generally 
such  local  destruction  as  in  the  carcinomata,  because  death  ensues 
sooner  from  the  sarcoma  entering  the  brain,  or  appearing  in  the 
internal  organs  of  the  trunk.  The  liver  is  generally  most  severely 
affected. 

Diagnosis  of  choroidal  sarcomata.  It  is  told  from  carcinomata  and 
sarcomata  arising  in  the  orbit,  inasmuch  as  the  sight  is  lost.  Long 
after  the  appearance  of  a mere  extra-ocular  tumour,  the  sight  is 
unaffected. 

While  a sarcoma  is  intra-ocular,  and  is  no  longer  small  and 
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recognisable  by  the  ophthalmoscope,  it  might  be  confounded  with 
glaucoma,  there  being  in  both  affections  diminution  of  corneal  sensi- 
bility, with  or  without  corneal  opacity,  diffuse  opacity  of  the  aqueous 
humour,  hyperemia  of  the  sclerotica,  and  pushing  of  the  iris  and  the 
lens  against  the  cornea.  Indeed,  any  intra-ocular  tumour  may  show 
the  same  symptoms.  The  history  of  a case  must  be  relied  on  for 
evidence.  On  such  doubtful  occasions,  incising  the  eyeball  may  be 
resorted  to. 

When  the  pupil  is  clear  enough,  and  the  vitreous  body  too,  to 
admit  the  fundus  of  the  eye  to  be  tolerably  well  seen,  detachment 
of  the  retina,  with  increased  intra-ocular  pressure,  and  ciliary  neurosis 
will  declare  the  existence  of  a tumour. 

In  the  earliest  stage  it  is  difficult  to  diagnose  sarcoma  from  detach- 
ment of  the  retina,  arising  out  of  simple,  serous,  or  haemorrhagic 
effusion,  retinal  tumours,  detachment  of  the  choroidea  from  the 
sclerotic,  and  detachment  of  the  hyaloid  membrane  from  the  retina. 
The  only  sure  guide  is  the  recognition  in  the  slightly  opaque 
retina  of  the  retinal  vessels,  and  the  tumour  beneath  it  with  its 
blood-vessels ; then,  with  such  an  opportunity  of  observation, 
we  may  see  whether  a sarcoma  be  white,  black,  vascular,  or 
spotted. 

Two  cases  of  white  sarcoma  of  the  iris  have  been  seen  and  verified 
by  dissections. 

I have  neither  seen  nor  heard  of  a veritable  case  of  intra-ocular 
carcinoma. 

A collapsed  eyeball  may  be  attacked  without  or  within  by  any 
malignant  affection  which  may  occur  in  the  healthy  eyeball. 

Sarcoma  carcinomatosum  is  a name  given  by  Virchow  to  a case  of 
tumour  partially  within,  partially  without  the  eyeball,  while,  in 
truth,  the  characters  of  a sarcoma  were  mixed  with  those  of  car- 
cinoma, the  latter  prevailing  externally.  Virchow  remarks  it  cannot 
be  said  that  a sarcoma  has  become  carcinomatous,  since  it  is  impos- 
sible to  be  clearly  demonstrated  that  the  carcinomatous  proliferation 
commenced  in  the  connective  tissues  without  the  intervention  of  an 
intermediate  sarcomatous  stage  between  the  original  condition  of 
the  connective  tissue,  and  the  ensuing  cancerous  state. 
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Enccphaloicl  cancer  and  sarcomata  occasionally  have  their  primary 
seat  in  the  eyelids. 

The  sarcoma  is  usually  of  the  pigmented  form,  melano-sarcoma. 
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When  on  the  conjunctiva  it  lias  a raisod  and  sharp  outline,  and  the 
surro unding  conjunctiva  is  often  blackened  in  patches. 

Scirrhus  and  epithelial  cancer  are  the  affections  to  which  these  parts 
l arc  especially  liable, , and  in  the  majority  of  cases,  the  under  eyelid  is 
3 the  one  that  is  attacked ; a fact  of  which  no  satisfactory  explanation 
> has  hitherto  been  given.  They  present,  in  many  respects,  a close 
g resemblance  to  each  other  ; so  close,  indeed,  that  it  is  to  their  history 
and  mode  of  progress,  rather  than  to  their  external  appearance,  that 
we  must  look  for  marks  by  which  to  distinguish  the  one  from  the 
other.  They  are  imknown  in  childhood.  They  occasionally  attack 
, young  adults,  but  are  much  more  common  in  those  somewhat 
1 advanced  in  years. 

In  scirrhus , the  attention  of  the  patient  is  generally  first  attracted 
by  a feeling  of  stiffness  in  the  eyelid,  by  which  its  free  motion  is 
impeded ; and  on  farther  examination,  this  is  found  to  be  due  to  an 
< undefined  thickening  and  hardening  of  the  subcutaneous  areolar 
tissue.  As  the  disease  advances,  adhesions  are  contracted  with  the 
bone,  and  the  eyelid  may  appear  as  if  somewhat  retracted  within  the 
orbit.  The  skin  gradually  becomes  involved,  and  assumes  a dusky, 
livid  hue,  from  the  presence  of  numerous  small  veins  which  ramify 
upon  its  surface.  In  some  instances,  severe  lancinating  pain  is  an 
early  and  prominent  symptom  ; in  others,  there  is  merely  a sense  of 
uneasiness  or  itching,  which  induces  the  patient  to  rub  or  scratch  the 
part,  and  this,  by  breaking  the  skin,  leads  to  the  commencement  of 
; ulceration.  This  process  having  once  begun,  follows  the  same 
destructive  course  as  in  other  parts  of  the  body,  and  produces  the 
most  frightful  deformity.  The  bones  as  well  as  the  soft  parts  are 
destroyed  by  ulceration,  and  the  nose,  mouth,  and  orbit  may  be 
thrown  into  one  large  cavity.  As  is  the  case  with  fibrous  structures 
generally,  the  sclerotica  long  resists  the  attacks  of  the  disease ; and 
though  all  the  other  contents  of  the  orbit  should  be  destroyed,  the 
eyeball  may  be  seen  lying  there,  almost  as  completely  detached  as  if 
it  had  been  dissected.  In  other  cases,  the  irritation  to  which  the 
eyeball  is  exposed  leads  to  inflammation  and  sloughing  of  the  cornea, 
the  humours  escape,  and  collapse  ensues.  Death  takes  place  from 
the  contamination  of  the  system,  and  the  formation  of  secondary 
deposits,  or  from  the  exhausting  influence  of  pain  and  constitutional 
irritation. 

Epithelioma , or  epithelial  cancer.  This  is  seen  only  in  manhood 
or  old  age.  It  may  make  its  appearance  in  any  crack  or  pimple, 
or  any  wart  or  mole,  on  the  skin  of  the  eyelid ; or  on  the 
margin  of  the  same,  where  it  usually  occurs  at  a corner.  It  is 
ushered  in  by  the  formation  of  small,  hard,  whitish  elevations  or 
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tubercles.  It  is  bard,  and  appears  to  be  situated  in  the  texture  of 
the  part. 

It  slowly  enlarges  and  has  the  appearance  that  would  be  caused 
by  introducing  a knotted  thread,  or  a minute  white  bead,  or  a series 
ol  them,,  beneath  the  skin.  In  process  of  time  these  tubercles 
coalesce  into  a mass;  itching  or  uneasiness  is  felt;  the  surface  is 
irritated  or  scratched,  and  yellowish  scabs  form.  It  may  heal,  and 
then  break  out  again,  and  so  continue  for  years  without  any  material 
augmentation.  It  proceeds  gradually  but  regularly  ; at  one  part  of 
its  circumference  it  may  be  enlarging  and  secreting  a thin,  purulent 
flmd,.  while  in  another  part  it  may  be  cicatrizing.  So  that  there  is 
a striking  peculiarity  in  the  tendency  to  partial  reparation  of  one 
part  ol  the  sore,  while  ulceration  is  in  active  progress  in  another. 
Smooth,  shining  cicatrices,  of  a pale  bluish  colour  are  formed,  but  are 
seldom  of  long  duration  ; they  are  again  involved  in  ulceration,  while 
the  same  process  is  repeated  in  another  part. 

It  progresses  with  solid  edges,  and  by  scabbed  excoriation,  con- 
tinuing in  one  uniform  mass,  and  not  by  the  development  of  isolated 
deposits. 

Years  may  pass  before  the  subcutaneous  tissues  are  involved. 
When  the  eyelids  are  destroyed  in  part  the  areolar  and  fatty 
tissues  of  the  orbit  get  involved,  and  then  the  eyeball,  which  last 
inflames,  and  atrophies,  or  may  be  opened  by  ulceration,  and  so 
collapse. 

The  disease  continues  in  activity  by  eating  deeper,  and  at  length 
the  walls  of  the  orbit  suffer,  and  at  last  half  of  the  face,  or  even  more, 
may  be  lost,  the  cavities  of  the  mouth,  nose,  and  orbit  being  thrown 
into  one.  No  treatment  arrests  its  ravages,  but  all  tissues  are  regu- 
larly destroyed  in  its  progress.  The  destruction,  therefore,  of  parts, 
may  equal  that  which  is  seen  in  scirrhus. 

This  is  the  same  affection  that  is  described  by  some  men  as  the 
rodent  cancer. 

If  the  general  health  of  the  patient  be  unimpaired,  and  the  local 
affection  shielded  from  irritation,  six  or  seven  years  may  elapse 
before  ulceration  supervenes.  Progress  after  the  commencement  of 
ulceration  may  be  equally  slow ; ten,  fifteen,  or  even  twenty  years 
may  elapse,  without  any  advance  having  been  made.  In  other 
instances,  however,  and  especially  when  by  any  means  the  general 
health  of  the  patient  is  depressed,  or  the  sore  is  injudiciously  treated 
by  irritating  applications,  the  disease  may  advance  with  the  most 
destructive  rapidity. 

Epithelioma  may  occur  primarily  on  the  conjunctiva  of  the 
cornea. 
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Iu  those  in  whom  the  constitutional  conditions  necessary  for  tho 
development  of  cancer  are  present,  tho  spot  at  which  the  epithelial 
growth  makes  its  appearance  is  frequently  determined  by  local 
i irritation  ; in  the  neighbourhood  of  tho  eye,  for  instance,  it  may  be 
induced  by  the  repeated  friction  of  optical  instruments. 

It  is  a characteristic  of  the  affection  not  to  implicate  the  neigh- 
bouring lymphatic  glands,  exceptions  to  which  are  very  rare,  except 
in  the  last  stages. 

It  seldom  commences  before  the  middle  period  of  life.  It  is 
always  more  virulent  when  it  appears  late.  Pain  is  not  a prominent 
symptom  of  epithelial  cancer  ; in  some  cases,  even  where  the  disease 
1 has  committed  the  most  extensive  ravages,  it  may  be  almost  entirely 
absent.  At  other  times  it  is  acute,  but  this  seems  to  be  owing  rather 
to  incidental  complications,  such  as  the  exposure  of  the  nerves  by 
ulceration,  &c.,  than  to  be  an  essential  feature  of  the  disease. 

The  distinction  between  scirrhus  and  epithelial  cancer  is  to  be 
drawn  rather  from  their  history  than  from  their  appearance.  In  the 
early  stage,  when  alone  the  diagnosis  is  of  any  practical  importance, 
it  will  be  found  that  in  scirrhus  the  skin  is  movable  over  the  indu- 
rated mass,  whereas  the  epithelial  growth  appears  to  be  deposited  in 
its  texture.  The  tubercles  of  scirrhus  are  less  prominent,  more 
quickly  become  adherent  to  the  subjacent  textures,  are  of  a more 
decided  colour,  and  are  more  frequently  attended  with  pain,  than 
those  which  usher  in  epithelial  cancer.  The  progress  of  the  former, 
too,  is  in  general  more  rapid  ; the  constitutional  cachexia  is  more 
speedily  and  decidedly  developed,  and  the  lymphatic  glands  are  in 
general  implicated  ; a complication  which  is  rarely  seen  in  epithelial 
cancer.  In  many  cases,  however,  the  differences  are  so  slightly 
marked  as  to  be  scarcely  perceptible,  and  the  diagnosis  becomes 
exceedingly  difficult. 

CANCER  AND  OTHER  MALIGNANT  AFFECTIONS  OF  THE  ORBIT. 

Tumours  of  this  nature,  originating  deeply  in  the  orbit,  produce 
no  physical  changes  in  the  surrounding  parts,  by  which  they  may  be 
readily  distinguished  from  non-malignant  tumours.  But  there  are 
some  symptoms,  arising  out  of  the  malignant  tumour  itself,  which 
help  in  diagnosis. 

.Rapid  increase  of  a solid  growth  should  excite  suspicion  of  malig- 
nancy. Restraint,  or  pressure,  will  exert  influence  on  growth.  While 
a malignant  tumour  is  behind  the  eyeball  its  progress  is  somewhat 
stayed,  and  even  while  it  remains  posterior  to  the  oculo-palpebral 
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fascia,  it  is  bound.  Irregular  development  is  explained  by  the  elfect 
of  irregular  restraint. 

Loss  of  ocular  movements  disproportionate  to  the  size  of  a tumour 
the  size  is  judged  of  chiefly  by  the  ocular  protrusion,  is  very  sus- 
picious on  the  side  of  malignancy,  as  an  effect  of  infiltration  of  the 
recti  muscles.  At  a late  period  of  cancer,  or  sarcoma,  all  ocular 
movements  are  lost. 

Fixedness,  or  consolidation  of  the  tumour  in  the  greater  portion  of 
its  extent,  is  rarely  met  with  apart  from  malignancy. 

Unnatural  vascularity  of  the  surrounding  integuments,  especially 
by  the  enlargement  of  veins,  is  a malignant  characteristic. 

Of  the  four  varieties  of  cancer,  scirrhus,  encephaloid,  and  epithe- 
lioma, have  been  found  to  originate  in  the  orbit. 

Scirrhus  is  the  rarest  of  the  three.  It  has  been  met  with,  infil- 
trating the  areolar  tissue  both  behind  and  above  the  eyeball  in  one 
mass,  and  as  small  hard  circumscribed  tumours  in  different  parts  of 
the  orbital  tissues.  Its  appearance  seems  generally  to  have  been 
determined  by  some  previous  injury,  or  attack  of  inflammation.  It 
is  slow  in  growth,  and  not  attended  with  much  pain,  so  that  for  a 
long  time  it  is  especially  difficult  to  distinguish  it  from  a simple 
tumour.  In  an  instance  of  it  which  followed  an  injury  to  the  outer 
part  of  the  orbit,  there  was  so  much  hardness  and  adhesion  to  the 
orbit,  as  to  cause  it  to  be  mistaken  for  an  exostosis. 

Encephaloid  cancer.  The  objective  symptoms  run  thus.  The  dis- 
covery of  an  orbital  tumour,  for  the  most  part  apparent  at  the  inner 
side  of  the  orbit,  by  which  the  eyeball  is  irregularly  protruded  and 
the  eyelids  bulged.  The  conjunctiva  looks  healthy,  and  there  is  no 
unnatural  surface  vascularity  beyond  some  enlarged  veins  in  the  one 
or  the  other  of  the  eyelids.  The  tumour  imparts  to  the  touch  the  sen- 
sation of  fluctuation,  and  it  might  be  to  such  an  extent  as  to  suggest 
the  idea  of  the  presence  of  a cystic  formation.  The  excretory  lacrymal 
apparatus  at  the  inner  corner  of  the  eye  is  seldom  interfered  with. 
The  growth  is  accelerated  with  the  age  of  the  tumour ; that  is,  it 
grows  faster  at  later  periods.  In  a few  months  the  cancer  reaches 
the  surface,  the  integuments  become  discoloured  and  ulcerate ; and  . 
with  much  discharge,  and  accompanied  by  constitutional  s}7mptoms 
of  debility,  a fungus  sprouts  forth,  and  if  the  patient  lives  long  enough, 
may  grow  to  half  the  size  of  his  head,  all  the  while  implicating  parts 
around,  and  destroying  the  eyeball.  Death  may  ensue  from  the 
local  irritation,  and  the  exhaustion  consequent  on  the  discharge,  but 
it  comes  about  from  pressure  on  the  brain,  in  consequence  of  absorp- 
tion of  the  roof  of  the  orbit,  or  from  extension  of  the  tumour  to  the 
brain,  or  secondary  development  of  it  there,  or  in  other  internal 
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organs.  The  secondary  changes  in  theso  tumours,  the  fatty  degene- 
rations, and  the  haemorrhages  need  not  bo  described ; to  do  so  would 
be  to  go  unnecessarily  into  general  pathology. 

For  a lony  tunc  subjectin',  symptoms  are  wautiny.  Pain  appears  late. 
As  regards  the  sight,  it  is  unaffected,  unless  the  eyeball  be  pressed 
on  or  invaded  by  the  tumour. 

Sarcomata.  The  objective  symptoms  will  vary  according  to  the 
kind  of  the  sarcoma,  and  the  remarks  which  I have  made  about  the 
behaviour  of  sarcomata  in  the  eyeball  apply  here.  Owing  to  this,  at 
one  time  it  might  be  supposed  that  a fibrous  tumour  is  pi’esent,  and 
at  another  soft  cancer.  In  the  later  stages  of  any  of  the  sarcomata, 
the  description  which  I have  given  of  the  later  period  of  medullary 
cancer,  is  applicable. 

When  the  sarcoma  has  a superficial  integument  origin,  it  is  tole- 
rably sure  to  be  pigmented. 

Glioma.  Some  cases  of  this  have  been  published.  According  to 
what  is  accepted  about  the  origin  of  this  form  of  sarcoma,  they  must 
have  sprung  from  the  post-ocular  portion  of  the  optic  nerve.  The 
following  case,  reported  by  Yon  Grrafe,  is  rendered  still  more  inte- 
resting from  having  been  also  investigated  by  the  great  patholo- 
gist \ irchow.  The  patient  was  a girl  six  years  old.  The  symptoms 
were  protrusion  of  the  eyeball  by  a firm,  small,  orbital  tumour.  The 
ocular  movements  were  very  much  interfered  with.  Vision  was 
almost  annihilated.  The  eye  was  examined  by  the  ophthalmoscope, 
and  neuro-retinitis  discovered.  There  were  no  head  symptoms,  and 
as  the  vision  of  the  other  was  perfect  together  with  all  its  movements, 
it  was  thought  that  the  tumour  did  not  extend  to  the  brain.  The 
eyeball  was  removed,  and  then  the  extirpation  of  the  tumour  was 
readily  executed.  It  is  said  that  there  were  no  adhesions.  On 
the  tenth  day  the  patient  died  of  meningitis.  A tumour  as  large 
as  a walnut  was  found  at  the  base  of  the  brain,  immediately 
behind  the  crista  galli,  and  communicating  with  another  very  much 
larger  before  the  left  corpus  striatum.  Virchow  called-  this  a neuro- 
glioma. 

Myeloid  tumour  has  not  been  met  with  in  the  orbit,  except  in 
extension  from  other  parts. 

Epithelial  cancer  occurs  as  a sub-cutaneous,  or  sub-conjunctival 
tumour,  and  may  be  very  well  marked  before  it  ulcerates  and  shows 
indication  of  malignancy.  The  following  case  is  a typical  one. 

A man,  sixty  years  of  age,  applied  to  my  colleague,  Mr.  Taylor, 
on  account  of  a tumour  at  the  upper  and  inner  angle  of  the  orbit, 
observed  some  months  before,  which  was  gradually  increasing  and 
displacing  the  eye  downwards  and  outwards.  ' It  was  about  the  size 
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of  a nutmeg,  smooth  and  regular  on  the  surface,  firm,  elastic, 
immovable,  but  apparently  not  attached  to  the  skin.  Fig.  284  deli* 
neates  it. 


Fig.  283. 


There  was  occasional  slight  pain  in  the  situation  of  the  frontal 
nerve,  which  was  pressed  upon  by  the  growth.  Vision  was  not  i 
impaired,  though  the  eyeball  was  considerably  displaced.  Mr.  Taylor 
operated,  and  I assisted  him. 

The  tumour,  which  was  adherent  at  one  point  to  the  bone,  was 
removed,  apparently  entirely,  partly  by  evulsion,  and.  partly  by 
dissection,  and  the  exposed  bone  was  scraped.  The  wound  healed  by 
the  first  intention,  but  the  eyeball  only  partially  recovered  its  proper 
position.  A few  weeks  afterwards,  the  tumour  returned,  and  the* 
eyeball  was  more  displaced  than  ever.  A second  operation  was  - 
undertaken  at  which  difficulties  were  encountered,  for  the  morbid 
mass  extended  deep  into  the  orbit,  adhered  firmly  to  the  bone  and 
the  upper  tarsal  9 ar  til  age,  and  was  thoroughly  matted  between  the 
muscles  and  other  surrounding  textures.  Every  portion  of  tissue 
that  presented  a suspicious  appearance  was  dissected  out. 

The  disease  soon  reappeared ; in  six  months  the  eyeball  -was  nearly 
pushed  out  of  the  orbit,  and  much  compressed  by  a purple  growth  as 
big  as  a hen’s  egg,  which  involved  the  skin,  was  studded  with  small 
tubercles,  and  gave  out  a slight  discharge.  The  patient’s  health  was 
fast  declining. 

Myxomata . This  is  usually  considered  a benign  class  of  tumours, 
and  any  return  of  them,  or  internal  secondary  development,  is  sup- 
posed to  be  due  to  admixture  of  sarcoma.  Stellwag  says  respecting 
them,  it  seems  as  if  certain  growths  described  as  colloid  cancer  which 
have  affected  the  entire  eyeball,  and  the  surrounding  orbital  tissues, 
should  be  regarded  as  myxoma.  My  reader  must  be  told  that  the 
chief  constituent  of  this  is  mucous  tissue,  normally  represented  by 
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the  vitreous  humour,  the  jelly  of  the  umbilical  cord,  and  the  neuroglia 
of  the  nervous  system.  It  is  intimately  related  to  fatty  tissue,  the 
one  being  directly  convertible  into  the  other  by  increase  or  decrease 
of  fat.  It  is  very  soft,  often  fluctuating  like  a cyst. 

From  the  cut  surface  exudes  a filamentous  fluid,  which  exactly 
resembles  mucus.  There  is  also  found  a filamentary  basis,  with  ele- 
ments much  resembling  connective  tissue  fibrillse,  but  very  loose,  and 
filled  with  mucilaginous  fluid.  The  intercellular  substance  contains 
cellular  elements  iu  variable  amount,  and  of  different  forms.  It  has 
been  observed  in  the  optic  nerve,  where  it  forms  tumours  more  or  less 
extensive,  which  are  encapsulated  by  the  sheath  of  the  optic  nerve, 
push  the  eye  regularly  forward,  and  limit,  without  entirely  arresting 
its  motions,  rapidly  cause  blindness,  and  run  their  course  without 
pain.  In  one  such  case  the  humours  of  the  eye  were  already  evacu- 
ated, as  a result  of  ulceration  of  the  cornea.  In  another,  the  eyeball 
still  retained  its  shape,  and  by  the  ophthalmoscope  the  pressure  of 
the  tumour  on  the  papilla  or  disk  could  be  made  out,  from  the  bulg- 
ing forward  and  cloudiness  of  the  latter,  as  well  as  from  the  conges- 
tion of  the  retinal  vessels.  In  a third  case,  the  myxoma  in  the 
papilla  had  developed,  in  company  with  a number  of  analogous  small 
tumours  in  the  fatty  tissue  of  the  orbit. 

Examples  are  numerous  of  the  invasion  of  the  orbit  by  malignant 
affections  which  have  had  an  intra-ocular  origin.  The  ocular  attach- 
ment may  be  extensive  or  slight,  so  slender,  indeed,  as  to  induce 
the  idea  of  the  eyeball  having  been  secondarily  involved.  A dia- 
gnosis by  means  of  the  ophthalmoscope,  can  be  generally  made, 
certainly  before  the  eyeball  inflames,  which  it  usually  does,  whereby 
the  fundus  is  obscured. 

Cancer  and  other  malignant  affections  which  originate  in  the  imme- 
diate neighbourhood  of  the  eye , such  as  the  frontal  or  ethmoid  cells , the 
antrum  of  Ihghmore,  &c.,  frequently  burst  forth  in  the  orbit.  In  the 
following  sketch  the  tumour  originated  in  the  ethmoid  cells,  caused 
stoppage  of  the  nasal  duct,  and  then  appeared  at  the  inner  angle  of 
the  eye.  Removal  of  it  was  undertaken.  Reproduction  ensued,  and 
both  nostrils  and  both  orbits  were  filled  with  it. 

The  orbital  roofs  were  absorbed,  the  brain  was  pressed  on,  and  death 
ensued. 


TREATMENT. 

% 

Question  (is  to  the  propriety  of  operating  in  cancer , and  other  malig- 
nant affections  of  the  eye.  There  is,  probably,  not  any  subject  in  the 
whole  range  of  surgery  upon  which  more  discordant  opinions  have 
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boon  expressed  Ilian  upon  the  question  as  to  the  propriety  of  extir- 
pating malignant  growths.  This  is  attributable  to  various  causes, 
ono  of  the  chief  of  which  I believe  to  bo  the  careless  and  indiscrimi- 
nate way  in  which  the  term  cancer  is  applied. 


Fin.  284. 


There  can  be  no  doubt  that  non-malignant  and  malignant  growths 
are  constantly  confounded,  and,  next  to  the  mamma,  this  mistake 
occurs  more  frequently  in  the  eye  than  in  any  other  organ. 

Another,  and  very  common  source  of  fallacy  in  examining  this 
important  question,  is  the  prevalent  and  increasing  custom  of  reporting 
cases  as  cured  within  a very  short  period  after  the  operation,  for  the 
most  part  when  the  patient  leaves  the  hospital.  Were  recovery  from 
the  immediate  consequences  of  the  operation  to  be  considered  as  a 
true  test  of  success,  we  might  certainly  look  upon  malignant  growths 
as  equally  amenable  to  surgical  treatment  with  almost  any  other 
form  of  disease.  To  do  so,  however,  would  be  to  overlook  one  of  their 
most  distinctive  and  deadly  characteristics,  the  liability  to  return, 
as  well  in  the  original  seat  as  in  the  form  of  secondary  deposits  in 
the  internal  organs. 
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Fortunately  in  some  forms  of  cancer,  and  of  sarcoma,  in  certain 
situations,  since  the  whole  organ  in  which  it  occurs  can  be  taken 
away,  the  removal  ot  the  malignant  growth  by  extirpation  and 
otherwise,  is  justifiable,  because  success  ensues  in  the  growth  not 
returning,  and  also  on  the  less  satisfactory  grounds  of  mitigating 
suffering,  and  sometimes  prolonging  life. 

Importance  of  efficient  operating.  This  applies  with  equal  force  to 
every- case  in  which  the  removal  of  cancer  or  sarcoma  is  attempted. 
Every  sensibly  diseased  particle  must  be  eradicated,  to  ensure  which, 
the  incisions  must  be  made  in  healthy  textures.  Without  this  can  be 
done,  an  operation  should  on  no  account  bo  entertained.  Every 
stroke  of  the  knife  through  the  diseased  part  opens  up  channels  by 
which  the  cancerous  germs  are  conveyed  directly  into  the  circulation, 
and  the  condition  of  the  patient,  from  whom  the  disease  has  been 
only  in  part  extirpated,  is  thus  rendered  infinitely  worse  than  if 
nothing  had  been  attempted. 

For  small  superficial  malignant  tumours,  it  matters  little  whether 
the  knife  or  an  escharotic  be  used.  Where  the  tumour  is  larger  than 
half-a-crown  the  former  is  supposed  by  some  surgeons  not  to  be  so 
applicable  as  the  latter.  Speaking  in  a general  way,  it  may  be  said 
that  the  instances  are  rare  indeed  in  which  the  knife  is  not  to  be 
preferred,  as  at  once  more  rapid  and  effectual,  and  much  less  painful. 
Escharotics  frequently  require  to  be  several  times  repeated ; their  use 
is  attended  with  intense  pain,  and  in  the  event  of  their  not  suc- 
ceeding, the  irritation  which  they  produce  cannot  fail  to  be  followed 
by  the  most  injurious  effects. 

Where  the  disease  has  affected  the  periosteum,  or  it  and  the  bone, 
either  the  bone  must  be  excised,  or  exfoliation  of  it  produced  by  an 
escharotic.  About  the  orbit  I prefer  the  latter.  The  greater  portion 
of  the  orbit  has  been  thrown  off  in  pieces,  and  even  the  entire  orbital 
walls  have  exfoliated  after  the  escharotic  practice  for  different  kinds 
of  cancer.  The  museum  of  the  Middlesex  Hospital  contains  such 
specimens,  and  the  museum  catalogue  tells  how  the  patients  were 
relieved,  and  lived  in  peace  for  years  after. 

The  several  caustics  which  may  be  resorted  to,  are  potassa  caustica, 
Vienna  paste,  acid  nitrate  of  mercury,  and  chloride  of  zinc  in  a paste! 
As  regards  the  ultimate  result,  I do  not  think  there  is  much  to 
I choose  between  them.  I have  used  the  Vienna  paste  most  frequently. 
The  late  Mr.  Moore,  of  the  Middlesex  Hospital,  who  had  great  expe- 
rience in  these  cases,  employed  the  zinc  very  commonly.  He  showed 
me  some  of  the  worst  cases  of  epithelial  cancer,  in  which  he  had 
resorted  to  it  with  good  results. 

The  following  formulae  may  be  acceptable. 
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Vienna  Paste.  Potassa  caustica  . . . . 

Calcis  liydras 

Zinc  Paste.  Zinoi  chloridum  . 

Liquor  opii  sed.  vel. 

Aqua 

Farina  tritici 


5V. 

5vj* 

3jss. 


sjsfi. 
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in applying  either  of  these  destructive  agents  the  eyeball  should 
he  protected  mechanically,  and  if  possible  chemically  too,  and  the 
patient’s  head  so  placed  as  to  prevent  the  caustic  from  falling  on  it. 
Whichever  preparation  be  selected,  it  may  be  applied  to  the  diseased 
part  by  itself,  or  on  a piece  of  lint,  till  the  eschar  drops  off.  If  there 
be  very  much  suffering,  an  opiate  should  be  given  by  the  mouth  or 
by  the' subcutaneous  method. 

It  might  be  requisite  to  use  the  knife  and  the  caustic  more  than 
once,  but  there  is  frequently  more  necessity  to  reapply  the  latter  than 
the  former.  If  the  paste  have  not  acted  sufficiently  deep,  it  should 
be  reapplied  when  the  eschar  falls  off,  or  the  eschar  cut  through  in 
several  places,  and  the  application  then  made,  after  the  manner  of  I 
Dr.  Fell,  the  American,  who  made  a great  noise  here  some  years  ago 
as  a cancer  curer. 

The  zinc  paste  must  be  used  with  great  care  to  the  upper  wall  of 
the  orbit,  because  in  every  instance  in  which  it  has  been  applied  to 
the  cranium,  or  to  a diseased  surface  of  the  dura  mater,  an  epileptic 
fit  has  ensued  within  two  or  three  days,  and  unconsciousness  has  - 


remained  for  many  hours. 

Scirrhus  and  sarcomata  without  the  eyeball.  Gliomata,  and  sarcomata , 
within  the  eyeball. 

Removal  of  the  eyeball  alone,  should  be  reserved  for  only  the  early 
stages  of  these  affections,  when  they  have  advanced  but  little  and  are 
circumscribed. 

In  the  extra-ocular  forms,  with  the  least  evidence  of  quick  growth, 
the  orbit  should  be  cleared  of  its  contents. 

In  glioma , if  the  optic  nerve  be  not  yet  infiltrated  with  the  disease, 
and  provided  that  there  be  no  cerebral  co-development  of  glioma  in 
the  brain,  I am  sure  that  success  will  follow  the  operation  of  extir- 
pation of  the  eyeball.  When  the  nerve  is  implicated,  which  mayi 
happen  at  any  time,  and  can  be  told  only  when  it  is  cut  through, 
and  which  unfortunately  is  the  rule,  so  surely  will  the  distal  en 
sprout  forth  in  a vigorous  glioma,  and  will  in  time  affect  the  paits 
around,  and  cause  death  from  irritation  of  the  system,  unless 
the  patient  sink  from  secondary  gliomata  in  the  brain.  In  vaJ^ 
is  it  to  pull  the  distal  end  of  the  nerve  forwards  in  order  to  cut  o 
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still  more  of  it ; or  in  vain  to  apply  escliarotics  to  it.  Death  from  the 
glow  th  of  gliomata  in  t lie  organs  of  the  trunk  must  he  very  rare,  as 
I find  only  one  record  of  such  occurrence. 

In  the  other  intra-ocular  sarcomata , less  success  only  can  be  got, 
for  besides  the  frequent  implication  of  the  optic  nerve,  the  orbital 
tissues  get  secondarily  affected,  and  internal  development  of  the 
disease  is  common.  I have  seen  every  thoracic  and  abdominal  organ 
studded  with  it.  This  is  always  described  as  secondary  deposit. 
Surely  the  extent  of  such  growths,  and  the  quickness  with  which  they 
may  kill  after  the  discovery  of  the  eye  symptoms,  justify  the  belief 
of  their  co-temporaneous  formations  ! We  cannot  be  sure  that  the 
| eye  is  not  sometimes  secondarily  affected,  in  point  of  time,  to  that  of 
the  trunk  organs.  But  I am  watching  two  cases  on  which  I operated 
i eight  years  ago,  and  as  yet,  the  patients  are  healthy.  A gentleman 
has  just  died  six  years  after  an  operation.  The  orbit  kept  clear. 
Death  was  sudden.  I heard  no  more.  Melano-sarcoma  was  the 
\ disease  in  all.  May  we  not  suppose  that,  in  these  exemption  cases, 

::  the  disease  was  but  in  low  manifestation  ? 

When  these  intra-ocular  tumours  nearly  fill  the  eyeball,  the  only 
u chance  of  doing  good  is  to  remove  the  contents  of  the  orbit.  If  the 
N optic  nerve  be  affected,  even  that  will  be  of  course  useless. 

hen  the  tumour  has  burst  through  the  eyeball,  in  front  or  at  the 
\ side,  only  very  temporary  relief  from  suffering  can  be  got  by  operating. 
If  anything  be  done,  the  orbit  should  be  cleaned  out. 

ft  lien  a collapsed  eyeball  is  attacked  by  any  of  these  affections,  the 
!i  treatment  should  be  the  same  as  if  the  eyeball  were  unreduced. 

; -ft  1S_  improper  to  operate,  if  there  be  symptoms  of  implication  of 
i the  brain. 

I . Malignant  affections  of  the  eyelids.  Scirrhus.  While  this  is  tolerably 
f limited,  it  may  be  removed.  I know  from  my  experience  of  the 
a treatment  of  this  cancer  in  other  parts  of  the  body,  that  in  operating 
\ I shall  remove  local  suffering,  and  in  all  probability  add  to  the  life 
r of  the  individual.  Implication  of  neighbouring  lymphatic  glands 
• would  not  deter  me,  if  it  were  recent  and  not  extensive,  and  if  the 
glands  also  could  be  removed.  Moreover,  under  some  conditions  I 

would  remove  glands  which  became  affected  after  an  eyelid  has  been 
| extirpated. 

Sarcomata.  Operations,  whether  by  knife  or  caustics,  give  very 
a!  unfavourable  results,  in  the  return  of  the  tumour. 

1 Epithelial  cancer.  In  this  form  of  cancer,  the  development  of 
cancer-growth  appears  to  be  at  its  minimum,  and  there  is  always 
■encouragement  for  operating.  If  every  part  of  the  diseased  structure 
| e removed,  in  many  instances  there  will  be  a cure,  in  some  there 
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■will  Ik  idiot  liom  present  suffering,  and  life  will  be  prolonged.  The 
sooner  the  cancer  is  removed,  the  better  for  the  patient. 

Cancers  and  sarcomata  in  the  orbit . In  all  of  the  many  cases  in 
which  I have  operated,  or  been  present  during  the  performance  of 
operations,  it  has  either  been  impossible  to  clear  the  orbit  without 
scraping  the  bones,  or  a portion  of  the  cancer  has  passed  out  of  reach 
through  some  of  the  orbital  apertures. 

In  all  of  these  patients  whom  I watched,  or  of  whom  I could  learn 
anything,  there  was  a local  return  of  the  disease,  and  in  all,  death 
ensued  from  the  local  effect  of  the  spreading  tumour,  or  internal 
development  of  malignant  growths.  To  apply  an  escharotic,  after 
1 10  manner  before  mentioned,  to  the  bone  when  it  is  implicated,  in 
01  dei  to  cause  exfoliation,  is  to  do  all  within  our  power,  and  such  a 
course  should  bo  carried  out,  or  the  bone  removed.  When  the 
tumour  passes  out  of  sight,  it  cannot  be  followed,  and  the  patient 
is  in  a woise  state  than  if  he  had  not  been  touched.  These  are  then 
deplorable  cases  to  deal  with,  and  little  can  be  expected,  and  little 
got,  from  treatment.  Operations  are  unjustifiable  as  a rule. 

_ Under  certain  circumstances,  however,  in  any  case  of  malignant 
disease  of  the  eye,  an  operation  may  be  not  only  permissible,  but 
necessary.  When,  for  instance,  either  from  their  original  position, 
or  from  the  direction  of  their  growth,  such  tumours  are  in  close 
contact  with  the  roof  of  the  orbit,  they  are  liable,  as  they  increase  in 
size,  to  cause  absorption  of  the  bone,  and  death  from  pressure  on  the 
brain.  Or  when  excessive  or  incessant  pain  induces  relief  to  be 
sought  at  all  hazard.  In  such  cases,  after  having  made  the  patient 
fully  aware  of  the  danger  of  his  position,  and  having  explained  that 
interference  is  not  with  the  hope  of  affecting  a permanent  cure,  but 
merely  with  the  view  of  averting  impending  death,  or  giving  ease, 
it  will  be  proper  to  deviate  from  the  principle  of  not  interfering, 
and  to  excise  the  tumour,  removing  at  the  same  time  the  whole 
of  the  contents  of  the  orbit. 

To  operate  for  recurring  malignant  affection,  is  to  do  that  which 
can  be  justifiable  only  under  such  circumstances  as  I have  alluded  to 
in  the  last  paragraph. 

The  question  of  constitutional  treatment  I shall  not  entertain,  as  it 
belongs  more  to  general  surgery. 


CHAPTER  XXXIX. 


BENIGN  INTRA-OCULAR  TUMOURS. 

Tubercular  deposit,  in  the  retina  and  the  choroidea,  is  spoken  of  in 
the  chapters  on  the  diseases  of  those  tissues. 

Erectile,  or  vascular  tumour,  ncevus  materuus , has  been  met  with 
several  times  in  the  iris. 


CYSTIC  TUMOURS  IN  THE  ANTERIOR  AND  POSTERIOR  CHAMBERS 

OF  THE  EYEBALL. 

A cystic  tumour  in  connection  with  the  iris,  when  not  congenital, 
or  a cystic  tumour  in  connection  with  the  ciliary  body,  generally  has 
a traumatic  origin,  being  produced  by  a penetrating  wound,  an 
operation,  or  a blow  on  the  front  of  the  eyeball. 

These  tumours  are  liable  to  be  mistaken  for  a dislocated  crystalline 
lens,  or  a cysticercus  cellulose©,  both  of  which  it  very  much  resembles. 
Tiie  chief  characteristic  distinction  is  attachment  of  the  tumour, 
and  when  the  tumour  is  large,  displacement  of  the  pupil.  There- 
fore,. should  there  be  slight  opacity  of  the  cornea,  it  might  not  be 
possible  to  distinguish  between  them,  except  from  the  history  of 
the  case. 

.These  cystic  growths  are  of  several  kinds.  The  most  common,  and 
of  which  I shall  first  speak,  consist  of  transparent  tumours  with  fluid 
contents,  or  slightly  opaque  ones,  with  glutinous  contents.  I have 
had  two  samples  of  the  former  and  one  of  the  latter.  They  are  for 
the  most  part  of  an  oval  form  and  flattened,  and  sometimes  so  trans- 
parent that  both  walls  can  be  seen  through.  Occasionally  some  of 
the  delicate  fibres  of  the  muscular  layer  of  the  iris  are  visible  in  front. 
I hey  seem  as  if  wedged  in  between  the  cornea  and  the  iris,  the  latter 
o w ich  is  pushed  back.  They  are  generally  entirely  incorporated 
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with  the  iris,  but  may  have  only  a pedunculated  attachment. 
Fig.  285  represents  one  with  semi-transparent  walls. 


Fio.  2S5. 


A girl,  sis  years  of  age,  wounded  the  right  eyeball  with  a pair  of 
scissors,  and  destroyed  vision  for  all  practical  purposes.  At  eighteen 
years  of  age  she  became  one  of  my  hospital  patients.  The  eyeball 
was  a little  shrunken  and  inflamed.  A cicatrix  on  the  upper  part  of 
the  cornea,  passing  from  the  inner  margin  nearly  to  the  opposite 
side,  indicated  the  position  of  the  injury.  The  iris  had  not  prolapsed. 
The  upper  half  of  the  anterior  chamber,  to  the  very  circumference, 
was  occupied  by  a semi-opaque  cyst,  which  seemed  to  be  connected 
with  the  cicatrix  in  the  cornea,  and  certainly  had  an  attachment  to 
the  margin  of  the  pupil,  which  was  much  contracted  and  partly 
covered.  The  cornea  was  not  pressed  forward,  but  the  increased  i 
space  required  for  the  morbid  growth  was  obtained  at  the  expense  of 
the  iris,  which  was  thrown  back,  and  the  portion  of  which  correspond- 
ing to  the  centre  and  greatest  convexity  of  the  cyst  was  rendered 
very  concave,  and  attenuated.  It  could  not  be  ascertained  if 
the  crystalline  lens  were  present.  Pain  about  the  eye  and  orbit 

had  induced  relief  to  be  sought. 

Respecting  the  minute  anatomy  there  is  great  difference  of  opinion; 
some  maintaining  that  there  is  no  new  growth,  but  merely  a forma- 
tion of  transparent  fluid  between  the  iris  and  the  uvea,  an  idea  first 
propagated  in  this  country;  but  more  careful  examinations  with 
better  opportunities  show  the  existence  of  a distinct  cyst  wall.  This  * 
seams  to  have  been  first  recognised  by  Grrafe,  who  describes  the  cyst 
as  made  up  of  connective  tissue  and  lined  internally  with  epithelium. 
These  details  have  been  confirmed  by  Mr.  Hulke,  who  examined  a 
transparent  one,  the  particulars  of  which  with  microscopic  drawings 
are  in  vol.  vi.,  part  i.,  of  the  Ophthalmic  Hospital  Reports.  This 
cyst  was  covered  in  front  by  delicate  fibres  of  the  muscular  stratum 
of  the  iris,  and  posteriorly  by  the  uveal  stratum.  The  cyst  wall  was 
a delicate  homogeneous  membrane,  the  inner  surface  of  which  was 
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lined  by  a pavement  epithelium,  the  cells  varying  in  size  in  different 
parts. 

It  is  also  established  from  what  has  been  recorded  by  several 
men,  that  ihe  ejst  may  have  its  origin  in  the  ciliary  body,  and  be 
therefore  entiiely  behind  the  iris,  which  is  pushed  forward  and 
attenuated. 

The  rarer  forms  of  these  cysts  are  the  dermoid,  and  others,  of 
which  as  y et  there  is  not  any  exact  knowledge  of  the  structure,  are 
ol  a denser  nature.  The  walls  are  thicker.  One  is  spoken  of  by 
kfi.  TV . Coopei  as  being  dense  like  cartilage.  There  is  also  variation 
in  colour ; some  being  white  and  glistening  like  tendon,  brown  or 
lustrous , and  irridescent  like  mother-of-pearl ; sometimes  besides 
parti-coloured,  as  that  described  by  Mr.  Turner  in  the  “ Monthly 
Journal  of  Medical  Science,”  vol.  i.,  the  upper  two-thirds  of  which 
was  bluish-white,  the  lower  third  yellow.  The  contents,  too,  differ  ; 
in  Mr.  Turner’s  case  it  seemed  to  be  a muddy  liquid  with  a yellow 
sediment.  In  another  the  whole  seemed  made  up  of  epithelium 
cells,  so  closely  agglutinated  that  maceration  was  necessary  to  sepa- 
rate them. 

• Treatment.  As  the  tendency  of  these  cysts  is  to  increase,  to  produce 
internal  inflammation  of  the  eyeball,  ophthalmitis,  to  excite  sympa- 
thetic ophthalmia,  and  to  cause  absorption  of  the  lens,  the  rule  should 
be  to  get  rid  of  them  as  soon  as  they  are  detected,  because  the  smaller 
they  are,  the  less  is  there  to  be  done,  the  more  certain  the  removal, 
and  the  better  in  general  will  be  the  result.  Moreover,  an  eye  not 

as  yet  irritated  by  them,  is  more  fitted  for  an  operation  than  one 
which  is. 


The  cyst  must  be  punctured  in  front,  incised,  or  extracted,  but 
r neither  measure  is  quite  free  from  risk  to  the  integrity  of  the  eye. 
f ■k°r  ^ie  and  common  kind  of  cysti,  those  with  transparent,  or 
) slightly  opaque  walls,  with  fluid  or  gelatinous  contents,  the  method 
. of  treatment  by  puncture  is  the  best.  The  incision  should  be  as  free 
| as  possible  in  order  that  the  cyst  contents  may  be  evacuated,  to  afford 
the  lullest  contact  of  the  aqueous  fluid  with  the  cyst  walls.  I have 
[ always  used  the  smallest  iris  knife.  A second  incision  has  been 
! successful  when  the  first  has  failed.  Even  a third  has  been  required 
■ t his  practice  therefore,  should  be  fairly  tried,  and  not  prematurely 
abandoned.  The  cure  is  affected  by  the  cyst  contracting  without  any 
apparent  action  in  it,  or  by  palpable  inflammatory  stages.  The  cyst 
Shreds  may  shrink  and  disappear,  and  the  eye  become  perfect 

Ihe  following  very  instructive  case  is  recorded  in  the  “Mirror”  of 
he  “ Lancet”  for  June  12th,  1852.  A child,  five  years  old,  thrust 
e point  o a fork  into  his  eye,  from  which  accident  fie  speedily 


1004 


liENIGN  INTRA-OCULAR  TUMOURS. 


recovered.  About  a yoar  and  a half  after,  uneasiness  and  inflamma- 
tion induced  the  parents  to  apply  for  advice.  There  was  now  in  the 
anteiior  chamber  a largo  transparent  body,  at  first  supposed  to  be  a 
dislocated  lens,  but  ultimately  recognised  as  a very  delicate,  watery 
cyst  protruding  from  the  posterior  chamber  into  the  anterior;  the 
lower  part  of  the  iris  having  been  detached  from  its  ciliary  connection, 
and  pressed  upwards.  The  cyst  was  punctured;  a considerable 
quantity  of  fluid  escaped,  and  it  collapsed.  The  pupil  lost  much  of 
its  inegularity,  and  the  interval  formed  by  the  separation  of  the 
iiis  became  less,  boon  afterwards  the  cyst  refilled,  and  in  two  months 
it  was  repunctured  through  the  cornea  by  Mr.  Jones,  who  had  not 
seen  the  case  before.  After  a few  days  inflammation  followed,  and 
according  to  the  report,  “ There  was  at  the  bottom  of  the  collapsed 
cyst,  a small  quantity  of  yellow  matter  or  lymph,  with  a minute 
vascular  ramification  upon  its  anterior  wall.”  The  eye  became 
worse,  from  some  indiscretion  on  the  part  of  the  child’s  mother. 
Leeches  were  applied,  and  calomel  and  Lover’s  powder  were  given, 
borne  of  “ the  matter  of  the  cyst  worked  its  way  outwards  at  the 
junction  of  the  cornea  and  sclerotica  by  a narrow  passage.”  The 
mercury  was  discontinued  after  all  the  matter  was  absorbed.  The 
cyst  shrank  in  a manner  that  left  little  trace  of  it,  and  sight  was 
quite  restored. 

A somewhat  similar  one  is  recorded  by  Dr.  Mackenzie.  A lady 
was  affected  with  considerable  pain  in  one  of  her  eyes,  which  presented 
the  appearance  of  a small  vesicle  pushing  into  the  anterior  chamber 
from  under  the  ciliary  margin  of  the  iris,  behind  the  lower  edge  of 
the  cornea.  The  vesicle  gradually  increased,  separating  the  iris 
more  and  more  from  the  choroid,  and  as  it  caused  severe  pain  he 
punctured  it  through  the  cornea,  with  an  his  knife.  A minute 
quantity  of  fluid  was  discharged,  and  it  immediately  contracted  so 
much  that  it  was  no  longer  visible,  and  the  pain  was  removed.  It 
refilled  and  appeared  in  its  former  situation,  but  was  larger  than 
before,  lie  punctured  it  a second  and  a third  time,  at  the  respective 
intervals  of  six  and  eight  weeks.  After  this  it  did  not  fill  again,  the 
iris  returned  to  its  natural  place,  and  vision  was  preserved. 

Mr.  Dalrymple  gives  the  following  particulars  of  one  in  a girl 
twenty-five  years  old.  A semi-transparent  cyst  attached  to  the  iris 
and  to  the  posterior  surface  of  the  cornea,  partly  hid  the  pupil.  It 
was  punctured  and  evacuated  of  its  pellucid  fluid,  without  the  aqueous 
humour  being  lost.  In  a few  days  it  refilled,  was  again  punctured, 
and  now  collapsed  completely.  Its  walls  were  very  thin,  and  through 
them  could  be  seen  an  apparent  aperture  in  the  iris. 

Puncturing  may  fail  altogether.  In  a cyst  treated  by  Mr.  Dixon,  it 


CYSTIC  TUMOURS  IN  THE  CHAMBERS  OF  THE  EYEBALL.  1000 


did  not  answer  notwithstanding  he  tore  it  open  with  two  needles  and 
let  the  contents  into  the  anterior  chamber.  It  filled  again.  But  tho 
operation  is  far  safer  for  the  eye,  beyond  comparison,  than  any  other. 
Not  in  any  of  the  eases  recorded  has  tho  eye  been  lost  through  it. 
Excision  is  demanded  when  the  cyst  is  very  large,  or  in  the  second 

kind  of  cysts,,  those  which  are  very  dense,  or  when  puncturing  has 
failed.  . 

It  is  the  only  chance  of  saving  the  eye,  but  the  operation  is  fraught 
with  danger  to  vision,  directly  and  remotely.  Except  the  base  of 
the  tumour  be  very  small  and  attached  near  the  pupil,  separation  of 
the  iris  from  the  ciliary  connection  is  apt  to  ensue.  At  all  times 
opacity  of  the  lens  and  its  capsule  is  likely  to  be  produced. 

When  the  cyst  originates  posterior  to  the  iris  it  cannot  be  detached 
Without  much  damage  to  the  eye. 

The  cornea  should  be  sufficiently  opened,  and,  if  possible,  the  cyst 
completely  detached.  It  may  be  prudent  to  leave  a part,  rather  than 
to  separate  much  of  the  iris.  If  simple  traction  will  not  suffice,  such 
dissection  must  be  made  as  may  seem  desirable,  including  the  removal 
of  a bit  of  the  iris.  The  easiest  operation  is  that  in  which  the  cyst 
can  be  drawn  out  and  cut  away,  along  with  a bit  of  iris. 

Mr.  Tyrrell  gives  an  example  of  a cyst  growing  in  the  anterior 
chamber,  m consequence  of  injury  from  the  beard  of  an  ear  of  corn 
that  well  illustrates  the  danger  of  inflammation  from  extraction. 

, .The  Patient  was  a girl:  the  cyst  was  about  the  size  of  a pea 
glistening,  and  attached  near  the  margin  of  the  pupil  with  the 
motions  of  which  it  somewhat  interfered,  but  vision  was  good.  As 
it  increased  and  excited  inflammation,  Mr.  Tyrrell  was  induced  to 
operate.  The  cornea  was  opened,  the  cyst  drawn  out,  and  the  portion 
of  ms  to  which  it  was  attached  cut  off.  The  wound  in  the  cornea 
healed  readily.  Active  inflammation  of  the  eyeball  ensued,  in  conse- 
quence, it  is  said  of  imprudent  exposure ; the  other  eye  sympathized 

inaJZf  f ?i  tod’  ^ t0  a Slighter  de8ree>  “ exhibiting 

weeks  passed  in  treatment,  tire  pupil  became  very  much  contracted^ 
and  tire  ms  adhered  to  the  capsule  of  the  lens  ; however,  large  bodies 
coirhl  be  discerned.  The  eye  sympathetically  affected  recovered  per- 
fectly. (Tyrrell  on  “ The  Eye,”  vol.  i.  p.  368.)  P6r 

I saw  an  eye  lost  by  suppuration  in  an  attempt  to  remove  a cyst 

I t setse  f 7 W Wn  d°8tr°yed  V puncturing.  ’ 

In  the  case  of  my  own,  above  mentioned,  I punctured  the  ovst 

| through  the  cornea  with  the  iris  knife,  and  flidd  escaped  it  was 

[ 3°^  p”  ‘ °yst(al™e-  A decided  reduction  followed  this 
■ ment’  but  tho  eilect  was  temporary.  Itepetitions  of  it  on  two 
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other  occasions,  at  intervals  of  about  a month,  were  not  more  effec- 
tual ; indeed,  they  seemed  to  have  been  rather  prejudicial  in  exciting 
the  growth  of  the  part,  for  it  increased  in  all  its  dimensions,  and  the 
pupil  was  covered.  The  eyeball  became  very  vascular,  there  was 
constant  pain  in  the  eye,  and  occasionally  headache.  I recommended 
excision,  but  this  was  not  assented  to  till  the  symptoms  were  worse. 
The  earliest  state  of  sympathetic  ophthalmitis  soon  set  in,  involving  ; 
the  sight,  the  symptoms  being-  intolerance  of  light  to  a slight  degree, C 
and  then  excessive  irritability  of  the  retina  which  prevented  the  eye 
from  being  used  at  all,  with  paroxysmal  pain.  I feared  that  partial 
removal  of  the  tumour  would  not  be  sufficient,  and  I determined  to 
take  away  every  part  of  it.  The  extents  of  the  attachments  could 
not  be  clearly  ascertained,  and  it  was  probable  that  to  effect  my 
object,  such  damage  might  be  inflicted  as  would  risk  suppuration  of 
the  eyeball.  Rather  than  do  this,  therefore,  I resolved  to  remove  the 
front  of  the  eye,  if  any  difficulty  should  supervene.  I made  the 
upper  section  of  the  cornea,  as  for  extracting  cataract,  passing  the 
knife  through  the  body  of  the  cyst.  Along  with  the  aqueous  humour, 
which  was  small  in  quantity,  there  escaped  a transparent  jelly-like 
substance,  that  was  evidently  the  cyst  contents.  The  flap  of  the 
cornea  was  held  down  by  an  assistant,  and  the  cyst  seized  with  a 
pair  of  tenaculum  forceps,  and  after  a little  trial  drawn  away  without 
any  difficulty.  The  iris  tore  where  it  was  rendered  thin  by  disten- 
tion. No  vitreous  humour  was  lost.  The  crystalline  lens  was  sup- 
posed to  be  absent.  The  cut  surfaces  of  the  cornea  were  adjusted, 
and  the  eyelids  retained  together  by  adhesive  plaster. 

The  cyst  wall  was  composed  of  delicate  fibrous  tissue.  It  seemed 
to  spring  from  a minute  whitish  cicatrix  on  the  iris. 

The  corneal  wound  healed  in  a week.  Already  had  the  woman 
received  benefit,  for  she  could  use  the  left  eye  without  discomfort, 
and  the  third  day  after  the  operation  she  had  not  any  pain  in  the 
right,  only  a sense  of  soreness. 

Simple  benign  pigmented  tumour  of  the  iris,  melanoma.  This  is  liable 
to  be  confounded  with  melano-sarcoma.  It  is  allied  to  the  ordinary 
iris  pigment  spots,  and  very  rare.  According  to  Knapp,  it  consists 
of  a circumscribed  development  of  the  stroma  cells  of  the  iris,  with 
numerous  branches,  which  anastomose  freely  without  well-defined 
boundary  line,  the  greater  portion  being  pigmented. 

INTRA-OCULAR  ENCHONDROMA. 

For  a description  of  a unique  case  of  this  kind,  I am  indebted  to 
Dr.  J.  J.  Chisholm,  of  the  University  of  Maryland. 


1NTRA-0CUT  AR  ENCHONDROMA. 
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The  patient  was  a male  aged  twenty-five.  From  the  ago  of  three, 
the  eyeball  commenced  to  enlarge,  and  continued  enlarging,  with  occa- . 
sional  pain.  From  the  orbit  protruded  a mass  as  big  as  a man’s  fist, 
which  moved  a little  in  concert  with  the  other  eye.  The  edge  of  the 
outer  wall  of  the  orbit  was  absorbed,  and  the  nose  was  displaced. 
There  was  no  trace  of  any  ocular  tissue,  but  some  obscure  remains  of 
the  cornea.  The  whole  growth  was  removed  after  the  usual  manner 
of  extirpating  an  eyeball,  and  quitted  the  orbit  readily.  On  the 
fourth  night  from  the  operation,  there  was  haemorrhage  to  the  extent 
of  a tew  ounces.  On  the  fifth  night  there  was  a recurrence  of  bleeding 
without  the  source  of  the  haemorrhage  being  discovered.  On  the 
evening  of  the  ninth  day,  severe  haemorrhage  took  place,  and  the 
common  carotid  artery  was  tied.  Death  ended  the  scene  four  days 
after  this  was  done. 

The  tumour  was  smooth,  regularly  ovoid,  about  three  and  a-half 
inches  in  its  longest  diameter,  and  two  inches  and  a-half  in  its  vertical 
and  transverse  diameters.  Its  outer  surface  was  the  expanded  and 
thickened  sclerotic  coat,  which  had  not  been  broken  through  at  any 
point.  This  was  filled  with  solid  contents,  mottled  in  appearance, 
and  of  varied  consistence,  among  which  were  conspicuous  white 
nodules  of  different  sizes.  These  proved  upon  section  to  be  cartilage, 
which  character  was  confirmed  by  microscopic  examination. 

The  specimen  was  sent  to  Dr.  H.  Knapp  for  minute  examination, 
and  that  careful  investigator  has  published  a very  lengthy  and  ex- 
haustive report  of  it,  which  embraces  pathological,  histological,  and 
clinical  points,  in  his  archives  of  ophthalmology. 


CHAPTER  XL. 


CALCAREOUS  CONCRETIONS  OR  CALCULI ; TEAR-STONES,  Oil  DACRY- 
OLITHS  ; OSSEOUS  AND  TRUE  BONY  DEPOSITS,  ABOUT  AND  IN 
THE  EYE. 

EXTRA-OCULAR  DEPOSITS. 

Calculi  in  the  Meibomian  apparatus.  These  are  formed  by  the 
deposit  of  calcareous  salts  in  the  inspissated  secretion  of  the  glands. 
They  are  white  and  opaque,  do  not  project  at  the  edge  of  the  eyelid, 
but  on  its  inner  surface  ; may  be  like  grains  of  sand,  or  as  big  as  a 
pin’s  head,  or  much  larger.  They  act  injuriously  by  inflaming  con- 
tiguous parts,  or  partially  ulcerating  through  the  eyelid,  and  by 
irritating  the  eyeball.  Several  often  exist  on  the  same  eyelid.  One 
rather  larger  than  a pea,  formed  in  the  upper  eyelid  of  a middle-aged 
man.  It  was  composed  of  concentric  layers  of  hard  earthy  material. 
Its  pressure  had  caused  absorption  of  the  cartilage  and  ulceration  of 
the  conjunctiva,  and  the  friction  produced  pain,  inflammation  of  the 
conjunctiva  scleroticso,  and  opacity  of  the  upper  part  of  the  cornea. 

All  calculi  should  be  removed  as  soon  as  they  are  detected.  I have 
always  accomplished  the  extraction  with  the  point  of  my  ophthalmic 
scalpel. 

Calculi  in  the  glands  of  the  caruncle.  1 have  met  with  but  a solitary 
example  of  this.  It  had  kept  up  chronic  inflammation  of  the  eye  for 
many  months,  and  had  been  overlooked  by  several  surgeons  con- 
versant with  eye  diseases.  A large  granulation  was  thrown  out,  and 
while  examining  it  I detached  the  solid  calculus  and  removed  it. 

Dacryoliths  deposited  from  the  tears.  These  have  been  found  in  the 
excretory  or  tear  ducts  of  the  lacrymal  gland.  Stone  formations  in 
connection  with  the  lacrymal  apparatus,  altogether  of  very  rare 
occurrence,  occur  relatively  most  frequently,  in  the  ducts  of  tins 
gland.  Twenty-three  stones  have,  from  time  to  time,  been  removed 
from  the  same  patient. 
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One  of  the  ducts  becomes  dilated  with  the  deposit,  and  its  walls 
thickened.  Its  mouth  or  outlet  on  the  conjunctiva  might  not  be 
closed,  in  which  case  fluid  may  bo  squeezed  from  it.  When  the 
tumour  is  small  it  is  seen  only  by  turning  up  the  eyelid,  when  large 
it  projects  the  eyelid. 

Dacryoliths  have  been  met  with  in  the  lower  canaliculus.  In  a 
case  of  my  own  the  concretion  augmented  considerably  and  produced 
irritation  of  the  lacrymal  sac  and  inflammation  of  the  soft  parts 
around.  Its  removal  reduced  all  symptoms.  It  was  as  hard  as  a 
stone.  An  analysis,  of  it  gave  carbonate  of  lime,  phosphate  of  lime, 
magnesia,  and  chloride  of  sodium.  Cases  are  described  of  collections 
of  leptothnc  fungi  in  the  canaliculi,  enclosing  concretions  of  chalk. 

The  rule  of  treatment  should  be  always  to  remove  the  dacryolith. 
Conjunctival  dacryoliths  have  been  described.  It  may  be  doubted 
whether  any  are  formed  on  the  free  surface  of  the  membrane. 

All  calcareous  concretions  found  between  the  eyelids  have  probably 
descended  from  the  lacrymal  gland ; such  appears  to  be  the  explana- 

Mr'  E' H'  Meade>  in  vol.  xv.  of  the  “ London 
Medical  Gazette.”  A girl  of  nineteen,  who  had  been  in  bad  health 
and  suffered  severe  headache  and  pain  over  the  left  eye,  was  bled  and 
leeched  without  relief. . Inflammation  suddenly  appeared  in  that  eye 
with  lancinating  pam  m the  upper  and  outer  part  of  the  orbit,  and 
enderness  m the  situation  of  the  lacrymal  gland,  accompanied  with 
sudden  and  profuse  discharge  of  tears.  Something  which  resembled 
a ragment  of  mortar  was  removed  from  the  conjunctiva.  The  pain 
ceased,  but  returned  m an  hour  after,  and  another  similar  bit  came 
away.  During  the  four  following  days  there  were  several  paroxysms 

0 pain  and  inflammation,  and  as  many  as  twenty-three  similar  pieces 
were  discharged,  after  which  the  pain  and  inflammation  abated. 
Neither  abrasion  nor  ulceration  of  the  conjunctiva  was  observed.  The 
calculi  were  small,  rough,  very  hard,  and  of  a dirty-white  colour,  the 
largest  being  about  a line  in  diameter.  Through  a microscope  they 
looked  like  rough  pieces  of  chalk  studded  with  small  portions  of 
sdex  They  consisted  principally  of  phosphate  of  lime,  with  a small 
quantity  of  carbonate  of  lime,  and  traces  of  animal  matter 

A very  remarkable  case  of  the  double  affection  is  related  by 
Walthei,  in  Grafe  and  Walther’s  “Journal,”  1820  The  raniditv  of 

‘he  °™fI0“  of  the  which  were  in  the  lower  sinnt  ™s 

SKTJrr  9yV  «'St  affeCted>  th6y  Were  re™ved  twice, 
an  1 even  three  fames  a day.  Some  years  after  this  condition  returned. 

1 he  upper  sinus  of  one  eye  was  the  seat  of  the  deposit 

il.  Desmarres  has  written  very  extensively  on  this  subject  in  vols. 

’ Mil.,  and  ix.  of  “ Les  Annales  d’Oculistique.” 

3 T 
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Rhinoliths , or  nasal  calculi,  wliicli  have  always  a foreign  body  for 
their  origin,  may  involve  tho  lacrymal  duct.  Of  seven  cases  recorded 
in  foreign  literature,  one  is  said  to  have  been  situated  at  the  termina- 
tion of  tho  duct,  and  acted  injuriously. 

The  treatment  is  to  remove  the  calculus  as  soon  as  it  is  detected,  for 
augmentation  is  certain. 

Intra-ocular  deposits.  Calcareous  deposits  have  been  met  with  in 
all  the  structures  of  the  eyeball,  and  true  bone  in  some. 

These  deposits  occur  only  in  disorganized  eyes,  and  the  subject 
would  be  passed  over,  except  that  there  is  a practical  point  respecting 
them.  It  is  well  known  that  the  transformation  of  any  tissue  of  the 
eyeball  into  earthy  material,  or  the  deposit  of  such  material  in  any 
part  of  the  eye,  may  set  up  irritation  and  inflammation,  liable  to  be 
transmitted  as  sympathetic  ophthalmitis  to  the  other  ej  e.  A.  short 
notice  is  therefore  needed. 

The  new  deposit,  which  is  never  thrown  off  by  a natural  process, 
may  be  hurtful  when  it  is  yet  attached  or  firm,  or  when  it  is  loose  or 
free.  Particles  of  calcareous  materials  may  fall  from  a calcareous 
lens,  into  the  anterior  or  posterior  chamber  of  the  eye,  and  set  up 


irritation.  . . 

Traumatic  inflammation,  producing  ophthalmitis,  is  for  the  most 

part  the  cause  of  destruction  to  the  eyeballs,  in  which  these  chan  gee  J 

are  set  up.  . . 

Cretaceous  and  ossific  changes  in  the  cornea.  This  implication  is  rare,  . 

and  when  it  occurs  the  bony  deposit  is  the  most  common,  appealing 
as  small  thin  scales  in  tendinous  cicatrices.  Yet  it  may  appear  m 
other  forms.  A girl,  aged  fourteen,  was  brought  to  Mr.  Bowman, 
with  acute  inflammation  of  a disorganized  and  rather  shrunken  eye, 
in  which  there  was  no  perception  of  light.  There  was  much  pain  I 
and  irritation  with  every  movement  of  the  eyelids.  A bony  spiculum  I 
was  partly  embedded  in  a densely  opaque  cornea,  and  partly  project-  - 
ing.  It  was  readily  removed  with  a pair  of  forceps.  Comp  e e l 

relief  followed.  ... 

We  learn,  from  the  rich  stores  of  Mr.  AVardrop  s M°n» 
Anatomy  of  the  Eye,”  that  he  found  it  necessary  to  remove  a bit 
of  bone,  which  he  considered  to  have  been  a partial  ossification  ol 
the  posterior  lamina  of  the  cornea,  from  the  anterior  chamber.  He  i 
had  several  times  also  observed  thin  laminae  of  bone  discharged  • 
from  the  anterior  chamber  through  ulcers  in  the  cornea.  The  same  | 
author  gives  cases  of  corneal  ossification  of  more  advanced  degiee. 
Entire  ossification  of  the  cornea  is  recorded  by  another  author. 
Cretaceous  deposits  in  the  cornea.  These  are  hard  and  solid,™  e 
up  of  earthy  salts  with  organic  matter ; one  has  been  met  wi  i 
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big  as  a lentil ; or  a chalk  pulp  consisting  of  earthy  salts,  cholesterine, 
, 011  With  other  organic  remains.  They  may  appear  in 

leucomata  or  cicatrices  of  long  standing,  or  as  deposits  between  the 
la, ilium.  They  are  attended  always  by  surrounding  corneal  opacity 
Bony  deposits  on  the  iris.  Mr.  Wardrop  met  with  a long  shell  of 
bone  on  the  ins.  According  to  the  pathology  of  the  day  it  was 
c escribed  as  ossification  of  the  capsule  of  the  aqueous  liumoiu-. 

materkWh68  ^ ^ “ 6acb  there  was  a cone  of  ossifie 

lenl  ’ thlee  meS  l0Dg’  °°unected  b y its  aPex  to  the  capsule  of  the 

It  is'  WeZrfh  h0"y  iVUS  ? fC  CrymKm  km  * capsule. 

me t ^ith  BoH  I”1?1  cban^  °f  tbase  “tore,  are  to  be 

either  offc.  h I*®  le”\and  lts  caPsule  may  ^eoted  together,  or 
eithei  affected  singly.  The  anterior  hemisphere  of  the  lens  is  more 

frequently  so  changed  than  the  posterior.  Sometimes  the  capsule  is 

Wormed  m o a thin  shell,  and  encloses  an  opaque  lens  In  other 

mstanecs  the  lens  is  more  or  less  absorbed,  or  completely  removed 

less  perfect  fX  ^ before  the  deration,  has  a 

viXouSo^rx  tsa 

in  tri  lenses,  have  bee“  erfraeted>  whicb  ^ become  cretaceous 
the  itpil  °Ur’  an<l  Subse1ue“tly  ^pped  forward  through 

The  late  Mr  Queekett,  of  the  Royal  College  of  Surgeons  of  Eng 

- *•  *•> » 1 

plsips 

. "•  *-  “•  ■» 

ossified  in  Z°fGjee thztZthL  '***  *7* 

cancerous  tumour.  1 1 lhe  Pressure  °f  a 

Ossification  of  the  hyaloid  memhranp  rpi  • i 
observed  in  connection  with  ossification  of  the 
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capsule.  Thin  scales  of  bony  matter  have  been  seen  dispersed  in  an 
irregular  manner  through  this  body. 

Ossification  of  the  vitreous  humour.  In  Virchow’s  “ Archiv.”  for 
1853,  p.  580,  Dr.  Von  Wittich  has  published  the  dissection  of  the 
disorganized  and  shrunken  eye  of  a man  aged  sixty,  in  which  the 
posterior  part  of  the  vitreous  body  was  converted  into  bone.  The  | 
choroid  was  thrown  into  shrivelled  folds,  the  capsule  ol  the  lens 
opaque,  and  the  lens  itself  the  subject  of  earthy  deposition.  1 laces  j 
of  the  retina  were  found  lying  behind  and  surrounding  the  bony  mass 
which  occupied  the  posterior  part  of  the  vitreous  humour. 

Retina.  This  is  seldom  affected  by  the  changes  in  question.  A 
good  specimen  is  in  the  museum  of  the  Royal  College  of  Surgeons  I 
of  England.  Large  plates  are  formed  in  the  inner  surface.  A I 
more  complete  specimen  is  in  the  museum  of  St.  Lartholomew  s I 

Hospital.  # 

Ossific  deposit  between  the  choroidea  and  the  retina  is  common.  Here  I 

true  bone  is  often  found.  Specimens  have  been  exhibited  at  the 
Pathological  Society  of  London,  and  many  are  to  be  seen  in  anatomi- 
cal museums.  In  a case  which  I examined  there  was  a cup-shaped  1 
shell  of  bone  passing  to  the  ciliary  body,  and  perforated  behind  for  k 
the  optic  nerve.  The  lens  was  calcareous.  The  change  occurs  m the  H 
capillary  layer  of  the  choroidea,  or  as  a transformation  of  inflam- 
matory products  derived  therefrom. 

Speaking  in  a strict  histological  sense,  and  disregarding  mere  . 
external  characteristics,  in  no  other  part  of  the  eyeball,  except  the 
crystalline  lens  and  the  choroidea,  has  true  bone  been  found.  I he  i 
so-called  bone  means  only  calcifications. 

Ossification  of  the  sclerotica  is  mentioned  by  Mr.  Middlemore.  Bo 

eyes  were  affected.  , I 

Concretions  in  the  optic  nerve.  M.  Demarquay  has  collected  some  • 

examples  of  this.  Walther  found  in  the  left  optic  nerve  of  a maniac,  . 
just  as  it  had  passed  through  the  optic  foramen,  an  oval  concre  ion  I 
two  lines  in  diameter.  Mongagni  found  a stone  in  the  vei j cen  ie  o 
the  nerve,  of  the  size  of  a pea. 

The  diagnosis  of  all  intra-ocular  calcareous  or  ossific  c eposi  f 
posterior  to  the  lens,  must  rest  on  hardness  of  the  eyeball. 


I 


CHAPTER  XLI. 

fistula  of  the  eyeball. 

A fistulous  aperture  may  ensue  in  flip  ^ r. 

acddental  wound,  from  a surgical  operation,  or  from  ulce^tioT  “ 

of  ofMsfonns’ as  « *■» 

seen  it  except  after  the  operation  for  e.tracLf  of  ! arJt  aldt 

ZnTSli". 1 rbM  r; and  ksted.for  s°“; 

iohambers  remained  filled  TutT  ^ ° T and  brlgllt  eye8'  TIle 

the  eyeballs  directed  to  the lun7thfao  ^ raised’  and 

The  usual  symptoms  are  ^ozinl’  Spirted  out 

I aperture  in  a depresrion  of 2 8 T™™  humour’  aad  “ 

the  eve  flatness  of  « “ ™ea’  redness  and  lability  of 

i chamber  Escape  of  theT*60’  Partlal  emPtiness  of  the  anterior 
;he  eye.  P aqUe°us  humour  is  Stated  by  examining 

alver,  has  effected  a ete.  ^ P°mt  of  Ulh'ate  <* 

^aU^KW^fw!fiHIer0tl0a’ “a  the  COI1jUIlctiva  “ swaifeTup 

■«  -r  • *"d- » ~™  «—* —a 

lo»kll“from  ]IIleU  7 “arU'al  Pr°C6SS  °f  rePai*  seems  to  bo 
’ cessation  of  the  acquired  vascularity,  incise  the 
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conjunctiva,  press  out  tlio  fluid,  cauterize  the  fistula,  and  strap  up 
the  eyelids  with  court  plaster. 

In  the  third  form  there  is  a fistula  of  the  cornea , or  of  the  sclerotica , 
complica  ted  with  prolapse  of  the  iris.  It  is  the  least  noticed  or  suspected 
of  the  fistulas  because  the  aqueous  humour  oozes  out  so  very  slowly. 
The  escape  of  the  iris  does  not  make  the  fistula,  on  the  contrary,  the 
iris  prolapses  because  the  corneal  wound  has  not  healed,  and  very 
often  the  iris  plugs  the  aperture  sufficiently  well  to  close  it  altogether. 
This  is  the  rule  whereby  many  eyes  are  saved  from  being  lost 
through  corneal  opacity,  or  disorganizing  chronic  inflammation. 
Without  the  prolapse  fistulas  would  indeed  be  common.  Exception 
occurs  because  the  edges  of  the  wound  are  too  unhealthy  to  admit  . 
of  mere  mechanical  plugging  or  cicatrization  with  the  iris. 

Treatment.  The  eyelids  should  be  kept  closed  with  plaster,  so  that 
rtie  parts  be  placed  in  repose.  The  state  of  the  sy  stem  should  be  | 
attended  to,  as  deficiency  of  reparative  power  is  the  cause  of  the 
fistula.  If  these  means  should  fail  the  leaking  aperture  should 
be  touched  with  nitrate  of  silver.  The  application  should  be  made 
carefully  and  neatly.  The  eyelids  having  been  retracted  by  the 
spring  wire  retractor,  the  aqueous  humour  should  be  gently  pressed 
out,  the  fistula  surface  wiped,  and  the  caustic  applied  in  a point. 
When  a more  delicate  touch  is  needed,  a probe  coated  with  the 
caustic  is  better.  The  eye  should  then  be  closed  with  a strap  of 
court  plaster.  The  idea  of  puncturing  the  cornea  at  a spot  well 
away  from  the  fistula),  so  that  the  aqueous  humour  should  chain  ; 
out  and  thereby  admit  of  a few  hours  repose  to  the  fistula,  has 
occurred  to  several  surgeons. 

This  subject  is  necessarily  touched  on  in  the  chapters  on  Cataract  ■ 
and  Injuries  from  Mechanical  Agents. 


CHAPTER  XLII. 

■ DISEASES  OF  THE  SECEETINO  LACEYMAL  ORGANS. 

| ,NFLAMMATI0N  GLANDULE!  CONGREG  ATAS DISEASES  OF  THE 

LACRYMAL  GLAND  — LACRYMAL  FISTULA. 

| ACUTE  INFLAMMATION  OF  THE  GLANDULE  CONGREGATE. 

' lZfaUd:W:ran’  ?riaHe  iu  number’  and  lie  scattered  in  the 

oarfikZUUn  ?’  ab0Ut  the  uppel'  margin  of  the  suPeriOT  tarsal 

cartilage,  and  tire  outer  commissure  of  the  eyelids. 

red^TdT'  fhe,exte™a!  <»”™i»sure  of  the  eyelids  is  much  swollen, 

1 torv  7 f 7 ^Ilder’  and  botb  eyelids  “e  involved  in  the  inflamma- 

. too  action  The  conjunctiva  inflames,  and  its  secretions  are  altered 
according  to  the  severity  of  the  inflammation.  The  attack  is  sudden 
i and  constitutional  effects  appear  at  an  early  period.  If  now  the’ 
n upper  eyelid  be  raised  and  partially  everted,  some  of  the  acini  of  the 
glands  may  be  seen  enlarged.  In  from  three  to  five  days  pus  is 

LffWe<i  “ T0  °T  *,he  °-her  eyeM’  °lose  t0  the  commissure.1  The 
affection  is  frequently  mistaken  for  that  of  hordeolum  or  stye 

Treats.  It  is  probable  that  antiphlogistic  local  measures  applied 

a the  commencement  of  the  attack,  might  cause  resolution  of  the 

(inflammation,  but  patients  do  not  seek  aid  until  suppuration  is  at 

and ; then  moist  warm  applications  are  required.  When  pus  his 

formed  it  should  be  evacuated  by  a puncture  within  the ^ehd 

lays.  ’ <my  le  ie'es  pam’  but  hastens  convalescence  by  some 
' 9hndUlm  occurs ■ 14  may  happen  to 

OTe’ of  ‘he  outer  portion  of  the  upper  eye- 
a and  Protrusion  of  the  integuments. 
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The  treatment  which  I have  adopted  lias  been  to  remove  the 
enlarged  glands,  operating  within  the  eyelid. 


DISEASES  OF  THE  EACRYMAL  GLAND. 

Any  affection  is  extremely  rare,  and  the  gland  falls  within  the 
domain  of  practical  surgery  less  frequently  than  any  other  ocular 
appendage. 

A healthy  lacrymal  gland  cannot  he  felt  with  the  finger. 

Acute  inflammation  of  the  glancl  I have  seen  several  cases  of  this. 
In  the  majority  only  one  eye,  that  is  one  gland,  has  been  affected ; 
both  have  been  diseased  in  the  lesser  number.  The  palpebral  portion 
of  the  gland  bulges  the  conjunctival  sinus. 

Symptoms.  I will  narrate  a typical  case.  A well-grown  and 
healthy  lad  was  brought  to  me,  three  days  after  he  had  discovered 
something  wrong,  with  considerable  swelling  and  inflammation  of  ^ 
the  upper  eyelid,  and  slight  swelling  and  redness  of  the  under  one. 
There  was  pain  in  the  upper  and  outer  part  of  the  orbit,  almost  con- 
stant, but  not  severe.  A hard  swelling,  painful  when  touched,  Mas  I 
detected  in  the  position  of  the  lacrymal  gland.  Eversion  of  the 
eyelid,  so  far  as  the  swelling  of  it  permitted,  discovered  depression 
of  the  sinus  of  the  conjunctiva  or  retro-tarsal  fold,  which  was  thick- 
ened and  of  a yellowish  tint,  yet  not  very  vascular,  by  a moveable 
tumour.  There  was  slight  fever,  with  a foul  tongue.  . 

There  was  nothing  peculiar  about  the  tears,  no  copious  flow  of  i 
them,  as  it  is  said  always  occurs.  I have  noticed  that  an  inflam- 
matory state  of  the  gland  is  never  first  recognised,  in  consequence  ofi 
disordered  gland  function,  but  from  pain  which  is  spontaneous,  or 

excited  by  touch.  , . 

There  is  variation  in  the  severity  of  an  attack.  The  conjunctiv  i 

may  be  much  inflamed,  and  the  cheek  cedematous.  There  may  be 
orbital  cellulitis,  and  the  eyeball  may  be  displaced  and  lose  its  move- 
ments, according  to  the  amount  of  it,  and  the  size  which  the  gland 

acquires.  j 

The  treatment  consists  in  applying  leeches  and  cold  locally,  an 

attending  to  the  febrile  symptoms,  rest  being,  of  course,  enjoined. 
All  the  cases  that  have  come  under  my  notice  have  ended  m resolu-  I 
tion.  But  suppuration,  it  is  said,  sometimes  occurs,  in  which  case  e l 
pus  should  be  evacuated.  A fistula,  it  is  also  said,  is  moie  apt 
form  when  the  abscess  is  allowed  to  burst. 

Sub-acute  inflammation  of  the  gland.  A man  forty  years  old  came 
with  the  outer  portion  of  each  eyebrow  projecting,  puffy,  and  an 
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f inflamed.  The  finger  applied  to  these  parts  detected  tumours  which 
j were  irregular  and  loose.  They  were,  however,  hard.  The  exami- 
i nation  caused  pain ; hut  except  when  making  it  there  was  an 
( absence  of  uneasiness.  There  was  no  recognisable  derangement  of 
the  secieting  powers  of  the  glands.  Tumefaction,  the  symptom  by 
I which  the  disease  was  recognised  by  the  man  himself,  was  observed 
* Just  six  weeks  Prior  to  his  application  at  the  hospital,  where  he 
I sought  ad\  ice,  not  on  account  of  any  disordered  feeling,  but  as  to  the 
j propriety  of  the  removal  of  the  tumours. 

The  treatment  must  be  allied  to  that  for  the  acute  state,  yet  less 
? a(;tlve-  Iu  tke  above  case,  I thought  it  prudent  to  give  small  doses 
I of  chalk  and  mercury  with  hyoscyamus  twice  a day  (see  my  usual 
■ formula  with  directions,  p.  950),  from  the  suspicion  of  syphilitic 
3 origin.  In  four  days  the  mouth  was  a little  sore,  and  one  pill  was 
I ordered  on  alternate  days.  The  man  did  not  return  for  three  weeks 
^He  had  taken  eight  pills.  The  puffiness  of  the  eyebrows  was  gone, 

I and  the  glands  could  be  only  just  felt.  The  pill  was  continued  on 
■alternate  days.  A fortnight  later  there  was  not  any  trace  of  disease. 
| Just  before  this  patient  came  to  me,  I had  a case  in  private  practice 
a almost  parallel,  differing  only  in  being  more  chronic. 
k As  to  the  cause  of  the  affection,  it  is  not  known  that  any  one  thing 
jm  particular  induces  it.  At  the  same  time  when  it  is  symmetrical, 
the  origin  must  be  constitutional. 


Suppuration  is  often  spoken  of  as  a termination  of  the  inflammation 
[whether  acute  or  otherwise.  I have  never  seen  it,  nor  do  I know  of 
#a  well-authenticated  case.  Without  denying  the  possibility  of  the 
Recurrence,  I suspect  that  suppuration  in  the  eyelid  over  the  region 
of  the  gland,  from  local  injury,  has  been  described  as  such 

chromc  enlargement  of  the  lacrymal  gland.  This  is  usually  called 
•i  hypertrophy. 

I Symptoms.  A tumour  in  the  situation  of  the  gland,  protruding 
lie  eye  and  thrusting  it  into  a position  according  to  the  form  and 
legree  of  its  enlargement.  Yet  it  is  evident  that  this  is  not  unequi- 
vocal, for  any  other  tumour  may  show  the  same  signs,  and  the 
emoval  of  several  has  been  undertaken  under  the  erroneous  idea  of 
in  enlarged  lacrymal  gland  being  the  existing  disease. 

I iere  may , or  may  not,  be  subjective  symptoms.  Pain  or  incon 
t ~ °f  ““  kiud  “ ^ P— ‘ 5 yet  these  may  be  produce" 
t COI‘tl8rS7’  T dCTel0ped  “ the  ^ Preternatural 

STw  tt  “ a °n  a *Um0lU'  “ ^ situation  of  the 

a loWla‘ed  surfoee  of  the  tumour,  seems  to  be 

' s not  nt p 08fac;  but  both  may  absent,  and  lobulation 

s not  uncommon  to  adventitious  growths. 
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. Tho  pressure  of  the  enlarged  gland  on  the  levator  palpebrso  supe-  L 
lioiis  muscle,  may  cause  early  loss  of  power  of  contraction,  so  tliat 
tho  eyelid  hangs  as  it  were  paralyzed  over  the  protruded  eyeball. 
Besides  this,  when  the  eyeball  is  much  protruded,  tho  eyelid  is 
codomatous  and  traversed  by  enlarged  blood-vessels. 

Ihe  affection  generally  occurs  in  young  adults. 

In  one  of  my  cases  there  was  no  subjective  symptom.  The  ob- 
jective symptoms  were,  protrusion  of  the  eyeball,  inability  to  turn 
it  fully  outwards,  and  a small  hard,  distinctly  lobulated  tumour  in 
the  position  of  the  gland,  partly  exposed  to  touch,  and  partly  hid- 
den under  the  orbital  edge. 

bir  William  Lawrence  attended  a gentleman  twenty-seven  years 
old,  whose  gland  had  enlarged  five  years  previously.  With  the 
increasing  displacement  of  the  eyeball,  vision  became  impaired.  Sir 
William  removed  the  gland ; it  was  as  big  as  a walnut,  slightly 
tuberculated  on  the  surface,  of  a light  yellowish  brown  colour,  which 
indeed  is  the  natural  colour  of  the  gland,  and  firm.  It  was  connected  . : 
loosely  by  areolar  tissue  to  the  parts  around,  a circumstance  indicative 
of  the  absence  of  malignity.  The  wound  united  by  the  first  intention, 
and  vision  returned.  The  eye  was  not  deficient  in  moisture. 

Report  of  a tumour  in  the  orbit,  in  connection  with  the  lacrymal 
gland,  is  given  by  Mr.  Savory,  in  “ The  Medical  Times  and  Gazette” 
for  February  21,  1857. 

The  subject  was  a man  seventy-eight  years  of  age.  It  was  just 
two  years  and  a half  from  the  first  symptoms,  inflammation  of  the 
conjunctiva  with  chemosis,  till  the  tumour  protruded  from  the  orbit 
as  a mass  of  the  size  of  an  egg,  and  concealed  the  eyeball,  except  a 
small  portion  of  the  cornea,  which  was  opaque.  Death  ensued. 
There  was  a strong  suspicion  of  malignity. 

Post-mortem  examination.  The  brain  and  all  the  structures 
in  the  immediate  vicinity  of  the  orbit  were  healthy.  The  eyelids 
and  the  conjunctiva,  which  was  thickened,  were  easily  dissected  off 
the  point  of  the  tumour.  Nearly  in  the  centre  of  the  mass,  the 
shrunken  and  flaccid  eyeball  was  imbedded.  It  and  the  optic  nerve 
were  easily  separated  ; the  latter  was  considerably  elongated.  The 
muscles  could  be  traced.  No  portion  of  the  lacrymal  gland  could  be 
distinguished.  The  tumour  was  of  an  uniform  structure  throughout ; 
soft,  somewhat  elastic,  easily  torn  with  the  needle,  and  the  separated 
portions  readily  broke  up  and  mingled  with  water.  When  the  cut 
surface  was  scraped,  a thick,  white,  opaque  fluid  appeared.  It  was 
composed  entirely  of  gland  cells  and  nuclei.  Several  portions  of  it 
were  examined,  and  exhibited  little  else  than  clusters  of  gland  cells, 
which  were  broken  up  at  once  by  the  gentlest  manipulation.  They 
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were  remarkably  uniform  in  size  and  shape.  It  was  very  difficult  to 
distinguish  anything  like  a lobular  arrangement,  and  scarcely  a trace 
of  connective  tissue  could  be  discerned.  It  measured  three  inches  in 
length,  and  two  inches  in  breadth  and  depth. 

Cause.  We  are  somewhat  ignorant  on  this  point.  From  an 
analysis  of  the  cases  which  I have  collected,  it  seems  that  blows 
and  injuries  inflicted  in  the  neighbourhood  of  the  gland,  usually 
bear  the  blame. 

An  instance  of  congenital  hypertrophy  has  been  met  with. 

As  a point  connected  with  diagnosis , it  may  be  mentioned  that  a 
healthy  lacrymal  gland  which  is  pushed  forward  along  with  the  eye- 
ball because  of  an  intra-orbital  growth,  is  soft,  without  definite 
outline,  and  does  not  feel  lobulated,  indeed  it  is  scarcely  to  be  recog- 
nised if  the  eyelid  be  swollen.  Again,  as  I have  said,  it  is  possible 
for  a tumour  in  the  situation  of  the  gland,  to  be  mistaken  for  a 
diseased  gland. 

Double  vision  may  trouble  a patient  at  an  early  period,  or  may 
never  exist. 

Dimness  of  sight  may  occur  early,  but,  notwithstanding  all  the 
stretching  of  the  optic  nerve,  and  the  pressure  on  the  eyeball,  sight 
is  usually  retained,  unless  it  be  destroyed  by  ophthalmitis  arising 
from  constant  exposure  of  the  cornea,  or  corneal  ulceration  and 
penetration  from  the  same. 

The  morbid  changes  in  the  gland  have  not  been  correctly  described. 
In  the  collected  specimens  the  external  characteristics  only  are 
given.  Of  the  two  preparations  at  St.  Batholomew’s  Hospital,  both 
having  been  removed  in  life,  one  is  oval,  an  inch  long,  and  over  an 
inch  broad.  It  retains  its  lobular  form  and  glandular  appearance. 
The  enlargement  had  been  going  on  for  several  years. 

In  a case  by  Mr.  Pemberton,  in  the  “ Dublin  Journal  ” for  1847, 
the  eyeball  was  quite  concealed  by  an  enlarged  gland  of  ten  years’ 
standing,  but  not  protruded.  The  gland  was  removed  ; it  was  as  big 
as  “ an  orange.” 

In  Mr.  Travers’  work  a case  is  mentioned  in  which  the  gland  is 
said  to  have  been  greatly  enlarged,  and  in  a scirrhous  state.  The 
patient  from  whom  it  was  removed  continued  well  after  the  interval 
of  some  years. 

In  one  of  Mr.  Todd’s  cases  in  the  “ Dublin  Hospital  Reports,”  the 
gland,  almost  as  firm  as  cartilage  but  more  elastic,  had  lobes  with 
deep  fissures  between  them,  and  contained  cartilaginous  cysts  filled 
with  glairy  fluid,  the  interspaces  containing  a firm  fatty  substance, 
traversed  by  a few  membranous  bands.  In  Dr.  O’Beirne’s  case,  in 
the  same  Reports,  the  gland  surface  was  granular,  of  a pink  colour, 
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and  the  interior  of  the  gland  presented  a cartilaginous  centre,  from 
which  septa  passed  to  the  circumference. 

Particulars  of*  many  other  cases  are  published,  but  the  majority 
of  them  are  recorded  in  such  a manner  as  to  render  them  useless  so 
far  as  pathology  is  concerned. 

Cancer  of  the  lacrymal  gland.  According  to  some  writers,  scirrhus 
of  the  lacrymal  gland  is  not  unfrequent.  I have  never  seen  a case 
of  it.  There  cannot  be  a doubt  that  the  term  scirrhus  as  used  in  a 
cancerous  sense,  has  been  too  indiscriminately  applied  to  mere  en- 
largement of  the  gland,  and  this  is  in  keeping  with  the  heretofore 
general  latitude  of  expression,  and  looseness  of  description,  concern- 
ing the  supposed  cancerous  deposits  in  other  parts  of  the  body.  The 
large  size  to  which  the  gland  attains,  the  absence  of  ulceration,  of 
adhesion  to  the  surrounding  parts,  of  disease  of  the  neighbouring 
lymphatics,  and  of  constitutional  cachexia,  and,  finally,  the  invariable 
success  which  attends  its  extirpation,  are  characters  which  are 
unknown  in  connection  with  scirrhus  in  any  other  situation,  but 
which  are  universally  recognised  as  features  in  the  chronic  inflam- 
matory induration  and  hypertrophy  of  other  glandular  organs.  I 
by  no  means  intend  to  assert  that  scirrhus  never  occurs,  or  that  there 
is  anything  in  the  structure  of  the  lacrymal  gland  which  should 
exempt  it  from  liability  to  scirrhous  infiltration.  "We  have  the 
authority  of  Dr.  Mackenzie,  Mr.  Dalrymple,  and  other  competent 
observers,  for  believing  in  its  existence  ; and  their  descriptions  lead 
us  to  suppose  that  the  stage  of  induration  is,  as  in  other  situations, 
succeeded  by  softening  and  ulceration,  which  involve  the  surrounding 
textures. 

The  symptoms  of  scirrhus  are  represented  as  being  the  same  as 
those  which  indicate  enlargement  of  the  gland  of  a non-malignant 
nature  ; but  the  pain  is  said  to  be  much  more  severe,  and  of  a lanci- 
nating character.  I am  not  aware  of  any  means  by  which  the  can- 
cerous nature  could  be  ascertained,  previous  to  the  occurrence  of 
softening  and  ulceration. 

For  cysts  of  the  lacrymal  gland , dacryops,  see  the  chapter  on 
Tumours,  p.  149. 

Treatment.  Extirpation  of  the  hypertrophied  gland  is  the  remedy 
when  the  enlargement  is  in  any  way  detrimental.  I have  never  seen 
constitutional  treatment  avail  anything. 

The  method  of  ojierating  is  to  make  an  incision  parallel  to  the 
edge  of  the  orbit  directly  over  the  gland,  and  to  cut  through  the 
integuments  and  the  fibrous  layer  of  the  upper  eyelid.  The  gland 
having  been  well  exposed,  should  be  insulated  as  much  as  possible 
with  the  scalpel.  It  might  be  better  sometimes,  especially  when  the 
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|j  gland  is  very  large,  to  tear  through  the  alveolar  connections  with  a 
pointed  instrument,  such  as  a strong  probe,  and  the  finger,  rather 
than  to  cut  them,  so  as  to  avoid  damaging  the  surrounding  parts. 
It  is  a necessary  precaution  to  proceed  slowly  and  to  endeavour  care- 
fully to  ascertain  the  limit  of  the  tumour,  and  to  confine  the  dis- 
section to  it ; for  if  an  adventitious  growth  only  be  present,  and  it 
touch  or  be  attached  to  the  gland,  the  latter  may  be  saved ; other- 
i wise,  through  carelessness,  it  might  be  injured  or  actually  removed. 
I have  seen  the  gland  sacrificed  more  than  once,  and  Mr.  Tyrrell 
mentions  having  witnessed  the  removal  of  the  healthy  gland  to- 
gether with  a steatomatous  tumour.  The  rules  laid  down  respect- 
ing the  removal  of  orbital  tumours  in  general,  in  the  chapter  on 
Tumours,  apply  here  also,  and  need  not  be  repeated.  As  a last 
, step  the  gland  should  be  drawn  well  forwards  either  by  the  fingers 
or  a pair  of  forceps,  and  the  remaining  adhesions  divided.  The 
bleeding  should  be  stopped  by  pressure,  and  the  wound  brought 
< together  by  sutures,  and  the  parts  supported  by  compress. 

It  may  be  necessary  to  make  the  incision  from  the  root  of  the 
nose  to  the  temple,  and  to  supplement  it  by  another  carried  obliquely 
outwards  across  the  forehead.  Even  a third  may  be  required  in 
another  direction.  When  it  is  possible  that  one  incision  will  suffice, 
only  one  ought  to  be  made,  but  there  should  be  no  hesitation  in 
making  several  in  any  direction,  when  the  size  of  the  gland  may 
i seem  to  demand  such  to  facilitate  the  operation.  If  the  eyeball  be 
destroyed,  its  remains  had  better  be  extirpated.  The  same  after- 
treatment  which  is  necessary  subsequent  to  the  removal  of  tumours 
• from  the  orbit  is  requisite  here. 

The  eyeball  retracts  more  or  less  into  the  orbit  immediately  after, 
and  if  the  levator  palpebrae  be  sound  the  patient  may  be  able  to  open 
and  shut  the  eye.  The  wound  may  unite  at  once.  Orbital  cellulitis, 

. more  or  ]ess  severe,  may  come  on  and  cause  the  eyeball  to  be  again 
protruded,  and  a considerable  quantity  of  pus  may  escape  from  the 
wound. 

Weeks  or  months  may  pass  away  before  vision,  which  has  been 
lost  from  pressure  on  the  eyeball,  is  restored,  or  the  ocular  protrusion 
is  quite  lost. 


EXTIRPATION  OF  THE  LACRYMAL  GLAND. 

Extirpation  of  a healthy  lacrymal  gland  may  be  required  when  the 
natural  channels  that  convey  away  the  tears  are  no  longer  available. 

Operation.  An  incision  made  in  the  eyelid,  corresponding  to  the 
margin  of  the  orbit  and  opposite  the  centre  of  the  orbital  ridge, 
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sufficiently  external  to  avoid  the  frontal  nerve,  and  ending  a little 
below  the  superior  external  orbital  angle,  will  afford  ample  room 
lor  the  operation.  The  fibres  oi  the  orbicularis  muscle,  and  the  fascia 
beneath  it  being  divided,  a portion  of  the  gland  comes  into  view.  It 
will  be  remembered  that  the  gland  possesses  two  lobes.  The  on<* 
which  may  be  called  orbital,  is  nearly  three-quarters  of  an  inch  long! 
is  in  relation  above  to  the  lacrymal  fossa  of  the  frontal  bone,  and 
below  to  the  upper  and  outer  part  of  the  eyeball,  and  the  superior 
and  external  recti  muscles,  and  receives  its  vessels  and  nerves  behind ; 
the  other,  a palpebral  portion,  is  smaller,  seated  on  the  eyelid,  reaches 
as  far  as  the  tarsal  cartilage,  and  has  a sort  of  capsule.  If  after  the 
dissection  be  made  the  orbital  portion  be  drawn  forwards  with  the 
tenaculum  forceps,  the  removal  of  it  is  as  easily  effected  as  that 
of  the  smaller  division,  which  is  in  front. 

The  annexed  diagram  of  the  eye,  Fig.  286,  with  the  position  of  the 
gland  traced  in  a dotted  line,  may  be  useful. 


Fig.  286. 


The  lesser  or  palpebral  portion  of  the  gland  may  be  overlooked 
and  left  behind  during  the  operation. 

The  condition  of  the  eye  after  the  loss  of  the  gland  has  been  briefly 
noticed  at  p.  557.  Although  there  can  be  no  secretion  of  tears,  the 
conjunctiva  retains  its  usual  brilliancy  and  moisture,  proving  that  it  ’ 
secretes  its  own  proper  fluid,  and  that  the  humidity  of  the  eye  is 
not,  as  some  have  supposed,  alone  dependent  on  the  secretion  of  the 
lacrymal  gland. 

Dr.  Halpin,  desirous,  as  he  informs  us  in  the  “Dublin  Journal, 
of  Medical  Science,”  of  ascertaining  whether  tears  could  flow  from 
an  eye  deprived  of  its  lacrymal  gland,  dipped  the  blunt  end  of  a 
probe  into  tincture  of  opium,  and  touched  the  conjunctiva  with  it. 
Immediately  the  right  eye,  tho  sound  one,  became  suffused  with  ’ 
tears,  which  flowed  over  the  cheek.  In  thirty  seconds  the  probe  t 
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was  re-applied.  After  sixty  seconds  a drop  of  fluid  fell  from  the  left 
eye.  In  thirty  seconds  more,  another  drop. 

AVeeping  must  certainly  he  taken  as  the  most  conclusive  proof  that 
a lacrymal  gland  yet  remains  ; hut  increased  conjunctival  secretion 
must  not  he  mistaken  for  tears. 

Lacrymal  fistula.  This  consists  of  an  external  opening  communica- 
: ting  with  the  lacrymal  gland,  or  with  one  of  its  ducts. 

The  symptoms  are  these : An  aperture,  usually  very  fine,  in  the 
i outer  portion  of  the  upper  eyelid,  and  through  which  there  sometimes 
i flow  tears,  or  tears  with  pus.  A minute  prohe  can  he  passed  for  a 

• short  distance  in  the  direction  of  the  lacrymal  gland.  It  does  not 
i come  into  contact  with  bone,  which  would  he  the  case  if  the  fistula 
i were  in  association  with  necrosis. 

The  causes  of  the  fistula,  given  in  their  order  of  frequency,  are, 

• abscess  of  the  eyelid,  especially  when  there  has  been  sloughing  of  the 
integuments.  Suppuration  of  the  gland  ducts.  AVounds  involving 

< the  lacrymal  gland,  or  its  ducts,  accidentally  inflicted,  or  during 
$ operations  for  the  removal  of  tumours,  and  the  removal  of  cystic 
c tumours  in  supposed  connection  with  the  gland  ducts. 

Treatment.  Fistula)  connected  with  glands  of  this  class  are  often 
1 difficult  to  cure,  and  may  resist  all  attempts  at  removal.  Success  has 
J followed  cauterizing  with  nitrate  of  silver  through  the  medium  of  a 
( probe  coated  with  it ; also  cauterization  with  hot  wire  ; also  dissect- 
, ing  off  the  edges  of  the  fistula  and  closing  the  wound  by  sutures, 
i A result  is  more  likely  to  he  obtained  if  provision  be  made  for  escape 
f of  the  tears  internally.  A case  in  which  this  was  done  by  Mr. 

Bowman  has  many  features  of  interest  in  connection  with  the  present 
i question.  A woman,  aged  twenty-seven,  went  to  him  at  the  hospital 
on  account  of  a troublesome  trickling  of  tears  from  a small  hole  in 
the  skin  of  the  upper  eyelid.  Her  mother  had  taken  her  there  when 
' she  was  nine  years  old  with  a swelling  in  the  eyelid  that  was  lanced, 
i and  from  which  was  removed  a hard  body,  resembling  in  form  a 
1 plum  stone.  A fistula  ensued.  “ A single  thread  of  silk:  was  armed 
with  a needle  at  each  end,  and  one  of  the  needles  was  introduced 
into  the  fistulous  orifice  in  the  skin  on  the  outer  surface  of  the  eyelid, 
and  carried  for  a short  distance  upwards ; it  was  then  made  to  pierce 
the  fibro-cartilage . of  the  lid  and  the  conjunctiva,  and  the  thread  w^as 
t.  drawn  out  at  the  inner  surface  of  the  lid.  A similar  manoeuvre  was 

< repeated  with  the  other  needle,  and  the  thread  was  drawn  out  at  the 
i inner  surface  of  the  lid  at  the  distance  of  a quarter  of  an  inch  from 

the  first,  and  a little  nearer  the  attached  border  of  the  lid.  In  this 

• wa>  this  cyst  was  pierced  at  two  points  by  the  thread  which  encircled 
> in  a loop  the  small  intervening  portion  of  tissue.  The  two  ends  of 
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the  thread  were  then  brought  out  at  the  inner  commissure,  and 
secured  upon  the  temple  with  a piece  of  sticking  plaster.”  Tears 
continued  to  flow  from  the  orifice  in  the  skin,  but  less  abundantly. 

Ten  days  afterwards  the  thread  was  replaced  by  a thicker  one 
which  produced  more  irritation.  The  aperture  in  the  skin  was  cut 
out  with  a pair  of  scissors,  and  the  wound  brought  together  with  two 
serves  fines , which  were  replaced  in  the  evening  by  strips  of  plaster  • 
in  four  days  the  wound  had  quite  healed,  and  the  fistula  was 
removed.  The  thread  was  now  withdrawn,  and  a small  bridge  of 
tissue,  which  had  been  encircled  by  the  loop,  cut  out.  The  opening 
thereby  made  continued  patent.  “ Royal  London  Ophthalmic 
Hospital  Reports. ” 


MORBID  TEARS. 

It  is  well  known  that  tears  are  an  irritating  secretion.  The  con- 
junctiva is  always  reddened  by  them,  and  instantaneously;  they  often 
cause  excoriation  of  the  skin  of  the  cheek,  especially  in  scrofulous 
children  who  are  suffering  from  corneal  or  conjunctival  diseases. 

The  very  marked  effect  which  is  sometimes  produced  on  the  skin, 
has  been  the  cause  of  supposed  acquired  chemical  properties  of  the 
tears  by  which  they  have  become  unusually  acid,  but  this  has  not 
been  proved.  In  a case  which  produced  some  excitement  at  Glasgow, 
it  was  discovered  that  the  deep  lines  of  excoriation  which  ran  down 
the  cheeks  of  the  child,  were  not  the  result  of  the  tears  but  of  a 
criminal  application  of  sulphuric  acid  by  the  mother. 

Bloody  lacrymation , or  haemorrhage  of  the  lacrymal  gland.  Accord- 
ing to  Dr.  Mackenzie,  several  authors  have  recorded  cases  in  -which 
blood  flowed  from  the  eyes  like  tears,  or  was  discharged  from  the 
lacrymal  gland,  even  in  such  quantity  as  proved  dangerous  to  life. 
Also  that  Professor  Rosas  witnessed  a disease  of  this  sort  in  a child 
of  nine  years  of  age,  of  scrofulous  diathesis,  and  in  whom  it  yielded 
to  anti-scrofulous  treatment.  The  learned  doctor  remarks  that  in 
all  these  cases,  however,  it  is  doubtful  how  far  the  discharge  of  blood 
was  really  from  the  lacrymal  gland,  and  not  from  the  conjunctiva. 

Yellow  tears  have  been  met  with,  it  is  written,  in  persons  severely 
affected  with  jaundice. 


CHAPTER  XL11I. 


ENTOPTICS. 

MUSCLE  VOLITANTES MYODESOPIA  SENSITIVA,  OR  PHYSIOLOGICAL 

MUSCLE. 

Symptoms.  Tlie  perception  at  a short  distance  from  the  eyes  of 
numerous  shadows  like  dark  specks,  or  like  little  flies  or  irregular- 
shaped filaments,  which  float  in  different  planes  over  the  field  of 
vision.  Muscob  volitantes. 

There  is  the  invariable  characteristic  of  mobility  in  these  percep- 
tions, for  by  no  effort  of  will  can  they  be  kept  fixed  in  a position 
opposite  to  any  object,  and  in  this  lies  the  chief  subjective  difference 
between  them  and  blind  spots  of  the  retina  or  scotomata,  which 
can  be  fixed.  It  must  be  remembered  that,  in  making  these  experi- 
ments, in  directing  the  eyeball  to  the  top  of  any  high  object,  there  is 
a natural  and  very  strong  tendency  for  it  to  drop,  in  which  act  a 
blind  spot  would  drop  also.  Any  movement  of  the  eye  sends  them 
at  once  in  various  directions.  They  may  shoot  across  the  general 
field  of  vision,  or  stop  short  in  the  centre  of  it ; the  range  of  direct 
vision  ; and  if  the  eye  now  be  kept  still,  some  of  them  will  sink  and 
disappear,  while  others  are  yet  perceptible.  Although  in  different 
individuals  they  pursue  different  courses,  when  the  eyes  are  moved, 
in  each  there  is  a fixed  transit. 

The  farther  a musca  volitans  is  away  from  the  centre  of  the  visual 
field,  the  less  can  it  be  steadied  for  inspection. 

Their  colour  varies.  Even  in  different  parts  of  the  same  percep- 
tion,  the  colour  may  differ. 

They  aie  noticed,  chiefly  temporarily,  by  most  persons,  especially 
when  such  persons  are  subject  to  circumstances  favourable  to  their 
production.  But  they  prevail  usually  after  the  meridian  of  life. 
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Myopic  and  hypermetropic  eyes  arc  most  prone  to  them,  and  in  lre- 
quency  and  soverity,  according  to  the  degrees  of  these  anomalies  of 
refraction. 

Cause.  They  are  due  to  the  abnormal  perception  of  objects  on  or 
within  the  eye,  and  the  presence  of  which  can  he  established  only  by 
entoptical  methods  of  investigation.  They  must  not  be  nosologically 
confounded  with  pathological  muscao,  that  form  of  visual  impressions 
of  a like  nature  which  are  due  to  pathological  changes  in  the  vitreous 
body,  chiefly  of  a hemorrhagic  or  inflammatory  exudative  charac- 
ter, and  admitting  of  detection  with  the  ophthalmoscope.  Those  will 

be  spoken  of  afterwards.  _ _ 

The  terms  myodesopia  sensitiva,  and  insensitiva,  have  been 

introduced  to  represent  respectively  physiological  muscce  an 
scotomata.  In  ordinary  speaking,  I say  muscce  merely,  when 

mean  the  former.  . . . 

For  a thorough  entoptic  investigation  of  this  optical  phenomenon  i 

we  are  indebted  to  our  countryman,  Dr.  Jago,  of  Truro.  His  skilful, . 
philosophic,  most  laborious,  and  accurate  researches  have  given  ns  an 
approximative  solution  of  a very  difficult  problem,  and  prove  beyond 
those  of  any  other  man,  that  muse®  are  due  to  bodies  on  and  with* 
the  eyeball.  His  work  on  entoptics  stands  alone  and  unrivalled.  It 
is  a masterpiece  of  original  scientific  literature  to  which  those  urns 
resort  who  wish  to  embrace  this  subject  in  all  its  bearings.  But  the  I 
names  of  Mackenzie  and  Sir  D.  Brewster,  as  others  among  our  own 
people— successful  workers  in  this  field-must  not  be  omitted  Jj 
theformer  we  owe  much  respecting  original  research  in  the  clinical, 
part  of  the  subject.  Indeed,  to  his  clinical  facts  little  has  been  added... 

I shall  avail  myself  largely  of  them.  . . ] { h 

An  analysis  of  unisex  shows  that  they  comprise  sensations  wine 

aTst7  From  the  layers  of  mucus  and  tears  on  the  surface  of  the 

C°2nd.’  Corpuscles,  or  bodies  of  some  kind,  between  the  external 
surface  of  the  cornea  and  the  focal  centre  of  the  eye. 

3rd.  Corpuscles,  &c.,  between  the  focal  centre  of  the  ey 

sensitive  layer  of  the  retina. 

1st.  Muco-lacrymal  muscce. 

These  are  apparitions  produced  by  mucus,  or  tears,  01  a & 
nnd  bubbles  of  air  moving  over  the  cornea. 

According  to  Dr.  Mackenzie’s  experiments,  if  a normal  m . P 
, A eve  look  through  a two-and-a-half  inch  focus,  concave  a 

negative  lens,  toward  the  flame  of  a candle  placed  at  the  e 

about  twenty  feet,  a circular  luminous  figure  appears, 
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uitli  minute  round  spots,  and  bounded  by  a finely-indented  edge. 
The  edge  is  that  of  tlie  pupil  greatly  magnified;  and  the  spots  are 
images  of  the  candle  multiplied  by  the  layer  of  fluid  lying  on  the 
surface  of  the  cornea,  which  consists  of  globules.  The  spectrum  is 
inverted  m this  way  of  viewing  it.  The  globules  at  the  upper  end 
of  the  cornea  are  seen  below,  and  vice  versa.  They  are  seen  to  run 
together  occasionally,  so  as  to  form  larger  spots  ; and  then  to  sepa- 
rate. as  we  wink,  into,  smaller  ones.  On  closing  the  eye,  the  upper 
eyelid,  with  its  cilia,  is  seen  as  if  rising  from  the  lower  part  of  the 
e ^ v*ew  ’ and  the  globules,  after  each  act  of  winking,  appear  as 
if  they  floated  down  over  the  cornea.  The  fluid  which  gives  rise  to 
this,  appearance  is  a mixture  of  tears  with  the  mucous  secretion  of  the 
conjunctiva,  lying  on  the  surface  of  the  cornea  in  the  form  of  minute 
drops,  and  exercising  the  function  of  preserving  that  surface  in  a 
moist  and  transparent  state,  fit  for  the  easy  transmission  of  the  rays 
of  kght.  Invisible,  in  general,  to  the  naked  eye,  it  is,  in  this  simple 
experiment,  rendered  visible,  by  directing  through  it  a small  pencil 
of  divergent  light,  each  globule  acting  on  the  light  which  falls 
upon  it,  along  with  the  refraction  of  the  transparent  media  of 

the  eye,  so  as  to  converge  it  sufficiently  to  bring  it  to  a focus  on 
the  retina. 


This  is  farther  explained  by  the  following  passage  from  Dr.  Jago. 
bmce  greater  refractions  occur  at  the  eye  surface  than  within  it 
s ight  inequalities  there  might  be  expected  to  betray  themselves  to' 
our  observation ; yet  the  lubricating  fluids  are  frequently  so  equally 
diffused  over  the  conjunctiva  that  our  pencils  almost  fail  to  disclose 
them ; but  with  fitting  examples  present,  we  may  see  with  divergent 
rays  both  illuminated  and  opaque  pictures  of  drops  of  fluid  a con 
tranety  announcing  a difference  in  form,  both  drops  being  trans- 
parent, with  the  effect  that  the  former  are  elevated  and  the  latter 
depressed  in  the  middle.  Thus  the  convex  tier,  the  more  frequent 
timl,  brightens  its  image  and  gives  shade  to  its  areola,  by  abstracting 
from  the  divergency  of  the  rays  that  penetrate  it ; whilst  in  the 
other  case  the  areola  is  brightened  at  the  expense  of  the  image 
When  these  drops  are  immersed  in  a convergent  pencil  of  light  the 
unlimited  image  becomes  dark,  and  the  darkened  image  bright- 
the  convex  tier,  by  increasing  the  eonvergency  of  the  rays  that  pass’ 
fcough  it  causes  them  to  diverge  sooner  than  the  mass  of  rays  ■ 

Sm  tro  hi  CaSe,th^  d°  n°*  “eet  60  early'  These  muscfB  ™ 
»d  hfrt  fl  ’ U,  “ ey“  in  Whi°h  the  cornea  is  un usually 
r“y  °07fed  Ydh  mUCOUS  8lobuH  “<1  ‘hen  they  appear 
a»  anaU  round  spots  on  the  surface  of  the  eye,  surrounded  by  a little 

halo,  borne  are  separate,  some  run  together  in  spots  and  then  dis- 
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appear,  and  a wink  always  takes  them  away  or  changes  their  posi- 
tions. They  appear  most  hy  artificial  light.  Sometimes  they  affect 
observers  with  the  microscope,  and  particularly  the  telescope,  to  such 
an  extent  as  almost  to  impede  vision,  or  to  prove  a source  of  annoy- 
ance. These  symptoms  are  quite  different  from  those  of  the  following 
variety. 

Apparitions  caused  hy  eyelashes,  and  the  edges  of  the  eyelids,  are 
not  sources  of  complaint  hy  patients. 

2nd.  Muscce  depending  upon  corpuscles  between  the  external  surface 

and  the  focal  centre  of  the  eye. 

There  are  no  trustworthy  observations  on  record  of  impressions 
depending  upon  corpuscles,  &c.,  floating  in  the  aqueous  humour. 

Depositions  in  the  cornea,  or  in  the  crystalline  lens,  are  readily 
perceived  hy  the  individual  himself,  if  he  look  through  a hole  made 
with  the  point  of  a needle  in  a blackened  card.  They  may  also  he 
seen  hy  the  same  means  which  enable  us  to  see  the  muco-lacrymal 
muscfB.  They  are  recognised  from  them  by  being  in  a plane 
posterior  in  the  field  of  vision ; by  the  double  images  formed  of 
them,  when  exposing  the  eye  to  two  divergent  beams  of.  light, 
being  less  separated  from  one  another  than  the  double  images 
of  the  muco-lacrymal  spectrum ; and  by  their  not  moving  in  the  i 
act  of  winking.  From  corpuscles  in  the  vitreous  humour  they 
are  distinguished  by  them  occupying  an  . anterior  plane  in  the 
field  of  vision ; by  their  double  images  being  more  widely  sepa- 
rated; and  by  the  possibility  of  readily  inverting  their  spectrum 
by  the  same  means  by  which  we  invert  that  of  the  globules  on  the  ^ 

cornea.  . , , ' 

All  objects  anterior  to  the  focal  centre  of  the  eye  are  seen  inverted 

through  a double  concave  lens.  To  see  them  in  their  natural  position 
it  is  sufficient  to  view  a candle  at  twenty  feet  distance,  through  a double 
convex  lens  of  one-and-a-half  inch  focus  placed  close  to  the  eye.  U 
we  carry  such  a lens  forward,  from  the  eye,  so  that  the  cornea  is  no 
longer  within  the  focal  distance  of  the  lens,  all  objects  on  or  in  the 
cornea,  in  the  aqueous  humour  or  in  the  crystalline,  are  instantly  in  | 
verted.  But  such  depositions  never  produce  the  sensation  of  muscoe,  n 
merely  indistinctness  of  vision,  as  when  a pin  is  placed  close  m Iron 
of  the  cornea.  But  it  must  be  remarked  that  small  and  few  deposi- 
tions anterior  to  the  focal  centre  of  the  eye,  which  is  generally 
regarded  as  close  behind  the  crystalline  lens,  will  not  be  visi  > e « 
the  person  in  whose  eye  they  exist,  and  will  have  little  effec  on 
distinctness  of  vision,  because  of  the  slight  mistiness  or  shadow 


is  thrown  over  the  retina. 


They  may  be  visible  to  an  eye  affected  with  a high  degiee 


of 
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myopia.  They  may  be  very  troublesome  to  observers  using  scientific 
instruments. 

I)r.  J ago  has  discovered  in  the  crystalline  lenses  of  his  own  eyes 
certain  corpuscles.  In  the  left  eye  they  are  scattered  through  the 
surface  of  the  lens.  The  right  lens  is  freer  from  them,  but  it  has 
several  larger  objects  near  its  posterior  surface.  Also  in  both  lenses 

a few  disks  of  a higher  refracting  power  than  the  general  surface  of 
t the  lenses. 


Donders  says,  for  observing  the  spectrum  of  the  crystalline  lens, 
homocentric  light  and  a very  small  opening  are  necessary.  We  find 
here  in  the  visual  field  these  objects.  Pearl  spots,  tolerably  round 
disks  with  accurately  circumscribed  darker  margins,  but  brighter 
internally,  nearly  universally  occurring  in  either  eye.  Some  are 
situated  close  to  the  surface  of  the  lens,  eccentrically  jilaced,  and 
therefore  appearing  only  when  the  pupil  is  artificially  dilated.  They 
are  microscopically  visible  as  large  globules  among  the  superficial 
fibres  of  the  lens.  These  increase  with  age.  Black , or  rather  opaque, 

' sP°ts>  less  common  than  the  first.  Microscopically  they  are  super- 
■ ficial,  white,  granular,  opaque  corpuscles,  almost  always  in  the 
’ boundaries  of  the  sectors  of  the  lens.  A radiated  figure , more  or 
i less  regular,  with  ramifications  proceeding  from  about  the  centre. 

This  is  connected  with  the  composition  of  the  lens  of  the  so-called 
• sectors,  which  can  be  seen  with  lateral  focal  illumination,  and  a con- 
' vex  lens  in  the  living  eye,  and  of  which  I have  spoken  in  the 
chapter  on  Cataract.  All  these  irregularities  of  the  lens  increase 

: with  the  time  of  life,  and  partly  explain  the  diminished  acuteness 
ot  vision  m age. 


j 3rd.  Muscat  volitantes  depending  on  spectra  between  the  focal  centre  of 

■ the  eVe  and  idie  sen$itive  layer  of  the  retina , or  entoliyaloid  muscat  Called 

\ also  spectrum  of  the  vitreous  body . Dr.  Mackenzie,  who  suffered  much 

rom  muscic  (and  it  is  only  those  who  are  so  troubled  that  are  fitted 
to  speak  with  descriptive  authority  on  the  matter),  gives  this  account. 
It  tolerably  agrees  with  the  observations  of  other  men. 

Four  different  kinds  of  entoliyaloid  spectra,  with  fixed  relative 
: positions,  produce  these  muscai.  If  any  one  looks  at  the  flame  of  a 
; candle  two  or  three  feet  from  his  eye,  or  at  the  sky,  through  a hole 
made  m a blackened  card  with  the  point  of  a fine  needle,  or  through 
a convex  lens  of  a short  focus,  four  sets  of  spectra  may  he  observed 
^dependent  of  the  muco-lacrymal  spectrum.  The  pearly  spectrum’ 

■ l/rVe“  r 6’  apPearS  n6arest  t0  tlle  W “><1  consists  of 
• . ° rn!mgS  ,°  mmuto  pearly  globules  hung  across  the  field  of 

1™°“;  e wa  ery  spectrum,  the  second  in  point  of  remarkableness, 
the  farthest  of  the  four  from  the  eye,  consists  of  watery-like 
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threads,  destitute  of  any  globular  appearance,  and  hanging  chiefly 
from  the  upper  part  of  the  field  of  vision.  Insulo-globular  spectra, 
float  between  the  above  in  two  sets,  not  being  aggregated  into  threads 
but  insulated.  The  individual  globules  of  the  set  farthest  from  the 
eye,  hazy  and  ill-defined,  are  like  small  grains  of  boiled  sago.  The 
individual  globules  of  the  set  nearest  to  the  eye,  are  clear  in  their 
centre,  outside  which  there  is  a sharp  black  ring,  and  beyond  this  a 
clear  circumference. 

The  sensation  produced  by  these  spectra  under  ordinary  condi- 
tions, when  the  eye  is  not  examined  entoptically,  constitutes  muscse, 
the  details  of  which  I must  next  discuss,  after  the  remark  that  some 
slight  variations  in  form  will  be  seen  between  some  of  the  spectra  and 
their  muscse,  just  as  these  may  be  noticed  in  the  muscse  when  they 
are  examined  in  various  ways  and  in  different  lights. 

A.  Pearly  muscce.  These  are  the  commonest.  A minute  dark 
body  or  bodies  may  dangle  in  the  air,  causing  the  idea  of  a bit  or  bits 
of  soot,  being  adherent  to  the  eyelashes,  or  the  hat,  until  an  attempt 
to  remove  it  or  them  dispels  the  doubt.  Or  there  may  be  instead  a 
thin  cloud  like  the  wing  of  a fly.  Or  even  semi-transparent  threads 
like  a spider’s  web.  An  examination  of  any  of  these  against  a clear 
sky  gives  rather  the  appearance  of  globules,  minute  rings,  or  a 
tortuous  tube  bounded  by  two  wavy  lines  while  the  centre  is 
occupied  by  spots  or  globules,  some  quite  filling  it,  while  others 
do  not,  some  being  nucleated,  like  the  withered  substance  within  the 
cavity  of  a quill.  Sometimes  a few  globules  of  the  insulo-globular 
muscse  seem  to  be  attached  to  the  outside  of  the  tube.  The  tubes 
may  seem  to  end  in  bulbous  extremities  formed  of  globules.  These 
muscse,  while  they  ascend  or  descend,  are  seldom  in  the  axis  of 
vision,  but  eccentric  to  it,  outwards  or  inwards,  upwards  or  down- 
wards, and  a patient  finds  difficulty  in  seeing  them  according  to 
their  peripheral  position,  because  they  flit  away,  there  being  added 
to  their  own  motion  the  movements  of  the  eyeball.  They  have  some 
degree  of  lateral  motion,  and  undergo  changes  in  the  relative  posi- 
tions of  their  several  pares.  The  end  of  one  musca  will  sometimes 
bend  in  one  direction,  sometimes  in  another.  One  day  a dotted  tube 
will  be  straight,  and  on  another  curled.  This  originated  the  name 
musca)  volitantes. 

The  pearly  musca)  are  most  observed  when  a clear  sky,  a thin 
light  cloud,  a snow  field,  a white  wall,  or  water  are  looked  at. 
They  are  seldom  seen  when  the  interior  of  the  eyeball  is  feebly  illu- 
minated, hence  they  do  not  appear  by  weak  artificial  light,  in  weak 
daylight,  or  when  a black  object  is  in  the  field  of  vision.  Their 
spectrum  may  always  be  detected  by  entoptic  examination. 
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B.  Watery  muscce.  Those  aro  not  observed  until  they  are  much 
exaggerated.  They  are  described  as  a zigzag  figure  resembling 
threads  of  spun  glass,  without  globules,  laid  across  each  other,  or  a 
fine  lock  of  wool,  above  the  centre  of  the  field  of  vision,  being  rarely 
observed  at  the  lower  part  of  it.  Forcible  winking  causes  them  to 
disappear  for  a time.  This  is  hard  to  be  explained,  since  winking 
does  not  affect  their  spectrum. 

C.  Lisulo-globular  muscce.  These  are  in  two  plains.  The  most 
anterior  are  ill-defined  globules,  lying  immediately  behind  the  watery 
muscce.  They  rarely  produce  the  sensation  of  muscce.  The  posterior 
layer  consists  of  globules  sharply  defined  with  black  edges.  They 
usually  appear  as  simple  black  points,  or  black  rings,  are  readily 
brought  into  the  field  of  vision,  and  often  disappear  quickly  when 
steadily  looked  at. 

These  distinct  varieties  may  all  exist  at  the  same  time,  and  be 
equally  well  marked.  When  only  one  set  is  visible,  or  preponderates, 
it  is  invariably  the  pearly  variety. 

What  are  the  entoptic  bodies  which  produce  the  muscce , and  how  are 
their  motions  to  be  accounted  for  ? Dr.  Jago  has  helped  us  more  to 
answer  these  questions  than  any  other  man.  He  appeals  to  the 
; structure  of  the  vitreous  body  for  the  answers.  He  gives  a sketch  of 
the  anatomy  of  it,  laying  stress  on  the  arrangement  of  the  hyaloid 
membrane,  and  its  partitioning  of  the  body,  and  concludes  by 
saying  these  compartments  are  filled  with  fluids  of  graduated  density 
in  such  order,  that  the  densest  lie  next  the  capsule  of  the  lens,  and 
the  rarest  next  the  retina ; so  that  the  vitreous  body  is,  in  all  pro- 
bability, a compound  optical  instrument,  whose  anterior  constituents 
excel  the  posterior  in  refractive  power. 

First,  as  to  the  motions  of  the  muscce.  He  shows  that  when  the 
eyeball  rotates,  the  fluid  within  it  will  relatively  rotate.  No  matter 
about  what  axis  the  rotation  ensues,  whether  about  one  through  the 
eyeball’s  centre  by  turning  in  its  orbit,  or  about  any  other  by  the 
movement  of  the  head,  or  of  the  body,  the  vitreous  fluid  will  strive 
to  abide  absolutely  at  rest ; or,  translation  of  the  orbit  apart,  to 
rotate  within  its  cavity,  through  the  same  angle.  But  in  conse- 
quence of  the  obstructions  from  the  web,  if  not  from  some  friction 
between  the  fluid  and  the  parietes  of  the  cavity,  the  latter  must  ulti- 
mately concur  in  the  rotation.  And  as  to  the  objects  visible  in  the 
fluid,  their  connections  must  exercise  control  over  their  movements. 
Thus  we  have  a modified  result,  or,  upon  the  whole,  the  objects  in 
the  vitreous  will  travel  in  the  direction  of  the  rotation,  but  will  start 
from  their  places  at  later  respective  instants  than  the  beginning  of 
that  act ; and  will  then  go  equally  with  the  rate  of  rotation.  And 
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when  the  ocular  rotation  is  arrested,  they  will  continue  theirs  awhile 
longer,  through  the  inertia  of  the  now  rotating  fluid,  until  the  fluid 
ceases  to  move,  or  until  they  reach  the  ends  of  their  tethers ; when, 
after  a momentary  pause,  they  tend  to  regain  their  original  sites,  as 
if  by  retraction,  or  the  web’s  elasticity.  Independently  of  these  con- 
nections, rotation  of  the  fluid  in  its  vessel  would  cause  the  objects 
nearest  the  wall  to  journey  through  the  greatest  linear  spaces,  and 
the  others  gradually  through  less,  until  at  the  centre  of  the  entire 
chamber  they  would  remain  at  rest. 

He  adds,  though  these  principles  are  found  on  trial  to  be  generally 
agreeable  with  the  movements  of  the  bodies  visible  in  the  vitreous,  . 
yet  we  discover  that  their  operation  is  disturbed  by  the  influence  of 
a force  causing  movements  solely  in  the  vertical  direction  at  the 
instant , whatever  part  of  the  eye’s  circumference  happens  to  be  then 
uppermost ; and  which  must,  therefore,  proceed  from  a difference  in 
specific  gravity  of  some  of  the  contents  of  the  vessel. 

He  further  shows  that  the  entoptic  bodies  must  be  immediately  or 
mediately  tied  to  the  parietes  of  the  cavity. 

The  seeming  falling  of  the  muscse  is  shown  to  be  no  effect  of  gravi-  ■ 
tation  of  globules  in  liquefied  cells  of  the  vitreous  body,  but  the 
result  of  the  recovery  of  that  body  to  its  original  form,  after  having  . 
undergone  rotation,  and  which  recovery  is  brought  about  through 
the  connections  of  the  hyaloid  membrane,  the  tissue  which  furnishes  * 
the  spectra  for  the  muscse,  each  spectrum  having  a home  in  the  body, 
to  which,  after  each  disturbance,  it  finally  retires.  There  is  nothing, 
then,  like  free  motion  in  the  body.  A musca  has  little  or  no  motion 
till  it  is  set  in  action  by  the  movements  of  the  eyeball,  and  when 
started  it  moves  quicker  than  when  returning  to  rest. 

Just  a word  as  to  the  relation  of  the  movements  between  the  spectra  ft 

and  the  musflse.  Where  the  spectra  are  anterior  to  the  focal  centre 
of  the  eye,  the  real  motion  of  them  corresponds  to  the  apparent 
motion  of  the  muscse,  that  is,  when  they  descend  in  rotation,  the  ^ 
muscse  seem  to  descend.  If  they  be  situated  behind  the  focal  j 
centre,  and  perhaps  all  entohyaloid  spectra  are  there,  while  they 

descend,  the  muscse  appear  to  ascend. 

He  next  examines  the  size  of  the  spectra  which  produce  the  mmcso, 
shows  their  approximation  in  breadth,  the  measurements  being  h'0^  | 
8 j _ to  ToVo  of  an  inch,  and  continues  with  these  remarks.  1 

we  now  single  out,  with  a divergent  pencil,  one  of  the  small  ! 

images,  or  a bead  nearest  the  sentient  points  of  the  retina,  and  move 
the  eye  about  gently,  we  can  note  that  it  accompanies  the  movemen  , 
while  others  nearer  it,  with  broader  shadows,  pass  over  it  and  swim  | 
about.  If  the  eye  rotate  through  a very  small  angle,  it  does  e 
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same,  though  the  others  remain  at  rest,  not  yet  having  been  set  in 
motion.  When  the  eyeball  rotates  sufficiently  to  cause  the  mass  of 
globules  less  near  the  retina  to  appear  to  move,  they  will  proceed,  that 
is  continue  in  motion,  even  after  the  eyeball  has  ceased  to  move,  and 
regain  their  places  by  apparent  retraction ; whereas  the  object  which 
we  are  especially  watching  moves,  if  not  exactly,  all  but  exactly, 
with  the  eyeball,  and  stops  with  it.  Again,  if  we  turn  in  succession 
to  objects  at  different  depths  in  the  vitreous  body,  we  observe  that 
their  several  excursions  from  positions  of  rest,  consequent  upon  ocular 
movement,  are  in  accordance  with  what  we  should  expect  from 
objects  tied  together,  as  imagined,  under  the  dynamical  influences 
actually  in  play.  In  so  far  that,  although  we  might  never  be  able 
to  divine  how  the  seemingly  solitary  globules  are  retained  in  their 
relative  places,  we  might  be  sure  that  they  are  parts  of  a system. 

Secondly,  as  to  the  nature  of  the  entoptic  bodies  producing  the 
‘muscoe,  Dr.  Jago  shows,  I think,  conclusively,  that  they  are  but 
fringes  01  piocesses  of  the  areolar  network  of  the  fibrous  hyaloid 
membrane,  the  sensations  being  an  accident  of  the  essential  structure 
i of  all  human  eyes.  He  points  to  the  manner  in  which  the  filaments 
; and  heads,  and  broken  ranks  of  sundered  black  patches  are  produced, 
and  concludes  in  these  words  : — 

“ But  if  may  be  better  to  speak  directly  of  what  I find  in  my  own 
| eJes-  f have,  then,  quite  familiarized  myself  with  the  webs,  having 
; a systematic  but  no  other  similarity  to  each  other  in  my  two  eyes. 

» I can  at  once  locate  in  the  tissue  any  thread  that  comes  into  view, 

I and  any  globule  that  tumbles  into  sight  I can  restore  to  its  place 

* among  the  meshes  of  the  web  with  facility.  Again  and  again  I 
’ have  succeeded  in  stretching  a host  of  seemingly  disseminated^ beads 
’ into  a tuft  of  neat  fibres.  And  a number  of  them  scattered  sepa- 
i rately  among  the  meshes  I have  been  able  to  distinctly  assign  to  one 

or  more  crumpled  fibres  twined  in  among  the  rest.  And  if  I have 
i been  occasionally  unable  to  get  a continuous  inspection  of  certain 
fibres  confined  by  others  I have  dotted  out  their  course  satisfactorily 
by  the  line  which  the  projected  beads  indicate.  Whenever  I have 
I been  able  to  cast  a swarm  of  plain  circular  images  tolerably  free  from 
.coincident  projections,  I have  not  faded  to  discover  that  they  are 
j constituents  of  fibres.  In  all  the  examples  of  the  anterior  portion  of 

fQuifV1nb°US  hft  f f 'Vlthm  tlle  reach  of  our  convergent  pencil,  it  is 
qmte  obvious  that  there  is  not  a stray  bead,  and  that  all  the  fibres 

.re  senes  of  beads.  There  is  an  instance  in  which  I have  been  a 

Ihttle  puzzled  to  resolve  fibres  into  beads ; it  is  that  of  two  parallel 

verhcal  nearly  contiguous  ones  in  my  right  eye,  lying  somewhat 

• way  from,  but  opposite  to,  the  optic  nerve.  When  brought  into 
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view  by  turning  tlio  bead  to  the  left,  parallel  lines,  as  if  the  imago 
of  a cylindrical  refracting  body,  appear.  By  a strong  rotation  of  the 
eye,  however,  both  fibres  exhibit  themselves,  twisting  gently  round 
each  other  like  the  threads  of  a rope  which  is  broken  up  into  equal 
fragments  by  the  vanishing  of  all  coils  having  a certain  direction. 
The  beads  then  reveal  themselves.  They  can  also  be  discerned, 
without  this  device,  by  a lucky  placing  of  the  source  of  a divergent 
pencil.  Besides,  these  threads  are  only  two  among  a number  which 
form  a sheet  of  net- work  thereabouts,  which  lies  in  the  path  of  the 
incident  rays  of  light  and  dispenses  them. 

“ Nevertheless,  as  in  the  immense  multitude  of  beads,  I do  fall  in 
with  some  so  involved  among  fibres,  or  so  widely  away  from  the  axis 
of  vision,  as  scarcely  to  afford  an  opportunity  for  the  establishment 
of  their  being  items  in  a series,  and  a small  group  of  beads,  the 
nearest  to  the  most  sensible  portion  of  the  retina,  where  no  con- 
tiguous ones  are  apparent,  but  which  may  be  presumed  to  be  merely 
displaying  unusually  strong  images  in  a position  where  ordinary  ones 
are  not  discernible  ; and  these  are  plainly  held  in  their  relative 
places  in  the  fluid  by  some  means  or  other.  So  that,  from  all  these 
observations,  I feel  all  but  absolutely  certain  that  every  bead  foims 
a link  in  a fibre,  and  certain  that  there  are  no  loose  threads  in  the 

vitreous.” 

For  the  several  methods  of  illuminating  the  eyeball  with  divergent 
pencils  of  light,  to  make  careful  and  detailed  entoptic  investigations,. 
I must  refer  my  readers  to  Drs.  Mackenzie’s  and  Jago  s works. 

Prevalence  of  muscce.  These  sensations  rarely  affect  a normal 
eye.  But  they  are  often  present  in  association  with  myopia  i 
and  hypermetropia,  their  amount  being  in  proportion  to  the  degrees; 
of  these  anomalies  of  refraction.  They  may  remain  stationary  for: 
many  years,  or  increase  but  very  slowly,  or  even  cleciease. 

Exciting  causes  which  occasion  muscce  to  be  noticed and  make  them 
often  slight  impediments  to  sight.  Any  long-continued  and  repeated, 
fatigue  of  accommodation  from  use  of  the  eyes,  whether  on  minute, 
or  other  work,  with  or  without  optical  appliances,  especially  by  aiti 
ficial  light,  may  bring  them  into  notice  in  any  eye,  and  the  quicker: 

in  abnormal  eyes. 

Whenever  the  brain  is  debilitated  or  exhausted  fiom  men  a u 
emotion  or  labour,  or  so  affected  by  bodily  ailments  or  diseases,, 
muscse  are  apt  to  be  complained  of.  If  muscce  have  existed  prioi  to 
such  debility  or  exhaustion,  either  of  these  states  will  render  them 

more  intense,  temporarily  or  permanently. 

A patient  will  tell  me  that  his  muscce  may  always  be  seen  it  ne ' 
seeks  for  them  against  a clear  sky,  or  through  a pm-hole  in  a card;. 
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but  they  do  not  as  a rule  intrude  themselves  on  his  notice,  unless  he 
has  over-worked  his  eyes  or  his  body,  or  has  been  guilty  of  some 
excess,  when  they  sail  before  him  slowly,  no  longer  as  usual  flitting 
away  when  the  eyes  move,  and  sometimes  obscure  any  small  object 
which  he  may  look  at,  especially  print.  Another  will  tell  me  that 
he  judges  of  his  general  health  by  the  prevalence,  or  otherwise,  of 
his  muscce.  When  they  are  absent,  he  is  well.  When  they  ^are 
abundant,  he  knows  he  is  not  fit  for  anything. 

Association  of  muscce  with  ocular  diseases.  Muscco  are  usually  pre- 
sent in  every  diseased  condition  of  the  retina  and  choroidea,  from 
simple  hypercemia,  to  more  or  less  disorganization. 

They  are  never  absent  in  any  form  of  ophthalmitis.  Cataract 
seldom  forms  without  their  accompaniment,  and  a usual  complaint 
after  cataract  is  removed,  embodies  remarks  about  their  existence, 
size,  number,  and  blackness. 

According  to  my  observation  the  sudden  development  of  muscce, 
or  the  marked  increase  of  muscce  of  long  standing,  sufficient  to  be 
troublesome,  is  an  indication  of  the  eyeball  being  affected  in  its 
sentient,  or  vascular  system. 

It  is  a point  yet  to  be  determined,  how  it  is  that  the  physiological 
condition  of  the  vitreous  humour  is  made  a source  of  such  morbid 
subjective  phenomena,  as  muscce. 

Treatment.  When  a patient  applies  to  me  with  muscce,  I shape 
my  course  in  this  wise.  If  he  see  only  occasionally  a few  muco- 
lacrymal  muscce,  I tell  him  the  nature  of  them  and  my  inability 
to  remove  them.  If  he  see  them  in  excess,  I shall  in  all  pro- 
bability find  preternatural  conjunctival  secretion,  the  mitigation 
of  which  I undertake.  If  the  entohyaloid  muscce  be  the  subject 
of  his  complaint,  and  I ascertain  that  they  are  few,  such  as 
might  be  occasionally  seen  by  any  one,  or  are  usually  present 
in  eyes  affected  with  errors  of  refraction,  that  the  vision  is  acute, 
or  good  for  the  time  of  life,  or  has  not  undergone  recent  deteri- 
oration, that  the  fundus  of  the  eye  is  normal,  I try  to  subdue  his 
fear,  assuring  him  of  nothing  being  wrong,  and  promising  that 
he  is  not  likely  to  have  an  increase  of  the  muscco,  although  those 
which  exist  may  never  leave  him.  If,  however,  his  muscco  bo 
unnaturally  present,  I know  that  there  must  be  an  exciting  cause, 
directly  in  the  eye,  or  indirectly  somewhere  in  the  body,  and  affect- 
ing the  eye  secondarily.  My  attention  is  then  directed  to  subdue 
such  cause. 

Muscce  of  delirium  tremens  and  fevers,  like  dreams,  the  result  of 
efforts  by  a suffering  brain,  to  realizo  impressions  mado  on  it,  do  not 
belong  to  this  subject. 
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Pathological  muscce,  the  effects  of  haemorrhages,  and  of  exudation 
in  the  aqueous  humour  and  the  vitreous  body,  and  recognisable 
with  the  ophthalmoscope,  are  always  associated  with  visible  injury  to 
the  eyeball,  or  inflammatory  states  of  it.  They  do  not  follow  certain 
types  of  it  like  the  entohyaloid  muscae,  nor  fall  into  definite  posi-  - 
tions.  The  inflammatory  exudations  in  the  vitreous  body  are  best 
seen  when  the  body  has  cleared,  or  nearly  cleared,  after  any  partial 
or  general  opacity,  and  liquefaction  of  it  has  occurred.  A movement: 
of  the  eyeball  sends  little  objects  flying  in  all  directions.  I suspect 
that  much  of  the  so-called  exudation  consists  of  opaque  and  broken-- 
up  hyaloid  membrane. 


♦ 


CHAPTER  XLIV. 


SYPHILITIC  DISEASES  OF  THE  EYE. 

ORBIT EYELIDS CONJUNCTIVA CRANIAL  NERVES  SUPPLYING  THE 

EYE  AND  ITS  APPENDAGES CONGENITAL  SYPHILIS — OPTIC  NERVE 

RETINA — CHOROIDEA. 


ORBIT. 

Periorbitis,  from  syphilitic  nocks.  For  a notice  of  periorbitis,  I beg 
to  refer  my  reader  to  the  chapter  on  Diseases  of  tbe  Orbit,  p.  50. 

I have  there  spoken  of  a syphilitic  origin. 

My  own  experience  in  this  direction  is  small.  From  a practical 
point  of  view  we  must  consider  syphilitic  periorbitis  and  gummy 
tumours  as  one  affection. 

The  rarity  of  this  condition  in  the  orbit,  considering  the  frequency 
of  its  occurrence  on  other  facial  bones,  must  be  noted.  Ricord  has 
described  several  instances,  and  so  have  other  authors,  including 
Cullerier,  Lanceraux,  and  Berkeley  Hill. 

Orbital  caries.  This,  as  caries,  is  sufficiently  noticed  among  orbital 
affections,  p.  81.  I need  only  add  that  the  nature  of  the  complaint 
is  generally  revealed  by  its  history,  and  the  presence  of  other  syphi- 
litic symptoms.  The  prognosis  is  unfavourable  as  regards  the  eye- 
ball, because  it  is  often  much  damaged,  or  destroyed,  by  the  exposure 
to  which  it  is  subjected  from  the  eversion  of  the  eyelids. 

Caries  of  the  bones  around  the  lacrymal  sac , cmcl  of  those  forming  the 
nasal  duct.  That  which  is  written  in  connection  with  caries  in  the 
chapter  on  Diseases  of  the  Excreting  Lacrymal  Apparatus,  p.  551,  so 
far  applies  here  as  to  render  it  unnecessary  for  me  to  say  much  more. 

Syphilitic  periostitis,  commencing  usually  at  the  tertiary  periods  of 
the  infection,  may  be  the  starting  point  of  the  disease  in  this  region. 

he  inflammatory  swelling  is  more  deeply  seated,  and  the  symptoms 


1038 


SYPHILITIC  DISEASES  OF  THE  EYE. 


of  diseaso  in  tho  soft  portion  of  this  lacrymal  apparatus  is  more 
slowly  developed  than  when  they  are  first  attacked.  Thus  it  is  that 
after  obscure  tumefaction  with  considerable  pain  has  been  noticed 
in  the  neighbourhood  of  the  os  unguis,  the  apparatus  is  able  to  per- 
form its  duty.  On  the  other  hand,  when  the  mucous  membrane  is 
first  implicated,  the  discharge  of  the  tears  is  early  interfered 
with. 

As  the  disease  advances  the  mucous  membrane  becomes  inflamed, 
and  those  symptoms  of  stricture  follow  which  are  common  to  inflam-  I 
mation  from  any  cause.  At  a later  period  the  posterior  part  of  the  i 
sac  becomes  ulcerated,  and  with  the  development  of  the  caries  the 
ulceration  of  the  soft  parts  increases,  the  integuments  are  destroyed, . 
and  a fistulous  aperture  is  formed  which  leads  to  the  diseased  hone. 

The  starting  point  may  also  he  in  the  conjunctiva  or  the  mucous-' 
membrane  of  the  sac,  in  either  of  which  cases  the  symptoms  appear 
early  in  the  constitutional  affection. 

Treatment.  An  antisyphilitic  treatment  is  imperative.  The  neces- 
sary mechanical  measures  are  fully  described  in  the  chapter  above  - 
alluded  to. 

EYELIDS. 

These  ocular  appendages  often  suffer  from  syphilis,  which  affectioua 
is  not  generally  recognised,  the  local  disturbance  being  mistaken  for: 
some  other  affection. 

Primary  syphilitic  sores , chancres,  have  occurred  about  the  eye,  and 
long  since  M.  Bicord  described  a chancre  appearing  on  the  lower 
eyelid,  and  affecting  the  pre-auricular  and  submaxillary  glands.  ltd 
was  supposed  that  the  finger  conveyed  the  virus.  This  is  probably' 
the  case  of  the  midwife,  related  also  by  Desmarres,  “ Maladies  de» 
Yeux.” 

Other  unequivocal  cases  have  been  published  by  Cullener,  Mackenzie, 
Hill,  Lawrence,  and  several  others.  I have  never  myself  met  with 
an  example. 

As  it  is  no  longer  a matter  of  doubt  that  chancroid  or  soft  chancre 
may  appear  on  the  face,  the  eyelids  may  be  inoculated  with  this  soie. 

Secondary  syphilis.  This  is  the  form  in  which  we  may  expee 
syphilis  about  the  eyelids,  and  the  more  we  look  for  it  the  moie  case.. 

we  shall  discover.  . I 

Hill  says  that  a papule  situated  in  the  margin  of  the  eyelid  may  j 

develop  into  a mucous  tubercle.  . , , 

Secondary  syphilitic  sores  here  are  with  difficulty  distinguish 
from  epithelial  cancer.  In  syphilis  the  skin  is  darker,  and  the  e ge£ 
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softer  and  less  elevated,  and  the  surrounding  skin  is  not  so  glued 
down  to  the  parts  beneath,  as  in  cancer. 

All  the  chief  lesions  of  constitutional  syphilis  which  affect  the 
skin  and  mucous  membrane  of  the  body  in  general  occur  on  the 
eyelid,  and  on  the  conjunctiva.  It  is  unnecessary  to  speak  of  them 
systematically. 

The  occasional  damage  of  an  eyelid,  or  the  entire  loss  of  it,  through 
ulceration,  requires  to  be  specially  noticed.  From  my  observation, 
it  occurs  most  often  in  association  with  general  tubercular  eruption  of 
the  body,  and  it  is  a sequel  of  the  same  eruption  on  the  eyelid.  The 
ulcer  begins  on  the  palpebral  edge,  and  extends  more  on  the  skin 
than  on  the  conjunctiva.  Its  damaging  power  is  very  much  influ- 
enced by  the  degree  of  the  accompanying  inflammatory  action,  so 
that  we  may  have  a slowly  acting,  or  a rapidly  destructive,  phage- 

Idenic  sore.  In  a patient  recently  placed  under  my  care,  the  upper 
lip,  one  ala  of  the  nose,  and  the  centre  of  one  under  eyelid,  -were  alike 
attacked  with  what  I denominated  tubercular  syphilitic  ulceration, 
and  these  parts  were  damaged  in  varying  extent,  the  nose  suffering 
the  most.  In  all  of  them  there  is  the  same  loss  of  substance  by 
notching  through  the  entire  thickness  of  the  part.  In  a late  patient 
the  greater  part  of  the  lower  eyelid  was  lost  by  rapid  ulceration. 
Any  part  along  the  margin  of  the  eyelid  maybe  the  seat  of  the  ulcer- 
ation,.  the  selection  depending  upon  the  position  of  the  preceding 
eruption. 

I have  met  with  ulcers  away  from  the  margin  of  the  eyelid,  close 
to  the  eyebrow,  and  two  of  the  largest  ulcers  of  this  nature  which  I 
have  seen  partly  involved  the  eyebrow,  and  partly  the  upper  portion 
of  the  eyelid. 

. The  conjunctiva  may  be  inoculated  with  a chancre.  Dr.  Mackenzie 
gives  a case.  The  sore  was  external  to  the  cornea,  and  associated 
with  syphilitic  ulceration  of  the  eyelid. 

This  membrane  seems  to  enjoy  greater  immunity  from  secondary 
syphilitic  attacks  than  other  mucous  membranes,  but  it  does  not 
escape.  Although  the  whole  or  any  part  of  it  may  be  affected  the 
palpebral  portion  in  general  suffers,  and  the  lesion  is  usually  asso- 
ciated with  the  later  stage  of  the  secondary  or  the  tertiary  symptoms 
of  syphilis. 

A well-marked  crop  of  papulae  over  the  trunk,  limbs,  face,  and  skin 
oi  the  eyelids  m a hospital  patient  of  mine  was  associated  with  the 
same  eruptions  on  the  entire  conjunctiva  of  each  eye,  modified  by  the 
moisture  of  the  part. 

. ^hat  ?vo  most  c°mmonly  find  is  ulceration  of  the  palpebral  con- 
junctiva m one  place,  or  in  several.  It  is  this  ulceration  which  is  so 
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apt  to  bo  overlooked,  especially  where  the  tarsal  edge  is  not  involved, 
because  the  tarsus  must  bo  everted  for  it  to  be  seen.  There  may  be 
very  little  irritation  about  the  eye,  or  a great  deal.  The  conjunctiva 
may  be  only  a little  red,  or  highly  inflamed,  in  association  with  pal- 
pebral hypersemia. 

In  1865  I was  pleased  to  find  that  Mr.  J.  Windsor  read  a paper  in 
Manchester  on  Ulceration  of  the  Palpebral  Conjunctiva,  as  the  result 
of  secondary  syphilis,  and  gave  the  details  of  seven  cases. 

Diagnosis.  The  primary  sore  might,  perhaps,  be  the  most  puzzling 
to  discover,  because  it  might  appear  in  any  one,  at  any  age,  since  its  ■ 
inoculation  must  come  from  another  person,  and,  apart  from  indu- 
ration or  inflammation  of  neighbouring  glands,  how  is  it  to  be 
identified  ? A rule  often  quoted  is  to  the  effect  that,  when  we  see  an 
adult  affected  with  an  ulcer  on  one  eyelid  only,  which  has  existed  for 
months,  and  has  resisted  ordinary  treatment,  and  rather  increased,  , 
syphilis  may  be  suspected. 

The  secondary  affection,  whether  of  the  internal  or  the  external 
surface  of  the  eyelid,  and  whether  eruptive  or  ulcerative,  is  so  com-- 
monly  connected  with  other  secondary  affections,  especially  of  the- 
skin  and  of  the  throat,  that  it  can  hardly  be  mistaken.  There  are. 
exceptions.  In  one  of  my  patients  a gummy  tumour  of  the  tongue- 
was  the  only  other  syphilitic  symptom.  In  another,  syphilitic  ulcers* 
of  the  throat  completed  the  catalogue.  I am  sure  that  I have  seen 
ulceration  of  the  conjunctiva  as  the  sole  secondary  disorder  them 
present,  and,  as  I believe,  the  result  as  sub-conjunctival  gummatai 
In  such  a case  the  diagnosis  is  necessarily  obscure,  unless  primarily 
syphilis  be  admitted.  It  must  not  be  forgotten  how  difficult  it  often 
is  to  get  the  history  of  infection,  not  only  because  the  inoculation 
may  have  passed  unnoticed,  but  because  patients  will  lie  so  dreadfu  y- 

and  stick  to  it  in  order  to  escape  censure. 

Some  of  the  affections  for  which  secondary  syphilis  of  the  eyeiidt  j 
may  be  mistaken,  are,  eczema  palpebrarum,  epithelial  cancer,  and  j 

chronic  conjunctivitis.  . . . „ ...  I 

Treatment.  The  chief  measure  is  the  administration  of  constitu-  • 

tional  remedies  for  syphilis,  regulated  to  suit  the  patient’s  genera. ! 
condition,  the  nature  of  the  eruption,  and  its  degree.  BespectmgJ 
local  applications,  cleanliness  of  the  part  is  indispensable,  togethei  i 
with  warmth  and  moisture.  Whether  an  antiseptic  lotion  oi  jl 
ointment  only  should  be  used,  or  a stimulant,  must  depend  upon  th(  - 

nature  and  state  of  the  soie.  i 

Uor  conjunctival  ulceration,  if  any  lotions  be  used,  only  those  arj-j 
n dmissible  which  are  sufficiently  weak  not  to  irritate  the  eye. 
decided  stimulation  bo  needed,  it  had  better  be  done  once  for  al  j 
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with  the  solid  nitrate  of  silver,  with  as  little  damage  to  the  surround- 

!ing  conjunctiva  as  possible,  and  according  to  the  method  described 
for  using  this  drug  in  eczema  palpebrarum. 

SYPHILITIC  INFLAMMATION  OF  THE  LACRYMAL  SAC.  • 

This  is  the  most  common  form  of  syphilitic  inflammation  about 
. 10  ^ e au  a(plp-  It  begins  like  periosteal  inflammation  at  the 
inner  corner  of  the  orbit.  Whether  there  be  ulceration  of  the  interior 
ot  the  sac  from  the  commencement,  I cannot  say ; but  I have  seen 
tim  sac  ulcerate,  and  the  ulceration  spread  to  the  conjunctiva, 
stricture  of  the  lacrymal  duct  soon  follows. 

Besides  antisyphilitic  remedies,  the  local  treatment  for  stricture  is 
required. 


SYPHILITIC  AFFECTIONS  OF  THE  CRANIAL  MOTOR  NERVES,  WHICH 
SUPPLY  THE  EYEBALL  AND  ITS  APPENDAGES. 

In  tIh.®.Chapter  0n  tllG  Par%tic  Affections  of  the  Muscles  of  the  Eye 
a syphilitic  origin  of  such  disturbance  has  been  pointed  out  and 
scarcely  anything  remains  to  be  noticed.  It  may  be  mentioned’ that 
the  secondary  and  tertiary  effects  of  the  syphilitic  lesion,  are  nearly 
always  manifested  in  chronic  inflammatory  processes.  These  may  be 
briefly  summed  up  as  inflammation  of  the  membrane  at  the  base  of  the 
bram,  of  the  orbital  periosteum,  fibroid  indurations  within  the  nerve 

n\i  re  m,fte  tiSSU6S  around> aud  gummata  round  about  the  nerves 

1 he  third  nerve,  oculomotorius,  is,  as  I have  said,  more  often 

affected  by  paralysis  than  any  other  cranial  nerve,  and  the  cause  is 
frequently  syphilis. 

The  fourth  nerve  , nervus  trochlearis,  is  very  rarely  affected  from 
any  cause  and  therefore  exceedingly  rarely  from  syphilis. 

^ Ihe  sixth  nerve,  nervus  abducens,  seldom  shows  any  loss  of  power 
and,  when  it  does,  inter-cranial  effects  of  syphilis  exist.  1 ’ 


SYPHILITIC  OPHTHALMATIS  IN  ADULTS. 


BSLSiS4  6yPhilifciC  iritiS’  " iQ  the  Raptor  on 


CONGENITAL  OR  ACQUIRED  SYPHILIS. 

The  history  of  this  form  of  constitutional  syphilis  is  often  neces- 

3 x 
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sarily  song-lit  for  when  certain  recognised  physical  conditions, 
indicative  of  secondary  syphilis  in  an  infant,  a child,  or  a young 
person,  are  not  well  marked.  It  should,  therefore,  he  known  that  the 
foetus  in  utero  and  its  membranes  are  very  often  affected  with 
syphilis  ; that  a father  or  mother  with  a primary  sore,  or  with 
constitutional  syphilis,  may  beget  a child  and  transmit  syphilis  to  it ; 
that  after  impregnation  from  a healthy  male,  the  woman  may  receive 
syphilis  by  inoculation  from  a primary  sore,  and  give  it  to  the  child 
in  her  womb ; that,  in  all  probability,  the  father  may  beget  a 
syphilized  child  without  inoculating  the  mother  directly,  although 
she  may  be  secondarily  affected  by  absorbing  the  secretions  from  the 
syphilized  foetus. 

Syphilitic  ophthalmitis  in  infants.  I must  repeat  that  this  is 
generally  spoken  of  as  iritis.  To  my  former  teacher,  Sir  W. 
Lawrence,  is  the  world  indebted  for  the  discovery  of  this  manifesta-  | 
tion  of  syphilis.  He  published  his  observations,  nearly  fifty  years 
ago,  in  his  well-known  work  on  the  syphilitic  diseases  of  the  eye. 
The  first  cases  of  the  complaint  that  I saw  were  pointed  out  to  me  : 
by  him,  when  I was  his  house-surgeon  at  St.  Bartholomew’s 

Hospital. 

Symptoms.  These  differ  in  no  essential  points  from  those  of  I 
syphilitic  ophthalmitis  in  adults,  except  in  being  less  severe  and  less  tj 
complicated,  and  in  the  usual  absence  of  intense  intra-ocular  inflam- 
mation. The  surface  of  the  eyeball,  the  sclerotica,  and  the  conjunctiva 
are  seldom  very  red.  The  as  yet  undeveloped  eyeball  may  account  t 

for  this.  . , 

In  a typical  case,  an  infant  is  attacked  with  copper-coloured 

eruptions,  “ snuffles,”  aphthae  of  the  mouth,  and  mucous  tubercles 
about  the  genitals,  or  anus.  The  eyelashes  are  exfoliated,  and  the 
nails  may  be  unhealthy.  There  are  not  found  on  the  margin  of  the 
pupil  the  gummata,  characteristic  of  the  adult  affection,  but  there  is 
plastic  exudation,  which  more  or  less  fills  the  pupil,  and  may  in  jj 
addition  be  sufficient  to  fall  into  the  anterior  chamber,  and  even 


nearly  to  fill  it.  . # 

No  systematic  account  of  acquired  syphilis  would  be.  comp  e e,» 

dissociated  from  the  name  and  labours  of  Mr.  J.  Hutchinson,  w o 
is  the  greatest  and  most  successful  of  modern  investigators  m 
field  of  pathology.  -At  page  906,  where  I treat  of  punch  orm 
corneitis,  I have  spoken  of  the  general  symptoms  of  acquired  syp 
as  observed  and  recorded  by  Mr.  Hutchinson.  Clause  3 is  that  on 
which  much  stress  is  laid,  and  I know  that  it  is  generally  accepted 

bv  the  profession  in  this  country: 

From  the  smallness  of  a child’s  eye,  and  the  natural  tendenc} 
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during  the  disease  to  keep  the  eyelids  closed,  the  ophthalmitis  is  very 
apt  to  be  passed  over  by  the  medical  attendant. 

The  following  valuable  abstract  of  symptoms,  collateral  states  of 
bod^ , and  other  circumstances  in  connection  with  the  subject,  is  from 
.1  summary  of  twenty-three  cases,  some  of  which  were  observed  and 
some  collected  by  Mr.  J.  Hutchinson,  in  his  work  on  the  syphilitic 
diseases  of  the  eye  and  ear. 

A(j( . The  youngest  patient  was  six  weeks  old,  the  oldest  sixteen 
months. 

Sex'  Flve  were  males>  and  sixteen  females.  In  the  others,  the 
sex  was  not  specified. 

Eye  attacked.  In  twelve  cases  only  one  eye  was  attacked.  In 
eleven,  both  suffered. 

Phenomena  of  the  attack.  In  only  two  instances  was  sclerotic 
hyperemia  well  marked  ; although  in  ten  others  it  was  present.  In 
fifteen  cases  the  plastic  exudation  was  copious.  In  four,  it  was 
moderate.  In  three,  the  ms  was  merely  tumid  and  discoloured.  In 
one,  the  condition  is  not  specified.  The  cornea  escaped  inflammatory 

SIT41011  m flfteen  °aSeS;  “ °therS’  became  more  or  lesa 

t0  thi  0rgan ' In  seven  cases’  ten  eyes> the  cure  may  be 

rem  /T  C°mpIete>  e™7  of  lymph  having  been 

removed.  In  two  or  three  other  cases  slender  adhesions  of  the  iris 

reS^e;rPSf  i tHe  rema'ned-  In  three  cases,  four  eyes,  the 

occ  uded  W °™'  i A ^ °n<S  pUpU  was  Permanently 

occluded  by  organized  false  membrane.  In  nearly  the  whole  of  the 

ast  cases,  in  which  the  effusion  was  never  absorbed,  the  patients 
effuirtd0bSerVllti0n  ^ 3 lat6  Perf0d  °f  afte  th 

^rernlT6  ^ ^ 

InZZI'TthT  °f  Pnm*  tke  fme  °f  the  ophthalmitis. 

several  of  the  cases  any  account  of  co-existent  symptoms  is  either 

wholly  wanting  or  very  imperfect.  The  specific  cachexia  is  said  t0 

v=et£  1 1 : £; 

Z1  peeing  “s^ronl.  “ ‘ Sn  t ? ft 

FtSS" 2°Z  eft  ft  ft B ^ a“»otahe^ 

3x2 
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raro,  and  tlio  rarest  of  all  the  symptoms  of  inherited  syphilis.  But  a 
small  percentage  of  the  cases  which  are  frequently  reported  as  such 
are  really  suitable  instances  of  the  disease.  I find  that  different 
stages  of  catarrhal  inflammation  of  the  conjunctiva  are  often  mistaken 
for  the  ophthalmitis. 

I occasionally  meet  among  hospital  out-patients  some  bearing 
undoubted  marks  or  remains  of  infantile  syphilitic  ophthalmitis,  in 
more  or  less  damage  to  the  iris.  The  majority  had  some,  or  all,  of 
the  symptoms  above  alluded  to,  as  expressed  at  Clause  4,  p.  406.  , 
The  notched  teeth  most  usually  prevailed. 

Treatment.  The  principles  should  be  the  same  as  those  which  1 1 j 
have  recommended  for  syphilitic  ophthalmitis  in  the  adult,  adapted  i | 
to  the  early  age  of  the  patient.  The  mercury  should  be  used  by  the 
inunction  method,  and  rubbed  into  the  soles  of  the  feet,  the  axillae, 
the  groins,  and  the  calves  of  the  legs,  from  a scruple  to  half  a diachm  l 
being  employed  daily.  This  agency  should  be  continued  according  t\ 
to  the  effect  on  the  exudation.  The  general  health  of  the  infant  will 
require  the  most  careful  attention,  and  a wet  nurse  should  be* 
employed  during  the  ordinary  suckling  period.  When  one  cannot 
be  procured,  milk  diet,  that  is,  cow’s  milk,  with  the  proper  dilution 
and  sweetening,  according  to  the  age  of  the  child,  together  with  : 
cream,  and  in  sufficient  quantities,  should  be  solely  given  for  nine  - 
months.  For  several  months  after  that,  milk  should  be  the  chief 

constituent  of  diet.  I 

Acquired  syphilitic  corneitis  is  considered  in  the  chapter  on  the  1 
Diseases  of  the  Cornea,  under  the  head  of  punctiform  corneitis. 

Syphilitic  diseases  of  the  optic  nerve , the  retina,  and  the  choroidea>4 
are  treated  of  along  with  the  other  affections  of  those  parts. 


CHAPTER  XLV. 


PAI^p^AI7^CTI0NS  °F  THE  TRI-FACI^>  OR  fifth  cranial 

NERVE  AFFECTING  THE  EYEBALL  AND  ITS  APPENDAGES 

APART  FROM  PAIN  ARISING  OUT  OF  INFLAMMATION  OR  ITS 
CONSEQUENCES.  ^xiuiN  UK  lib 


THE  ,°Phthalmic  °r  first  division,  and  the  superior  maxillary  or 
second  division,  of  the  fifth  cranial  nerve  which  supplies  the  eyeball 
e ocular  appendages,  and  the  circum-orbital  region,  are  very  often 
he  seat  of  neuralgia.  The  reasons,  it  seems,  to  be  assign^  for 
this  are,  the  superficial  positions  of  these  nerve  branches,  whereby 
they  are  exposed  to  the  influence  of  cold  and  mechanical  injuries 
and  the  passage  of  some  of  them  through  narrow  bony  canals’ 
whereby  they  are  pressed  upon,  in  certain  diseases  in  and  about 
such  foramina,  especially  periostitis.  The  almost  unknown  occur 
nee  of  neuralgia  of  the  nerve  branch  which  passes  through 

the  l7Se  S1‘heao-Pahtme  foramen  to  the  nose,  is  probably  due  to 
he  escape  from  pressure,  even  when  the  foramen  is  diseased  and 

Lcide^tt  U hl*8  fr0m  ^ effeCt  °f  at“«^e  and  Cm 

A partial  glanCe  at  the  me  distributim  shom  (/ 

■ riie  ocular  branches  are  the  ciliary,  from  the  nasal  trunk  aZlyinn 

ifromlhe  Z t to  Te  T*  The  bran^  radiating 

i rtesr s sz 

El  to  , ea,d  and  upper  e^elid-  Tb®  laorymal  trunk  sm 

7TCa’ and  the  upper  CZ 

palpebrarum  mZ’e  to  U nf8alitrunk;  supplying  the  orbicularis 
he  integuments  of’  the  lye] “Zand  IhT^d  ZZ  la°rymaI  Sao’ 
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maxillary  division,  supplying  respectively  the  integuments  of  the 
temple  and  those  of  the  prominence  of  the  cheek.  Infra-orbital 
branches  form  the  same,  supplying  the  orbicularis  palpebrarum 
muscle  and  the  lower  eyelid  in  its  entire  breadth.  To  speak  of  the 
general  distribution  of  the  whole  nerve,  it  may  be  said  that  it  per- 
forates and  supplies  every  muscle  of  the  face,  prior  to  ramifying  in 
the  integuments. 

The  commonest  variety  of  neuralgia  affecting  the  eye  attacks  the  nerve 
branches  from  the  frontal  trunk  and  the  lacrymal  nerve.  It  is  usually 
an  acute  affection.  A chronic  course  may  supervene. 

In  the  commencement  the  pain  occurs  only  momentarily  and  not 
oftener  than  once  or  twice  in  the  day.  The  upper  eyelid,  the  middle 
of  the  eyebrow,  the  nasal  extremity  of  the  superciliary  arch,  the 
inner  canthus,  or  the  temple,  is  its  most  frequent  seat. 
paroxysms  often  partake  of  a quotidian  type.  The  suffering  is  . 
most  severe  between  morning  and  evening,  and  severest  at  noon. 
At  night  there  is  much  mitigation.  The  conjunctiva  becomes 

hyper£emic,  and  tears  are  freely  secreted. 

The  involving  of  other  nerve  branches  will  introduce  other 
symptoms,  so  that  the  eyeball  gets  implicated,  and  the  nose  too, 
when  there  is  discharged  a watery  secretion.  In  association  with 
neuralgia  in  the  eyeball,  the  frontal  and  lacrymal  branches  are  those 
the  most  frequently  affected. 

As  the  disease  proceeds  and  gets  chronic,  the  pain  becomes  more  H 
violent,  but  still  continues  only  for  an  instant.  Gradually  its  attacks  j 
are  more  frequent  and  last  longer,  though  rarely  for  more  than  half  1 
a minute.  Inflammatory  conditions  may  appear  in  the  form  o I 

swelling  of  integuments,  and  serous  effusion.  . _ I 

In  the  very  chronic  cases,  the  eyebrows  are  knit,  the  lids  firmly  >1 
closed,  the  angle  of  the  mouth  is  drawn  towards  the  ear,  the  jaws  are  j 
pressed  together,  and  respiration  as  much  as  possible,  repressed.  ( 

In  some  cases  the  malady  is  almost  continuous.  Most  commonly  t 
it  is  remittent,  and  sometimes  completely  intermittent..  Again, sj 
uneasiness  may  long  continue,  although  the  agonizing  pain  is  gone.  | 
The  painful  parts  may  be  very  sensitive  to  the  touch,  whet  lei  ey  ' 


are  broken  or  not.  . . , * | 

This  neuralgia  may  alternate  with  nervous  pains  m otnei  par 
the  body.  The  cause  is  frequently  obscure,  but  we  may  sometimes  i 
discover  it  by  examining,  so  to  speak,  the  anatomy  of  the  neur  gia*  J 
The  larger  the  branch  of  the  nerve  that  is  affected,  the  more  severe 
is  the  pain,  because  the  nerve  fibres  are  the  more  numerous,  an 
increase  in  size  and  in  fibres  augments  towards  the  brain.  T wiv  , 
with  severe  and  deep-seated  pain,  the  cause  is  deep-seated.  , 
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the  pain  is  superficial  and  circumscribed,  it  is  tolerably  sure  to  have 
a peripheral  origin,  and  such  is  usually  traced  to  cold. 

Malarious  influence  has  long  been  recognised,  the  symptoms 
being  attendant  or  alternating  pyrexia,  and  generally  periodically 
of  attack. 

By  deep-seated  origin  is  meant  that  which  is  intra-orbital,  or 
intra- cranial.  Among  the  disturbing  influences  in  these  positions 
may  be  named,  thickening  of  the  dura  mater,  orbital  and  cranial 
exostoses,  aneurisms,  tumours. 

Neuralgia  of  the  eyeball  and  side  of  the  face  in  the  direction  of  the 
supra-  and  infra-orbital  nerves  may  arise  out  of  the  effects  of  the  fangs 
of  carious  upper  back  teeth,  from  their  relations  to  the  orbit.  From 
the  same  cause,  partial  paralysis  of  the  third  nerve  has  ensued. 

Unequh  ocal  brain  or  central  origin  of  facial  neuralgia  has  never 
been  demonstrated.  But  most  of  these  deep  causes  would  affect 
other  nerves  as  well,  and  probably  terminate  in  such  alterations  of 
tissue,  as  would  cause  anaesthesia  in  the  parts  first  attacked  by 
the  neuralgia,  or  even  deformity  of  the  skull.  Exceptionally,  a 

deep  cause  may  only  produce  peripheral  pain,  not  however  circum- 
scribed. 

If  the  neuralgia  be  produced  by  pressure  on  the  main  trunk  of  the 
nerve,  we  may  certainly  expect  pain  in  all  parts  supplied  by  its 
sensory  fibres,  such  as  the  front  surface  of  the  ear,  the  skin  of  the 
forehead,  temple  and  face,  the  orbit,  nose,  palate,  tongue,  floor  of 
mouth  and  teeth.  The  whole  of  the  tri-facial  is  then  affected, 
when  full  “ Tic  douloureux  v is  said  to  be  present.  This  “ tic  ” may 
have  a malarious  origin.  It  is  only  the  first  and  second  branches 
o the  nerve,  with  which  we  are  chiefly  concerned  in  an  ophthalmic 


f. ,Mve  met  mlh  ,nira-ocular  neuralgia  almost  umssociatcd  with  neu- 
ra  gia  of  any  of  the  nerves  radiating  from  the  orbit,  and  the  paroxysms 
of  pain  have  been  as  severe  as  in  any  other  cases.  One  of  the  patients 
who  had  nearly  monthly  attacks,  vomited  during  the  height  of  the 

f tlle  particulars  of  one  caBe  of  this  kind.  The  patient, 

7y  mperate  and  atUetic  man’ was  seized  “ 

fnd  fr  ’ t 7 dePf?810n  of  spirits,  Which  he  could  not  shake  off, 
soon  1 feW  77  ^ fe  * SeT6re  pain  at  the  root  of  nose,  and 
passed  oTe  P y PaiD  ^ tte  l6ft  ey6baU-  The  Pam 

7PtZter  f9t!\!  saw  him.  The  conjunctiva  was  hypercomic,  the 
pupil  contracted,  the  eyeball  a little  prominent  from  serous  effusion 
m the  tunica  vaginalis  oculi,  and  very  tender  under  touch,  even  the 
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movements  of  the  eyelids  on  it  were  distressing.  Vision  was  a little 
misty.  The  retina  and  the  optic  disk  were  hyperoemic.  The  con- 
traction of  the  pupil,  and  the  hypersemia,  were  greatest  when  the 
paroxysms  of  pain  were  most  severe.  The  pain  only  intermitted, 
was  greatest  in  the  evening,  and  prevented  sleep  at  night  for  more 
than  an  hour  at  a time.  Noise  of  any  kind  was  most  distressing. 
The  right  eyeball  was  attacked  with  neuralgia  only  for  about  a week, 
no  objective  symptoms  appearing. 

For  three  months  was  treatment  tried  in  vain.  Leeching  and  the 
administration  of  iron,  cinchona,  in  various  preparations,  and  many 
other  drugs  were  inoperative.  Nor  did  the  local  applications  of 
belladonna,  opium,  and  other  things,  applied  hot  and  cold,  have  any 
marked  effect.  Counter  irritation  was  useless. 

My  patient  got  tired  of  me.  The  feeling  was  mutual.  He  sought 
other  advice,  and  followed  it,  but  on  went  the  neuralgia  for  three  ■ 
months  unchecked.  Not  till  four  months  had  passed  could  he  read 
without  pain  recurring  in  the  left  eye.  The  general  health  became 
much  impaired.  Now,  Feb.  17th,  18/4,  the  pupil  and  the  retina  and  1 ; 
the  disk  are  all  healthy.  Vision  is  perfect.  Occasionally  there  is  a 
little  pain  in  the  eyeball.  The  former  bodily  strength,  notwith- 
standing that  change  of  air  has  been  tried,  and  other  attempts  have  ? 
been  made  to  recruit  it,  has  not  returned. 

Traumatic  variety.  Neuralgia  may  occur  in  a cicatrix  on  any  of 
the  frontal  branches,  in  the  orbital  region,  the  usual  position  of 
cicatrices,  in  consequence  of  a neuroma  forming  on  the  proximal 
extremity  of  the  divided  nerve.  It  is  necessarily  extremely  rare,  not 
only  on  account  of  the  cause,  accidents,  but  the  infrequency  of  such 
new  growths  of  nerve  fibres,  of  which  growths  neuromata  are  com- 
posed. I have  seen  but  one  example. 

The  cicatrix  contains  a small  nodule  which  is  painful  under  touch 
at  all  times.  It  is  said  that  a cord  may  sometimes  be  traced  from 
the  cicatrix,  in  the  distal  and  proximal  directions. 

The  cause  or  duration  of  the  neuralgia  depends  on  its  origin.  Where 
it  seems  to  arise  from  cold,  or  originating  in  malaria,  it  lias  a short 
existence.  Where  springing  from  intra-orbital,  or  intra-cram 
causes,  it  is  long-persistent,  and  may  remain  for  life. 

Treatment.  Neuralgia  produced  by  cold  or  malaria  will  e ' 
benefited,  if  not  cured,  by  large  doses  of  quinine.  Arsenic  may  o | 

good  when  quinine  fails.  . „ . . 

° When  there  is  marked  anaemia  with  neuralgia,  preparations  oi  non 
are  indicated.  The  internal  administration  of  opium,  conium,  aconite, 
and  stramonium,  have  all  had  their  advocates.  Subcutaneous  mjeo-  j 
tions  of  morphia  may  relieve.  Sometimes  hot,  sometimes  cold  loca  ' 
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applications  have  effect.  The  continuous  electric  current  is  recom- 
mended by  many,  as  well  as  what  is  called  flying  blisters.  The 
removal  ol  a painful  cicatrix  is  nearly  always  curative.  Iodide  of 
potassium  should  be  prescribed  where  there  is  any  periosteal  inflam- 
mation, or  suspected  nodes  or  gummy  tumours.  Putting  aside 
those  cases  which  it  is  obviously  useless  to  treat,  in  consequence  of 
existing  exostoses  and  tumours  which  cannot  be  removed,  there  are 
many  cases  of  obscure  origin  which  admit  of  no  cure.  Division  of  the 
affected  nerve  branch,  or  excision  of  a portion  of  it,  in  chronic  cases 
which  have  resisted  treatment,  invariably  gives  relief,  and  sometimes 
cures  the  neuralgia.  I have  seen  only  the  supra  and  infra-orbital 
branches  so  dealt  with.  It  would  be  useless  to  operate  unless  the 
neuralgia  were  limited  and  peripheral. 

The  common  carotid  artery  has  been  tied  in  some  cases  to  no 

purpose  and  the  removal  of  the  upper  jaw  has  been  as  useless. 

Hundreds  of  carious  and  as  many  sound  teeth  have  been  extracted 

without  a particle  of  benefit,  where  it  was  suspected  that  they  caused 
irritation. 


CHAPTER  XL VI. 

INSENSIBILITY  OF  THE  EYE  TO  CERTAIN  COLOURS,  USUALLY 
CALLED  IN  ENGLAND  COLOUR-BLINDNESS. 

This  is  a varied  disturbance,  a physiological  defect  or  idiosyn- 
crasy. Although  it  occurs  in  myopic  and  hypermetropic  eyes,  it  has 
no  special  relation  to  such  optical  conditions,  being  mostly  present 
where  they  do  not  exist. 

Dr.  Young,  our  countryman,  in  the  beginning  of  the  present 
century,  propounded  this  his  well-known  theory.  Light  is  composed 
of  three  base  colours,  producing  three  primary  sensations  of  colour  to 
the  eye  ; determined  as  much  by  the  constitution  of  the  sense  of 
sight  as  any  thing  without  the  eye  ; red,  green,  and  violet,  and 
which  by  their  combination  in  various  proportions  produce  the  sen- 
sations of  colour  in  all  their  varieties.  This  seems  to  be  resuscitated 
and  adopted  by  some  modern  philosophers  of  great  repute. 

It  must  be  remembered  that  the  colours  here  spoken  of  are  the 
prismatic  colours  from  light,  and  not  those  from  artists’  pigments ; 
the  respective  combinations  of  which,  as  is  well  known,  produce  dis- 
similar effects. 

The  only  data  which  we  have  for  determining  primary  colours  are 
derived  from  the  comparison  of  colour  equations  by  those  who  are 
colour-blind,  and  by  normal  eyes.  The  colour-blind  equations  differ 
from  the  others  by  the  non-existence  of  one  of  the  elements  of  colour, 
the  relation  of  which  to  known  colours  can  be  ascertained. 

The  symptoms  are  subjective.  They  are  the  insensibility  of  the  eye 
to  the  colours  of  red,  green,  or  violet,  or  limited  perception  of  some 

or  all  of  them.  t 

E,ed  blindness  is  the  common  form  of  colour-blindness.  Die 
elementary  sensation  which  is  wanting  is  a red  approaching  to  ver- 
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milion,  lying  both  beyond  vermilion  and  carmine.  It  is  often  called 
dichromic  vision.  The  red  looks  dark,  and  is  confounded  with  green, 
and  pink  with  violet.  Violet  may  be  imperfectly  distinguished  from 
red,  and  is  often  mistaken  for  blue.  Orange,  pimple,  and  brown,  may 
be  judged  of  with  difficulty  and  imperfectly.  Yellow  and  blue  are 
always  best  recognised,  especially  light  yellows  and  dark  blues.  The 
first  seems  to  be  always  recognisable,  the  second  nearly  always. 

Green  blindness  is  the  next  common  to  red  blindness,  and,  I believe, 
is  always  associated  with  it,  green  appearing  as  a shade  of  drab. 

Three  kinds  of  colour  confusions,  according  to  Dr.  Wilson,  a well- 
known  writer,  are,  red  with  green,  brown  with  green,  blue  with  green. 
Wilson  wrote  in  the  “ Monthly  Journal  of  Medical  Science,”  Edin- 
burgh, 1854,  and  originated  the  term  colour-blindness.  Before  that, 
Daltonism  was  generally  used,  in  this  country  at  least,  because  Dalton, 
the  chemist,  published  an  account  of  his  colour-blindness  in  1798. 
This  distinguished  man  could  not  discern  pink  from  blue  by  day. 
In  the  solar  spectrum  the  red  was  scarcely  to  be  seen,  the  rest  being 
apparently  made  up  of  yellow  and  blue. 

It  is  extremely  rare  for  a person  to  have  no  perception  of  colour, 
a chromatic  vision  while  the  eye  is  otherwise  healthy.  With  such 
deficiency  only  light  and  shade  are  attached  to  all  objects. 


. Mix®d  hues’  made  UP  of  any  of  the  oolouK>  to  which  a person  is 
insensible,  will  be  to  him  proportionately  darker. 

Artificial  light,  especially  gaslight,  may  enable  red  and  green  to 
be  distinguished,  where  this  is  impossible  by  daylight. 

There  is  no  difficulty  to  the  colour-blind  in  the  perception  of  light 
the  retinal  images  apparently  not  losing  the  faintest  grades  of  bright- 
ness. On  this  account  the  colour-blind  can  sort  out  all  the  shades  of 
that  colour  of  which  he  is  deficient,  and  his  nlacW  ,mnn,  ^ »a 


JNo  objective  symptoms,  however  trivial  flTO  CD "ffi m ati  41  1 
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was  always  apparent  in  corresponding  discord  in  the  arrangement  of 
its  light  and  shade.  This  enabled  liim  to  translate  with  certainty 
colour  which  many  of  his  brother  engravers  were  in  doubt  about. 

Consanguinity  favours  the  appearance  of  this  defect.  It  is  fre- 
quently hereditary. 

A congenital  origin  is  the  rule,  and  the  defect  remains  the  same 
through  life.  Only  once  have  I known  an  exception  of  acquirement, 
without  any  other  eye  defect  or  known  lesion.  An  engine-driver  on 
one  of  our  railways  confessed,  after  an  accident  through  his  not  dis- 
tinguishing the  red  signal,  that  he  had  gradually  lost  his  colour- 
power,  which  had  been  perfect ; and  so  sensible  was  he  of  his  loss 
that  before  the  accident,  he  had  determined  to  give  up  his  situation 
as  driver.  The  manager  of  the  company  who  told  me  of  the  circum- 
stance assured  me  that  the  man  had  been  examined  before  his 
admission,  only  a few  years  back,  and  passed  as  possessing  perfect 
sight.  I have  long  suspected  that  railway  accidents  sometimes  arise 
out  of  colour-blind  servants,  as  well  as  imperfectly  painted  signals. 

Long  before  the  discovery  of  the  ophthalmoscope,  it  was  known 
and  recorded  that  brain  lesion,  traumatic  and  otherwise,  may  produce 
temporary,  intermittent,  or  permanent  colour-blindness.  Optic  nerve 
atrophy,  I have  already  spoken  of,  is,  as  shown  by  Leber,  almost 
always  attended  by  colour  perception  deficiency.  Optic  neurotic 
and  inflammatory  affections  of  the  interior  of  the  eye,  according  to 
ophthalmological  records,  might  occasionally  show  the  colour  loss. 
The  more  the  colour  disturbance  is  looked  for,  the  more  often  will  it 


be  found. 

In  a practical  point  of  view,  colour-blindness  comes  before  the 
ophthalmologist  under  two  considerations,  how  to  detect  it  and  how 
to  treat  it.  The  first  may  be  easily  disposed  of,  by  having  the 
prismatic  colours  as  test  objects,  singly  and  grouped,  or  artists 
pigments  similarly  arranged  in  primitive  colours  and  in  combina- 
tions, with  which  to  conduct  the  examination.  The  examiner  must 
bear  in  mind  that  the  quickness  or  slowness  with  which  colour 
recognition  is  made  will  depend  on  the  illumination  of  the  colour, 
the  kind  of  colour,  the  size  of  it,  and  the  distance  from  the  eye, 
points  on  which  I cannot  dwell,  and  he  must  make  a distinction 
between  distinguishing  a colour  and  its  shades,  or  the  colour  only. 
Any  colour  long  gazed  at,  fades  more  or  less.  The  examination 
should  be  by  day,  and  by  artificial  light.  Coloured  letters  are  often 
used.  Every  colour,  except  purple,  is  similar  to  some  colour  of  the 

^ The  following  is,  I believe,  Woinow’s  test  : A disk  is  carefully 
painted,  circularly,  in  the  centre,  half  black  and  half  white.  Witkou 
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tliat  is  a ring  of  paint,  half  red  and  half  green  ; without  that  another 
ring,  half  red  and  half  violet ; without  that,  again,  a ring  half  green 
and  half  violet.  This  embraces  the  three  primary  colours.  When 
the  disk  is  rapidly  revolved,  the  centre  is  grey,  the  next  portion 
yellowish,  the  next  rosy,  and  the  next  greenish.  To  a colour-blind 
person,  the  ring  which  contains  the  colour  not  perceptible  to  his  eye, 
appears  greyish,  like  the  centre.  Several  persons  may  be  examined 
at  the  same  time. 

lor  the  manner  of  conducting  a scientific  examination,  I beg  to 
refer  to  J.  C.  Maxwell’s  elaborate  paper  in  the  “ Philosophical 
Transactions  ’ for  the  year  1860,  entitled  Theory  of  Compound 
Colours,  &c.,  in  which  colour-blindness  is  incidentally  touched  on. 
I would  refer  also  to  a paper  by  Dr.  E.  Pose,  translated  into  English 
in  the  “London,  Edinburgh,  and  Dublin  Philosophical  Magazine,’’ 
1866,  entitled  a Sketch  of  the  Doctrine  of  Colour  Disease.  Artificial 

colorn  disease  is  considered,  including  that  caused  by  taking  santonic 
acid. 

The  cause  of  colour-blindness  is  unknown.  In  all  probability  the 
fault  lies  in  the  brain,  and  not  in  the  eye. 

There  is  no  cure , and  hardly  any  palliative  remedy.  The  reputed 
advantage  obtained  from  looking  through  coloured  glass  is  thus 
noticed  by  Dr.  Mackenzie  : “ On  applying  to  Dr.  Wilson,  I was 
informed  by  him  that  he  had  found  red  and  green  glasses  give  no 
help  to  the  colour-blind,  in  distinguishing  between  the  red  and 
green  objects  which,  with  unassisted  vision  they  were  likely  to  con- 
found. It  was  otherwise  with  yellow  glasses,  which  Dr.  Wilson 
found  markedly  to  assist  a certain  class  of  colour-blind  persons. 
As  artificial  light  differs  from  daylight,  mainly,  as  is  believed,  by  an 
excess  of  yellow  rays,  it  struck  him  that  if  parties  who  were  able  to 
distinguish  red  and  green  by  yellow  candle  or  gaslight,  were  to  use 
yellow  glasses  in  daylight,  they  might  thereby  reduce  the  light  of 
the  sun  to  the  quality  of  candlelight,  and  see  by  the  former,  as  they 
did  by  the  latter.  Accordingly,  Dr.  Wilson  distributed  among  his 
more  accessible  colour-blind  friends,  yellow  or  rather  pale  orange 
glasses  Several  got  no  good  from  them,  and  all  complained  of  the 
loss  of  light ; but  the  parties  found  themselves  able  to  make  the  same 
distinction  between  red  and  green  by  daylight,  as,  without  such 
g asses,  they  made  by  gas  or  candlelight.”  It  is  probable  that  the 
yellow  glass  proves  of  use,  not  because  yellow  light,  as  has  been 
supposed,  has  the  power  of  exciting  the  retina  to  increased  sensitive- 
ness but  because  it  reduces  the  quality  of  daylight  to  that  of  arti- 
ficial light,  and  communicates  to  objects  those  tints  to  whicli  colour- 
blind eyes  respond  the  best. 
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RETINAL  BLOOD-VESSELS OPTIC  TRACT  AND  OPTIC  NERVE  HYPER- 
EMIA OF  THE  OPTIC  DISK  AND  THE  RETINA GENERAL  FIELD 

OF  VISION OPTIC  NEURITIS PRIMARY  OR  WHITE  ATROPHY  OF 

THE  DISK TEMPORARY  PARTIAL  INTERRUPTION  TO  SIGHT 

AMAUROSIS APOPLEXY  OF  THE  OPTIC  NERVE — TUMOUR  OF  THE 

OPTIC  NERVE. 


THE  RETINAL  BLOOD-VESSELS. 


These  vessels  are  described  in  chief,  at  p.  302.  I will  add  some 
details.  The  central  artery  of  the  retina  is  surrounded  by  its  special 
sheath,  whence  proceed  filaments  which  branch  into  the  neurilemma. 
The  vein  has  its  sheath  distinct  from  that  of  the  artery.  There  is  a 

misprint  at  p.  302,  sheath  for  sheaths. 

Among  the  variations  in  the  branching  of  the  central  artery  o e i 
retina,  this  one  occurs.  Small  twigs  may  proceed  from  the  primary 
vessels  while  they  are  yet  in  the  disk,  and  pass  in  many  directions  to 


the  retina.  < . 

The  vein  leaves  the  optic  nerve  in  the  orbit,  close  to  the  posterior 

wall  of  the  sclerotica,  at  a distance  varying  from  one-eighth  to 

three-eighths  of  an  inch.  . , , 

Remains  of  the  hyaloid  artery,  and  even  its  connection  wi  1 

central  artery  of  the  retina  at  the  perns  opticus  have  teen  tost  wi  • 
These  varieties,  among  others,  have  been  described.  S ior  o 
passing  into  the  vitreous  body.  A thin  thread  going  to  the  postern 
capsule  of  the  lens.  A thin  tube  traversing  the  vitreous  ho  y a 

containing  blood. 
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OPTIC  TRACT  AND  OPTIC  NERVE. 

The  optic  trad  commences  at  the  corpora  quadrigemina,  arising 
primarily  from  within  the  nates  and  the  testes.  Passing  onwards  be- 
neath the  optic  thalamus,  it  receives  fibres  from  the  grey  matter  of  it 
and  the  coipoia  geniculata.  Thus  formed,  it  crosses  as  a flattened 
band  beneath  the  crus  cerebri,  forwards  and  inwards  around  the  tuber 
cmerium  and  immediately  under  the  corner  of  the  lamina  cinerea, 
with  all  of  which  it  is  attached  by  some  filaments.  Finally  it  unites 

with  its  fellow  of  the  opposite  side,  and  the  two  form  the  commissure 
or  chiasma. 

The  optic  nerve  commences  from  the  chiasma.  It  leaves  the  skull, 
passing  through  the  optic  foramen  into  the  orbit,  where  situated  in 
the  midst  of  the  recti  muscles,  and  surrounded  by  the  short  ciliary 
nerves  and  blood-vessels,  it  continues  obliquely,  forwards  and  out- 
wards for  about  three-quarters  of  an  inch,  enters  the  eyeball  and 
expands  into  the  nerve  fibre  layer  of  the  retina. 

Structure  of  the  optic  nerve.  The  orbital  portion  has  a firm  sheath 
made  up  of  areolar  tissue  and  a small  proportion  of  elastic  tissue, 
bo  highly  is  the  areolar  tissue  developed,  that  it  is  often  regarded  as 
fibrous  tissue,  and  as  such  have  I described  it  at  p.  641,  where  a 
diagram  of  the  nerve  is  given.  There  is,  therefore,  an  analogv  in 
structure  between  it  and  the  sclerotica.  This  sheath  is  separable'into 
two  layers  An  outer  one,  readily  removable,  thick  and  continuous 
m e one  direction  with  the  posterior  portion  of  the  sclerotica,  and 
m the  other  with  the  dura-mater.  An  inner  one,  the  neurilemma, 
thm  and  not  separable,  continuous  in  front  with  the  anterior  layer  of 
the  sclerotica ; there,  therefore,  intra-ocular  and  forming  an  edge 
e connective  tissue  ring  spoken  of  in  the  latter  part  of  p.  302  in 
association  with  the  optic  disk,  and  behind  with  the  neurilemma  of  the 
chiasma  The  density  is  well  marked.  It  gives  off  tubes  which 
unound  the  bundles  of  nerve  fibres.  Prom  the  chiasma  to  the  cor- 
pora  gemculata,  the  neurilemma  is  very  soft  and  thin.  This  explains 
o difference  in  density  between  the  optic  nerve  and  the  tract  and 
enables  us  to  understand  how  in  neuritis,  the  optic  nerve  fibres 
nd  the  blood-vessels  suffer  from  pressure  under  swelling,  because  the 
dense  neurilemma  can  yield  but  little.  S 

The  neurilemma  portion  of  the  sheath  gives  off  tubes  or  fasciculi 

fi^oTTblr^o'^6  T flbre8’  and  tuW  -^vidua 

As  the  tubes  approach  the  sclerotica  they  become  more  numerous  ; 
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the  nerve  trunk  is  lessened  in  calibre  from  reduction  in  the  connective 
tissue  element,  and  is  smallest  in  the  choroidal  aperture ; and  when 
they  reach  the  level  of  its  internal  edge,  they  receive  strength  from 
the  envelopes  of  areolar  tissue  which  surround  the  retinal  artery  and 
vein,  as  well  as  tendinous  fibres  from  the  sclerotica.  Such  additions 
constitute  a perforated  plate,  the  lamina  cribrosa,  holding  in  position 
the  tubes  which  lie  open,  and  as  they  cease  there,  they  allow  the  disk 
boundaries  to  be  seen  through  the  clear  expansion  of  the  nerve  fibres 
in  their  onward  course  from  the  tubes,  as  they  pass  from  the  axis  of 
the  nerve  to  the  retina.  The  neurilemma  being  peculiarly  abundant 
there  is  a rich  supply  of  material  for  inflammatory  proliferation. 

• Between  the  nerve  sheaths  is  contained  a thin  layer  of  areolar 
tissue,  many  elastic  fibres  and  fat  cells,  and  according  to  Bonders, 
a “ vitreous  ” material  containing  large  oval  nuclei,  finely  granulated. 
This  also  is  continuous  with  the  sclerotica. 

The  optic  tract  and  nerve  in  their  course  are  freely  supplied  with 
nutrient  blood-vessels. 

The  former,  the  tract,  at  its  origin  receives  twigs  from  among  the 
arteries  which  are  distributed  to  the  corpora  quadrigemina,  and 
whilst  under  cover  of  the  optic  thalamus,  it  approaches  the  choroid 
plexus,  and  by  it  is  also  fed.  In  the  rest  of  its  extent,  including  the 
chiasma,  it  is  covered  by  pia-mater,  from  which  farther  vascular 
branches  are  derived. 

The  latter,  the  nerve,  carries  with  it  a large  portion  of  the  tract 
arterial  supply,  and  gets,  in  addition,  branches  from  the  posterior  or 
short  ciliary  arteries. 

The  arteria  centralis  retinae,  which  is  derived  from  the  trunk  of  the 
ophthalmic  artery,  or  from  a ciliary  or  a muscular  branch  of  the  same, 
enters  the  optic  nerve  about  three-eighths  of  an  inch  from  the 
sclerotica,  not,  however,  for  the  nerve  supply,  but  to  be  distributed  to 
the  retina,  although  it  does  communicate  with  the  nutrient  vessels  of 
the  nerve. 

It  is  therefore  evident  that  the  blood-vessels  of  the  optic  nerve  and 
of  the  retina  are  distinct,  since  they  are  derived  from  different 
quarters,  although  they  have  a slight  anastomosis. 


THE  NORMAL  ASPECT  OF  THE  OPTIC  DISK. 

Such  appearance  is  given  at  p.  302,  and  the  following  remarks  may 
be  supplemented.  Besides  the  white  or  connective  tissue  ring,  the 
neurilemma  boundary  of  the  optic  nerve  and  the  margin  of  the  disk, 
which  not  only  varies  in  width  in  different  eyes  but  in  different  par  » 
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of  the  same  eye,  and  may  appear  only  as  a crescent  on  the  outer  side, 
there  are  : the  sclerotic  ring,  not  usually  well-defined  except  in  mor- 
bid states  of  the  disk ; and  the  dark  grey  or  choroidal  line,  called  the 

boundary  of  the  disk,  and  always  well  marked,  but  most  so  in  dark 
persous. 

The  -size  of  the  disk  varies  with  age.  It  is  smallest  in  children, 
largest  in  adults,  and  reduced  in  old  age.  With  senile  reduction, 
the  disk  becomes  darker,  and  approaches  to  grey.  But  in  judging 
of  the  disk  in  a pathological  survey,  we  must  take  its  size  from  the 
nerve  tissue,  the  part  within  the  white  or  connective  tissue  ring,  and 
which  ring  is,  as  I have  said,  the  nerve  boundary.  Deviations  in  the 
size  of  the  disk,  so  regarded,  are  very  significant.  Deviations  in  the 
choroidal  boundary  are  unimportant,  and  often  accidental  variations. 

The  normal  form  of  the  disk  is  usually  round  or  nearly  so,  but  it 
may  approach  to  an  ellipse,  or  an  oval.  A slight  deviation  from  the 
circle  is  no  unusual  senile  alteration. 

Elongation  of  the  disk  laterally  has  been  described  as  a very  rare 

p lysiological  state  ; that  it  is  really  congenital  is  yet  to  be  con- 
firmed. 


The  disk  may  look  very  large  and  very  irregular  while  it  is  round. 
Atrophy  of  the  choroidea,  as  in  staphyloma  posticum,  in  association 
with  myopia  (see  p.  639),  and  ordinary  atrophy  of  the  choroidea  in 
patches  around  the  disk,  or  the  narrow  circle  of  retinal  and  choroid- 
eal  atrophy,  which  is  so  common  in  disk  atrophy,  will  produce  such 
eceptive  appearance.  Whenever  the  sclerotica  is  exposed  and  shines 
e disk  margin  seems  to  be  irregular.  At  p.  639,  line  16,  the  word 
going  should  be  showing.  The  correction  is  made  by  carefully 

— f^Ddus  where  »erve  boundary  is  detected 
bo  also  wi  1 deception  appear,  where  the  retina  and  the  choroidea 

fattS4  the  disk  are  oWed  of 

be  c]10lesterine  8ca,es’ haTO  be8n 

of  the  optic  dick,  the  natural  cupping 
m been  spoken  of  at  p.  308;  only  where  it  is  in  the  exaggerated 
state  alluded  to  does  it  concern  us  as  medical  practitioners,  fnd  then 
Its  recognition  as  a normal  condition,  is  of  great  practical  importance 

for  Kf  ,f  ’ “te1,  lfc  18  recognisable  in  infancy.  It  generally  remains 

o hie  without  any  material  change.  It  usually  exists  in  troth  eyes' 
although  .here  may  be  a want  of  correspondence  in  size  J ’ 

excavation^  The  T ‘°  a!tere!f  °°loUr  of  the  Wood-vessels  in  the 
Ttbe  elf  1 f o become  darkened.  This  is  due,  not  as  there  stated 
to  the  effect  of  reflection,  but  to  the  oblique  position  of  the  vessels’ 

3 Y 
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whereby  tho  blood  is  seen,  more  or  less,  in  the  long  axis  of  the  vessels, 
and  necessarily  looks  darker.  Such  darkness  must  increase  with  the 
depth  of  the  cupping,  that  is,  the  steepness  of  ascent  which  the 
vessels  encounter  to  reach  the  margin  ot  the  disk.  A.  word  more 
respecting  the  diagnosis.  So  long  as  there  is  no  degeneration  of  the 
optic  nerve,  the  physiological  cupping  may  he  always  distinguished 
from  the  pathological  cupping,  a condition  common  in  the  diseases 
called  glaucoma,  which  will  he  spoken  of  in  association  with  that 
affection.  But  with  deep  physiological  cupping,  nerve  atrophy  and 
loss  of  disk  boundary,  the  distinction  from  the  pathological  state 
cannot  always  be  told  by  the  use  of  the  ophthalmoscope  ; and  then 
the  clinical  history  and  the  subjective  ocular  symptoms  will  form  the 
better  guides. 

The  position  of  the  disk  maybe  defective,  that  is,  it  may  be  a little 
out  of  the  normal  situation.  Such  deviation  does  not  affect  the 
vision.  It  is  more  common  than  supposed  and  is  detected  only  by 
ophthalmoscopic  examination. 

In  a solitary  case,  the  nerve  fibres  have  been  seen  to  pass  in  two 
bundles  upwards  and  downwards,  the  retinal  vessels  taking  the  same 
course. 

Extension  of  the  neurilemma  of  the  optic  nerve  fibres . 

I beg  my  reader  to  refer  to  what  I have  said  on  this  point  at  p.  307, 
and  the  white  retinal  patches  which  it  causes.  To  the  caution  which 
I have  given  about  diagnosis,  I wish  to  add  that  the  normal  conditions 
of  other  parts  of  the  fundus,  in  association  with  the  white  patches, 
will  prevent  them  from  being  mistaken  from  any  opacity  arising  oat 
of  an  inflammatory  or  other  morbid  condition.  If,  in  neuritis, 
whitish  ganglionic  swelling  of  the  nerve  fibres  be  perceived,  the  rest 
of  the  disk  will  be  semi-opaque  and  unhealthy ; and  inflammatory 
exudations  in  any  part  of  the  retina  are  associated  with  surrounding 
retinal  charges,  however  limited  and  shaded  they  may  be. 

There'  is  much  variation  in  the  size  and  position  of  this  peculiar 
state.  Nearly  the  whole  of  the  disk  may  be  involved,  and  a con- 
siderable portion  of  the  retina,  or  small  patches,  may  appear  on  each 
side  of  the  disk. 

Very  exceptionally  is  a patch  placed  peripherally,  clear  fibres  being 
between  it  and  the  disk. 

The  normal  state  of  sight,  more  than  all,  declares  the  physiological 
condition.  It  is  said  that  with  a very  extensive  patch,  the  area  of  the 
“ blind  spot  ” is  enlarged. 

The  optic  disk  blood-vessels.  The  disk  being  the  extremity  of  the 
optic  nerve,  its  vascular  supply  is  mainly  from  the  nerve  and  but 
very  slightly  from  the  retinal  artery.  These  disk  arteries  anastomose 
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around  the  choroidal  aperture  with  the  chorio-capillaries.  Only 

by  tins  intercourse  do  the  retinal  and  the  choroidal  arteries’ 
communicate. 

Much  variety  is  found  iu  the  capillary  system  of  the  disk,  as  to 
paucity  aud  redundancy.  Iu  the  latter  case,  the  vascularity  may 

Fio.  287. 
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A nosological  lesson  is  to  be  gathered  from  this  scant  anatomical 
description  of  the  blood-vessels,  in  explanation  of  differences  in  vascular 
conditions  which  are  sometimes  met  with  in  the  retina  and  in  the 
disk,  and  the  occasional  independence  of  retinal  anddiskal  hyperoemia 
and  anaemia. 

Y ascular  changes  in  the  disk  may  be  but  a part  of  a similar  condi- 
tion in  the  cerebral  blood-vessel,  or  arise  out  of  influences  working 
within  the  orbit.  Abnormal  vascular  conditions  in  the  retinal 
vessels  may  be  local,  or  depend  on  disturbance  to  the  central  artery 
of  the  retina  while  in  the  orbit. 


DEMONSTRATING  OPHTHALMOSCOPE. 

Since  my  chapter  on  the  ophthalmoscope  was  written,  Mr.  C.  F. 
Jeaffreson,  of  Newcastle-on-Tyne,  has  considerably  improved  the 
demonstrating  ophthalmoscope  of  that  period,  and  I am  induced  to 
notice  this,  his  instrument. 

The  chief  characteristic  is  rapidity  of  application  in  different  cases. 

There  is  a table  2 feet  9 inches  long,  1 foot  8|  inches  broad, 
2 feet  4^  inches  high,  so  constructed  with  rack  and  pinion  work  that 
certain  parts  of  it,  on  which  the  ophthalmoscope  is  placed,  are  readily 
made  to  move  vertically  and  laterally.  Through  such  device,  the 
height  of  a patient  is  provided  for,  the  whole  apparatus  for  examina- 
tion is  quickly  adapted  for  either  of  his  eyes,  without  altering  indivi- 
dually the  adjustment  of  the  lens,  the  mirror,  or  the  lamp.  A material 
optical  advantage  added  by  Mr.  J eaffreson,  is  the  substitution  of  a 
plain  mirror,  for  the  concave  one  of  the  older  instruments,- by  which 
the  field  of  vision  is  materially  increased,  the  illumination  made 
brighter,  and  the  examination  less  disturbed  by  slight  movements 
of  the  patient’s  eye. 

HYPERJEMIA  OP  THE  OPTIC  DISK  AND  THE  RETINA. 

These  are  usually  combined. 

Hyperoemia  within  the  eyeball  has  the  same  pathological  bearm., 
as  hyperoemia  in  other  parts  of  the  body.  It  is  simply  blood  conges- 
tion, in  the  more  or  less  dilated  intra-ocular  vessels.  It  is  not  easy 
to  determine  the  presence  of  ocular  hyperoemia,  since  we  require  to 
recognise  but  a little  departure  from  the  healthy  condition  o e 
blood-vessels,  without  any  alteration  in  structure.  To  this  difhcu . y 
is  added  another,  which  arises  out  of  the  complexion  of  the  nidnu  ua  , 
or  the  degree  of  the  pigmentation  of  the  pigment  tissues  nrgener  , 
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to  which  the  choroidea  belongs.  Choroideal  variation  in  this  respect, 
considerably  modifies  the  vascular  appearance  of  the  fundus  of  the 
eye.  A fair  fundus  has  generally  a hypersemic  look,  while  in  a dark 
one,  advanced  hypersemia  might  pass  undetected. 

The  disk  itself1  is  much  affected  in  appearance  by  contrast  with  the 
colour  of  the  fundus,  the  less  vascular  the  aspect  of  the  parts  around 
the  more  vascular  will  it  appear. 

Then  age  exerts  an  influence  in  ocular  vascularity.  A young  eye 
always  looks  more  vascular  than  an  old  one.  It  deceptively  appears 
that  a child  s eye  possesses  more  retinal  vessels  than  an  adult’s. 

erkaps  the  smaller  fundus  of  the  former  contributes  to  the  deception, 
It  is  desn-able,  therefore,  in  an  examination  to  take  these  several  cir- 
cumstances into  consideration,  to  compare  the  eyes  where  this  is 

practicable  and  if  possible  to  watch  a case  in  which  there  is  doubt 
about  an  abnormal  state. 

It  is  clear  then,  that  there  may  be  considerable  differences  in  the 
vaaiular  aspect  of  the  eye  within  the  limits  of  perfect  health 

I he  colour  of  the  artificial  light  which  is  used  with  the  ophthalmo- 
scope, has  an  effect  on  that  of  the  disk.  A blue-tinted  objelt  lens  or 
a similarly  tinted  chimney  glass,  whitens  or  purifies  impure  light 
especially  when  gas-light  is  employed,  and  with  such  purified  light’ 
le  fundus  of  the  eye  is  the  better  examined.  ^ ’ 

m speak  of  active  or  arterial,  and  venous  or  mechanical  hypermnia 
ut  really  these  forms  are  not  always  distinct,  so  that  perhaps  we  are 

dXence  " " etiol°SiCal  thaU  a stomatological 

The  active  form,  active  hypersemia,  is  an  excess  of  blood  in  the 
tenes,  with  generally  an  acceleration  of  the  flow. 

Causes.  Diminished  arterial  resistance  through  paralysis  of  the 
vasomotor  nerve,  from  nerve  lesion.  Irritation  of  th  , the 

of  the  eye,  the  fifth,  either  mechanically,  such  as  arises  in  dn^ 
l.e  conjunctiva,  or  from  exposure  of  the  eye  to Ye^ht l ZT 

functionally,  as  strained  adjustment  of  the  eye  for  lack  of  ! ff  ■ °l 
assistance  from  spectacles.  Inflammation  of  other  parts  of  ri  '6 
tall,  especially  the  choroidea.  1 of  the  eJ'e- 

Symptoim.  When  well  developed,  the  whole  fundus  of  the  . • 
reddened,  the  blood-vessels  being  seemingly  increased  in  Y'  18 
he  arteries  may  be  readily  distinguish^  from  Tim  vein  ^The 
reddening  may  be  more  marked  in  tracts  or  patches.  ^ 

ine  change  in  the  optic  disk  is  very  marked  fW  i , 

&■'  » •*— . w.  a. JSViu. 

The  outward  objective  symptom  is  a rather  contracted  pupil. 
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The  subjective  symptoms  aro,  a sensation  of  fulness  in  the  eye,  per- 
haps throbbing.  Function  may  or  may  not  be  interfered  with.  This 
adds  another  difficulty  to  the  diagnosis.  Where  it  is  disturbed, 
it  takes  the  direction  of  exalted  sensibility,  so  that  the  eye  can- 
not be  used  long  without  uneasiness,  unless  in  a very  subdued  light. 
Spectra. 

Intolerance  to  light  is  not  a proper  symptom.  Its  existence  must 
be  ascribed  to  ciliary  irritation,  whereby  implication  of  the  fifth  nerve 
is  added  to  the  hypersemia. 

Hypermetropic  eyes  suffer  from  hypersemia,  especially  when  asthe- 
nopia is  combined.  Highly  myopic  eyes  too,  are  prone  to  it. 

The  passive , venous,  or  mechanical  form , arises  from  excess  of  blood, 
principally  in  the  veins,  with  general  stagnation. 

Causes.  Albuminuria.  Obstacles  which  directly  impede  the 
return  of  blood  from  the  retina.  These  include  tumours,  and  inflam- 
matory exudations  of  all  kinds,  which  may  act  within  the  orbit  by 
compressing  the  ophthalmic  vein,  or  extend  their  evil  influence  while 
the  vein  is  in  the  sphenoidal  fissure,  or  be  prejudicial  within  the 
cranium  by  compressing  the  cavernous  or  lateral  sinus.  Within  the 
skull  there  may  be  too,  as  obstacles  to  the  venous  circulation,  condi- 
tions which  increase  the  cerebral  mass  ; such  as  meningeal  inflamma- 
tion and  its  consequences.  Fracture  of  the  skull  with  compression  of 
the  bone.  Thrombus  of  the  cavernous  or  lateral  sinus.  Contraction 
of  the  mitral  orifice  of  the  heart.  Diminished  cardiac  action.  Some- 
times exophthalmic  goitre. 

Whether  the  hypersemia  be  confined  to  one  eye,  or  affect  both, 
might  afford  some  assistance  in  discerning  the  course  of  it. 

Symptoms.  Turgescence  in  the  whole  system  of  the  retinal  \eins 
and  capillaries.  The  arteries,  on  the  contrary,  so  far  as  can  be  made 
out,  for  it  is  difficult  to  distinguish  them,  are  normal,  or  rather 
contracted  and  pale  ; with  tendency  to  tortuosity  and  to  be  foiccd 
into  different  planes.  They,  the  veins,  are  not  varicose,  unless  the 
obstruction  is  very  decided. 

Later  on,  dimming  of  all  the  blood-vessels,  especially  the  larger 
ones  in  the  vicinity  of  the  disk,  through  oedema  of  the  retina.  Loss 
of  disk  boundary.  Blood  extravasations,  with  sharp  outlines.  In  the 
latest  stage  the  retina  is  more  oodematous  and  more  opaque,  with 
remains  of  haemorrhage  in  brown  or  white  spots,  and  it  may  become 

atrophied. 

Venous  pulsation  is  not  uncommon.  When  absent  it  is  veiy 

readily  produced  by  pressing  on  the  eyeball.  # 

The  choroidea  is  necessarily  involved  in  the  hypersemia,  and  o en 

loses  some  of  its  pigment. 
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_ nJI';  oubcard  °}i°etive  mtomi  are,  dilatation  of  the  pupil,  and 
sometimes  slight  hypenemia  of  sclerotica.  11 

tion :{szet7zmpJz::te’  1038  of  acuteQess  °f  sight- and  c°ntrac- 

svmntom  tF?  *?  Speatt  °f  hw“a  “ the  •**»<*,  and  not  as  a 
symptom  of  retinal  or  optic  nerve  disease. 

fulfiC'WBut  °f  ‘if-  °aUSe  is  the  S™1"1  “^‘ion  to  to 

other  meaZ*  ^ ^ ^ 1x1  done’  rest  to  the  eye  and 

inil  mm  L ^ be  “6eded  to  ‘he  development  of 
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These,  hie  hyperamia,  generally  g0  together. 

The  partial  filling-  of  ft,«  r i L clloroidea  be  anmmic  also. 

retinaPdoes  not  bsJ  its  LI  bl°°d-™ss.els  is  *H»t  The 

the  arteries  and  veins  are  sSm^osf^The^th^9 
arteries  and  the  bnVhfpr  n i c ^ ^ 16  Durness  of  the 

*•  » b 

iZZxirazJz  £ 

“ *w"  «pw«a 

the  retina,  or  complete  from  embolismP  ^ ^ ^ °entral  arteiy  of 

a4S:s:,  zt  sir**,  **  — 

entirely  cut  off.  g ’ Wl“re  the  arte™I  supply  is  nearly  or 

nnd^Cged1 'wLjtdnetlmmifb  t^lth  6XWive  Ws 

to  recognise  feeble  perception  of  the  iT™  me.mbrane>  1 ™ disposed 
-ion,  as  the  direct  causes  The  f 1?m  and  Pare8*8  of  aocommoda- 
* well  become  impaired  °tl0a8  °f  aU  «“  *1^1  senses 
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Musooe,  flashes,  sudden  and  temporary  loss  of  sight,  especially  in 
the  morning,  which  are  met  with  in  anaimia,  are  due  to  the  cerebral 
affections  with  which  the  anaemia  may  be  associated,  and  not  to  the 
antenna  itself,  although  some  physicians  have  endeavoured  to  find  their 
solution  in  epilepsy  of  the  retina. 

Anaemia  must  not  be  confounded  with  the  whiteness  of  optic  disk 
atrophy,  in  which  the  retinal  arteries  are  not  readily  distinguished 
from  the  veins,  although  both  sets  of  blood-vessels  stand  out  in  clear 
recognition  in  the  well-defined  disk,  till  the  latest  stage  of  atrophy. 
Moreover,  in  the  atrophy,  if  the  choroidea  be  unaffected,  the  eye  lights 
up  well. 

In  anosmia  of  the  disk,  the  disk  margin  is  not  as  sharp  as  in 
the  beginning  of  simple  atrophy,  and  it  is  not  difficult  to  distin- 
guish the  normal  nerve  structure,  a recognition  not  so  easy  in 
atrophy.  Then  both  eyes  are  usually  equally  affected,  while  the 
nerve  disease  scarcely  progresses  symmetrically,  and  the  disk  suffers, 
at  first  partially. 

I cannot  regard  pure  hypersemia  or  anaemia,  as  a reciprocal  relation 
of  similar  cerebral  states.  Were  there  such  correlation,  marked  cere- 
bral symptoms  must,  I imagine,  appear. 


GENERAL  FIELD  OF  VISION. 

This  comprehends  the  extent  of  surface  which  is  visible  to  an  eye 
steadily  directed  towards  any  one  given  point,  while  the  fellow  eye  is- 
closed. 

The  form  or  outline  of  the  field  in  each  individual  is  influenced  by 
the  prominence  or  retraction  of  the  eyeball,  the  formation  of  the  eye-  - 
brow,  the  cheek  and  the  nose.  I need  not  give  measurements  which  i 
have  been  made  by  physiologists. 

The  following  diagram,  Fig.  288,  represents  a map  of  monoculars 
vision,  a monocular  field. 

A binocular  field  is  formed  by  the  monocular  field  of  each  eye  over- 
lapping the  other. 

The  extent  of  overlapping  is  in  a measure  regulated  by  the  sett  ing 
of  the  eyes,  whether  they  be  near  or  far  apart. 

» 

DIRECT  AND  INDIRECT  VISION. 

In  all  investigations  respecting  the  quality  of  sight  each  eye  should 
be  examined  separately. 


VISUAL  FIELD. 
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All  P-n ts  of  the  general  visual  field  have  not  the  same  distinctness. 
In  a small  portion  only  of  the  field  is  there  perfect  vision.  In  the 
gi  eater  part  there  is  imperfect  vision. 

Fra.  2&S. 


7 —*-**■  * 

M is  the  point  corresponding  to  the  macula  lutea 

fom  f 

ratio  m the  vertical  direction.  e’  but  in  a greater 

tft°bjeCti8.Seen  iu  MI  clearness 

identical.  The  L^Wd  with  th  ^ 'T**’  **  ^ 

Ivillr POif  1 fiXati0n’ like  ttet  of  the 
[viewed.  That  U to  l at a " ve  T ° ^ distoce  of  olgeot 
-may  be  read  without  the’  slio-hLt  d‘Stance  a word  of  one  inch  long 

ithe  more  we  can  see.  ’ ™ farther  we  look, 
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Indirect  peripheral,  or  imperfect  vision.  Objects  are  seen  indefinitely 
when  not  in  the  visual  axis,  not  opposite  to  the  macula  lutea,  because 
their  images  are  formed  on  the  less  sensitive  and  eccentric  parts  of 
the  retina,  for,  as  already  told,  the  retinal  impressions  decrease  from 
the  centre  to  the  circumference. 

The  above  physiological  facts  have  their  importance  as  tests  or 
standards,  with  which  we  can  compare  impaired  functions  of  the 
retina  and  the  optic  nerve. 

The  impaired  functions  are  shown 

First,  in  diminution,  so-called  contractions  or  limitations,  of  the 
visual  field,  that  is,  in  a regular  or  an  irregular  deficiency  at  the  cir- 
cumference, or  periphery  of  the  field,  extending  more  or  less  towards 
the  visual  centre. 

Secondly,  in  interruptions,  that  is,  partial  or  complete  loss  of  vision, 
mist}'  spots,  irregularly-formed  dark  clouds,  or  sharply-defined  black 
or  blind  spots,  scotomata,  fully  within  the  monocular  field.  Tempo- 
rary appearances  of  these  subjective  symptoms  are  met  with  in  ordi- 
nary vision. 

The  interruptions  are  best  seen  in  monocular  vision. 

Contractions  generally  begin  laterally  and  not  vertically  to  the 
visual  axis. 

I must  call  to  remembrance  the  partial  decussation  of  the  optic 
nerve  fibre  in  the  chiasma,  and  the  continuance  of  some  of  the  fibres 
laterally,  from  the  tract  to  the  disk. 

In  a monocular  field,  all  of  the  range  internal  to  the  point  of  fix- 
ation, which,  of  course,  represents  that  part  of  the  retina  to  the  outer 
side  of  the  macula  lutea,  is  supplied  by  the  lateral  fasciculus  of  the 
same  side ; and  that  external  to  the  point  of  fixation,  which  repre- 
sents the  retina  to  the  inner  side  of  the  macula  lutea,  is  supplied  by 
the  nerve  of  the  opposite  side. 

Equilateral  or  homonymous  liemiopia.  Blindness,  or  loss  of  retinal 
functions,  of  the  two  right  sides,  or  the  two  left  sides  of  the  eyes  at 
the  same  time,  occur  according  as  the  left  or  the  right  optic  nerve  is 
singly  effected,  and  bears  the  above  title. 

Double  temporal  liemiopia.  Blindness  in  the  opposite  sides  of  each 
retina,  occurs  when  the  optic  nerve  fibres  are  disturbed  in  the  chiasma, 
at  the  point  where  the  nerve  fasciculi  cross  each  other,  and  is  named 
accordingly. 

As  an  instance  of  application,  I may  mention  that  in  forms  of 
optic  nerve  disease,  afterwards  to  be  detailed,  central  vision  may  be 
acute,  while  peripheral  vision  is  much  reduced.  That  it  might  be 
impossible  to  say  by  an  ophthalmoscopic  examination  only,  whether 
there  be  present  anaemia  of  the  optic  nerve,  or  the  first  stage  of 
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atrophy  of  the  same,  while  taking  the  visual  field,  will  establish  the 
diagnosis.  This  is  fully  set  forth  in  the  section  on  disease  of  the 
optic  nerve.  In  their  respective  places,  the  occasions  for  the  use  of 
this  visual  field  measuring  will  be  found. 

Method  of  applying  the  test  for  peripheral,  or  indirect , or  imperfect 
vision.  The  simplest  and  readiest  way  of  resorting  to  this  means  of 
diagnosis,  is  to  place  the  patient  in  a good  side-light  in  front  of  one’s 
self,  at  about  the  distance  of  two  feet,  and  to  test  his  eye  by  our  own. 
lloth  persons  should  look  steadily  at  each  other.  The  patient  closes 
the  eye  not  under  inspection,  or  covers  it  with  his  hand.  The 
examiner  should  now  pass  his  finger  or  hand  midway  between  the 
patient  s eye  and  his  own,  move  it  about  in  his  own  line  of  peripheral, 
or  indistinct  vision,  and  in  proportion  as  the  patient  loses  the  sight  of 
it,  or  of  different  fingers  while  the  examiner  sees  it  on  them,  by  so 
much  is  the  patient  s retina  defective.  The  visual  deficiencies  dis- 
covered in  this  way,  are  always  in  a direction  opposite  to  that  in 
which  the  finger  is  moved. 

The  patient’s  bad  eye  may  be  compared  with  the  visual  field  of  his 
other,  if  that  be  available,  and  not  of  the  examiner’s. 

I may  say  at  once,  that  for  practical  purposes,  an  approximation 
to  the  true  extent  of  the  contraction  of  the  field  will  suffice.  We 
meiely  want  to  know  that  the  field  is  affected,  it  hardly  matters  in 
which  direction,  for  we  do  not  base  our  diagnosis,  nor  our  treatment, 
on  mere  degrees  of  the  contraction.  It  is  altogether  different  when 
scientific  and  physiological  inquiries  are  undertaken  in  this  depart- 
ment. Then,  accuracy  of  investigation  is  all-important. 

I will  give  some  methods  of  more  precise  investigation. 

Mapping  system.  The  patient  sits  or  stands  at  the  distance  of 
twelve  inches  before  a black  board,  or  a slate,  or  a sheet  of  black  or 
dark  purple  paper,  from  two  to  three  or  more  feet  square.  The 
examiner  takes  a piece  of  white  chalk  attached  to  a long  black 
I handle,  and  on  the  centre  of  the  board,  &c.,  makes  a X,  on  which 
i the  patient  steadily  fixes  his  eye.  He  moves  the  chalk  from  the 
•i  circumference  of  the  board  towards  the  X at  the  centre,  stops  short, 
and  marks  with  a dot  the  point  at  which  the  patient  first  sees  the 
chalk,  perhaps  but  indistinctly.  He  then  moves  the  chalk  still 
further  inwards,  until  it  reaches  a second  point  where  it  is  quite 
distinctly  seen,  and  then  makes  a second  dot.  Similar  and  sufficient 
trials  are  conducted  from  different  sides  of  the  board.  A line  is 
drawn  connecting  the  inner  series  of  dots.  A second  line  is  drawn, 

I connecting  the  outer  series  of  the  same.  The  space  included  in  the 
. ormer  me  repiesents  the  special  field  of  distinct  or  qualitative 
✓ vision.  I hat  between  the  lines  marks  the  special  field  of  indistinct 
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or  quantitative  vision.  It  may  be  found  that  only  one  of  these 
fields,  more  or  less  distinct,  is  traceable. 

The  maps  thus  obtained  exhibit  the  most  varied  forms.  The 
subjoined  diagram  represents  one  of  them. 

Fio.  289. 


The  point  of  fixation  is  not  necessarily  in  the  centre  of  the  map, 
but  may  be  anywhere,  even  at  the  margin.  The  distance  from  the 
eye  at  which  the  map  is  taken  may  be  made  a matter  of  convenience 
or  fancy.  The  nearer  it  is  the  smaller  the  map,  and  the  sooner  it  is 

sketched.  . , 

To  keep  records  of  a case,  so  as  to  ascertain  whether  tfieie  e 

improvement  or  not,  certain  plans  have  been  proposed  for  instance, 
a light  frame  across  which  white  threads  are  attached  m both  direc- 
tions at  every  three  inches,  is  placed  over  the  black  board,  &c.,  and 
of  which  a miniature  register  is  ruled  upon  paper,  corresponding  m 
reduction  to  one-twelfth,  the  squares  of  which  are  therefore  one- 
quarter  of  an  inch.  On  this  reduced  scale  is  copied  the  defective  field 
of  vision.  The  light  frame  may  be  dispensed  with,  if  the  board,  &c., 
be  ruled  with  rather  faint  lines.  Almost  every  examiner  who  uses 

this  method  makes  some  personal  modification.  _ 

Method  of  applying  the  test  for  direct,  central,  or  perfect  vision.  I Ins 
scarcely  requires  mechanical  assistance,  as  there  are  few  pa  len  s, 
those  unable  to  read,  who  are  not  immediately  aware  of  any  diminu- 
tion in  the  quality  of  central  sight,  and  able  to  describe  it.  . u 
the  following  instrument,  an  optometer  (Fig.  290),  may  e pu  m o 
requisition;  aud  it  is  also  useful  in  examining  other  con  iionso 
vision  included  under  the  heading  “ Acuteness  of  Vision  p.  00b. 

This  optometer  is  a shoemaker’s  rule,  or  sliding  scale,  shoi  en 
for  tk  pago,  the  fixed  upright  of  which  is  cut  down  and  notched  out 


< 


OPTOMETER. 


1069 


for  the  reception  of  the  patient’s  eye.  To  the  sliding  upright  are 
affixed  three  small  springs,  capable  of  retaining  in  position  an 
ordinary  address  card,  on  which  the  smallest  test-type  is  pasted. 

Fig.  290. 


y slowly  sliding  along  the  moveable  upright,  we  not  only  ascertain 
the  quality  of  the  patient’s  vision,  but  his  near  point.  In  medium  and 
high  degrees  of  myopia,  the  near,  and  approximative^  the  far  point 
may  thus  be  learnt.  A grooved  ring  might  be  added  to  the  fixed 
upright  for  the  reception  of  lenses.  With  a ten-inch  convex  lens 
the  far  point  may  be  ascertained  in  all  cases.  If  for  an  eye,  with 
suspended  accommodation,  to  read  the  test-type  distinctly,  the  sliding 
upright  must  be  at  ten  inches,  the  eye  is  emmetropic.  If  the  upright 

must  be  nearer,  it  is  myopic.  If  the  upright  must  be  farther  off  it 
is  hypermetropic. 

Types  of  any  size  may  be  used  according  to  the  requirements  of 
the  diseased  eye. 

Ackland’s  optometer,  sold  by  Horne  and  Thomthwaite,  displays 
more  invention.  It  is  fitted  with  a series  of  rotating  lenses,  and  the 
stem  is  graduated  according  to  their  values.  The  sliding  part  is  a 
rotating  disk,  on  which  different  sized  letters  are  painted.  Disparity 

between  the  eyes,  whether  m accommodation  or  visual  power,  may 
be  accurately  ascertained  with  it.  1 ^ 

Respecting  scotomata  or  Hind  spots,  if  they  lie  within  the  field  of 
direct  vision  they  are  well  recognised  and  understood  by  the  patient 
ong  before  he  consults  us,  and  we  are  spared  tedious  ibZ“ 

not'  7 ut  ab°,Ut.  t le  fieId  of  lndireot  vision,  they  seldom  escape  his 
notice,  although  he  may  not  be  able  to  define  them  1 

individuaJs.18011’  01  fr°m  ^ aVerage  °f  measurements  from  many 
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Perimeter.  Ingenuity  in  these  investigations  has  gone  a step 
farther,  and  costly  instruments,  called  perimeters,  have  appeared. 
However  diversified  theso  appliances  may  he,  it  is  essential  in 
their  construction  that  there  he  a moving  point,  while  the  eye  is 
fixed. 

The  perimeter  brought  out  hy  Mr.  C.  E.  Jeaffreson,  seems  to  he 
the  best,  lie  calls  it  a photo-perimeter.  Fig  291. 


Fia.  291. 


The  advantages  claimed  for  it  are  rapid  .and  accurate  applica- 
tion as  a perimeter;  also  an  instrument  hy  which  the  eye  may 
he  tested  for  the  appreciation  of  colour,  and  for  certain  defects  of 
refraction. 

Description  of  the  instrument.  It  is  a light  hemisphere  of  zinc  or 
copper,  with  a diameter  of  twenty-four  inches.  The  convexity  is 
painted  dead  white,  and  divided  hy  fine  black  lines  into  degrees  of 
latitude  and  longitude.  The  meridians  of  longitude  commence  at 
the  pole,  or  centre,  and  extend  towards  the  margin,  or  the  equator. 
They  have  between  them  a space  of  15°.  The  parallels  of  lati- 
tude encircle  the  pole,  the  first  being  placed  at  10°  from  it,  and  each 
succeeding  one  at  an  interval  of  10°.  The  pole  is  perforated  by  a 
circular  hole,  three-quarters  of  an  inch  in  diameter. 

Moveable  point.  An  Argand  burner  is  placed  behind  the  hole, 
and  so  adjusted  upon  an  upright  moveable  stand  that,  rays  from  it 
pass  through  the  hole,  and  are  made  to  fall  on  a small  mirror 
attached  by  a rod  to  the  chin-rest.  As  the  mirror  is  ground  to 
rather  less  than  twelve  inches  focus,  it  will  at  twelve  inches  from  the 
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pole  reflect  a clear  light.  To  enable  this  defined  disk  of  light  to 

bo  thrown  in  any  required  direction,  the  mirror  is  fitted  with  a 
suitable  apparatus. 

Fixation  point.  The  patient  puts  his  chin  on  the  chin-rest,  at  such 
a height  that  the  eye  to  be  examined  shall  be  opposite  the  aperture 

at  he  pole,  which  should  be  looked  at,  the  other  eye  being  covered 
with  a shade.  . ° 

■ M0<k  <C?PPl' °atU>'1  S°  aS  l"  emmine  the  indirect,  or  quantitative  .field  of 
visum.  The  mirror  is  now  placed  a little  below,  to  the  outside  of  the 
patient  s eye,  and  the  light  of  the  gas-burner  thrown  obliquely  on 
it.  All  the  markings  of  the  instrument  are  of  course  depicted  on 
the  patient  s retina  in  a reversed  position.  Light  which  is  made  to 
travel  over  the  instrument  from  the  mirror,  will  also  pass  over  the 


Fig.  292. 


Sal * - °°t  -n,  a portion  of 
travd  aLng  tLSf  V making  the  ** 

locality  in  Ihich  it  is  lost  s™hforS  * 

fctenfTbf  sought11 f ,®nt(rance’  or  spot,  is  readily 

jspot.  To  enable  aeon  f * ‘8  ' y t0  f '°  nasal  si,le  °f  the  yellow 

responding  oS?  f "T”*  *°  be  made  of  «>  <»r- 

klegrec.  1 the  lnstrument  is  divided  into  spaces  of  one 
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Charts  aro  prepared  in  different  scales  for  taking  the  register  of  the 
results  of  examination. 

Supplementary  parts.  There  are  two  diaphragms  represented  hy  the 
side  of  Fig.  291.  One  of  these  diaphragms  contains  appliances  hy 
which  the  size  of  the  central  hole  at  the  pole  may  he  regulated.  The 
more  impaired  the  sensibility  of  the  retina  is,  the  larger  must  he  the 
disk  of  light  used  for  the  examination.  The  blind  spot  is  best 
examined  with  a small  disk  of  light.  These  conditions  will  explain 
the  necessity  for  regulating  the  hole.  The  smaller  figure  contains 
disks  of  coloured  glasses,  representing  the  prismatic  colours,  which  are 
used  for  testing  the  sensibility  of  the  eye  to  colour.  Also  a disk  with 
a slit  for  astigmatic  purposes,  Fig.  292,  represents  the  instrument  in 
use. 

For  examining  the  direct , or  qualitative  field  of  vision , a stencil  letter 
is  inserted  in  an  inverted  position  in  the  hole  at  the  pole.  The 
reflecting  image  depicts  it  in  an  erect  position  on  the  surface  of  the 
perimeter,  so  that  now,  instead  of  having  a travelling  disk  of  light, 
there  is  a travelling  letter,  and  by  this  means  the  acuity  of  indirect 
vision  is  tested. 

OPTIC  NERVE  NEURITIS,  USUALLY  CALLED  OPTIC  NEURITIS. 


The  optic  nerve  is  particularly  prone  to  symptomatic  affections.  The 
liability  is  explained  by  its  long  course  within  the  skull,  its  wide 
centres,  and  its  richness  in  vascular  and  connective  tissues.  The 
pathological  changes  are  always  well  marked  in  the  latter  tissue. 

The  ordinary  run  of  ophthalmic  practice  does  not  afford  sufficient 
opportunity  for  the  full  investigation  of  this  subject.  W e,  as  ophthal- 
mologists, only  see  our  patient  when  he  has  marked  eye  symptoms, 
and  we  are  tolerably  sure  to  lose  him,  if,  during  his  attendance,  head  . 
symptoms  should  appear,  or  blindness  ensue.  We  need  the  co- 
operation of  the  physician,  he,  who  attending  the  epileptic,  the 
paralytic,  the  hydrocephalic,  and  those  with  cerebral  disorders  m 
general,  being  a scientific,  practical,  and  accurate  investigatoi  of  t e 
abstract  problems  of  disease,  through  the  paths  of  clinical  and  patho- 
logical study,  uses  the  ophthalmoscope  as  one  of  his  instruments  ol 
research.  In  this  country,  Dr.  H.  Jackson  stands  forth  as  an  early, 
original,  and  successful  worker.  His  labours,  partly  recorded  in  t le  1 
Eoval  London  Ophthalmic  Hospital  Reports,  the  medical  journals,  and 
elsewhere,  are  well  known.  Dr.  C.  Allbutt,  a later  in quire* • l very 

able  physician,  in  his  beautifully-written  work  on  The  Use  of  the 
Ophthalmoscope  in  Diseases  of  the  Nervous  System,  &c„  has  more 
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enoompas^d  and  popularized  the  subject,  and  epitomized  the  litera- 
research,  is  very  valuaSe  To  T’  ^ ““P”611  ^ 

•v  *.  - .irix.“,r’  ““  1 - 

S"s;,%£“;  ,zt  '“f 

occur  With  any  of  tbZT  v u m other,  causes)>  0P*io  neuritis  may 

diseases,  associated  with  “ cL'se  ” struct  6 as  severe 

tional  brain  diseases  if  there  h 7 f?  brain  °bange.  Pune- 

J*bo.»h  „„M,  «ktan‘aSttTTO 

~ «-  -» ■» 

Paralysis  of  cranial  nerves  folIowmg  denations  from  health, 
frontal,  or  ol  X »“d  aPeoial.  General, 
destroying  of  eon  eiousn!  ’ ^ SCTera.  even  to  the 

loss  o/vofee,  di^^~sftV”8’  MTUgh’  SickDess’ 

W~UhemiplTh  ^^P87’  lateral  Sid’ lZ 

do  Lt  arise  or0m  bnee;iil symptoms,  which 
due  to  the  same  can  e T h T e 8 °7  °r  ao4  be 

neuritis,  as  well  as  accompany  it  Precede  « follow  the 

the  brain  is  concerned,  on  the  part  of  it  IT™,  “ dePends’  80  as 
isolation  or  extension  of  the  diseased  action  * " ^ and  4he 

1-t  sy^m!  S2  tat  “of  ^ ^ ^ 

being  no  accompanying  head  or  I T ” ^ «*» 

this,  my  own  conviction  is  that  LT  V ' No4witbetanding 

nerve-change,  but  alw^  ates  “tc  7r'  a ^ 
coolly  hidden.  I will  again  allude  to 7ht  “““  ^ ”e 

Cisely  the  physical  Img^hlZo^  — “s'  These  are  pre- 
nerve, but  they  can 

“fie  disk,  as  the  optic  nLi  end  f T7  ? V»!  ®d  the 

their  display.  They  are  the  r partleuIarlj  fevourable  for 

general  serous  effusion  Tscular  T °4'  infla“mation  in 

Uferation.  ’ Va80ular  4“'goscence,  opaque  swelling,  pro- 

The  disk  is  reddish  are  u Tf  • 

8ide,  where  the  nerve  fibres  turn  °U  4he 

ei  moie  thickly,  see  p.  303.  The 

3 z 
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degree  of  the  prominence  maybe  tolerably  judged  of  by  the  degree  of 
arching  of  the  central  artery  and  vein.  In  a typical  case  so  much 
does  this  affect  the  refraction  of  the  eye,  that,  in  high  myopia,  an 
inspection  is  readily  made  by  the  direct  method  of  ophthalmoscopic 
examination,  without  a concave  lens.  Yet  the  inequality  ohthe  disk 
is  best  seen  by  the  indirect  method,  with  play  of  light  from  the 
mirror,  and  movement  of  the  object  lens. 

The  disk  transparency  is  certainly  more  or  less  lost,  because  of  the  hazi- 
ness of  the  nerve  fibres,  the  acquired  redness,  and  the  inflammatory 
products  ; and  its  boundary  is  eclipsed.  There  are  many  degrees  of 
obscurity,  from  the  slightest  departure  from  the  healthy  hue,  even  to 
complete  opacity.  Where  the  change  is  least  apparent,  and  there 
is  a reasonable  doubt  about  a pathological  condition,  we  may  obtain 
confirmation  of  disease  from  the  co-existence  of  subjective  symptoms 
of  neuritis,  and  the  disordered  state  of  the  central  vessels  of  the 
retina. 

From  the  direct  manner  in  which  the  light  of  the  ophthalmoscope 
strikes  the  fundus,  the  angle  not  being  favourable  for  sufficient 
diffusion,  slight  opacity,  when  regarded  by  itself,  may  be  over- 


looked. 

Yery  marked  opacity  always  indicates  far  advanced  neuritis. 

The  acquired  vascularity  is  due  to  development  of  capillaries. 

The  central  blood-vessels  of  the  retina  are  affected,  the  arteries  being  • 
more  or  less  reduced  in  size,  while  the  veins  are  dilated  in  their  chief, 
branches.  If  these  vessels  be  traced  from  the  circumference  of  the 
retina  to  the  centre  of  the  disk,  it  will  be  found  that  they  are  veiled  1 
at  the  disk  border,  that  they  then  appear  but  in  part,  disappearing . 
before  they  reach  the  lamina  cribrosa.  More  than  that,  they  may  be 
scarcely  visible  at  the  border,  and  quite  hidden  in  the  disk. 

Apoplexies  occur,  but  they  are  often  supposed  to  be  present  when 
they  are  not.  Fine  red  spots,  the  windings  of  the  newly-formed 
blood-vessels,  are  often  mistaken  for  them. 

Certain  fancied  resemblances  of  these  morbid  disks,  have  procurJB 
for  them  the  adjective  titles  of  mossy,  woolly,  striated,  granular,  etc. 
The  physical  effect  from  which  the  names  are  derived,  is  due  to 
enlargement  of  the  nerve  fibres,  striation,  speckling,  hypertrophy, 
and  proliferation  of  the  disk-connective  tissue.  . _ . , 

The  retina  may  be  unaffected  beyond  the  condition  of  its  central 
blood-vessels,  or  opacity  of  a small  belt  of  it  around  the  disk.  Bu  a - 
considerable  portion  of  it  may  inflame.  When  it  becomes  mar 'e  y, 
or  entirely  involved,  we  say  that  neuro-retinitis  is  present. 

Z speak  Of  this  advanced  state  in  detail,  till  I treat  of  retinal 

diseases. 
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theiPfll0mDX  chLgesmay’  fOT  “ 8hOTt  time’  °r  alt°^h6r>  8t0W 

eSCapeS  imPIicatioD>  but  a ring  of  it  around 
/ L may;b,9  th“ka.'vlth  Nation,  while  the  retina  goes  free. 
Engorged  rf»fc  Difference  in  degree  of  optic  neuritis  induced  Grafe 
o describe  a variety  of  this  nerve-change  under  the  above  term.  He 

had  found  a * °j  “ Spe°ial  f°rm  of  and  that  he 

c found  a cause  for  it.  I regard  the  engorged  disk  as  but  the 

nZTTf  fstarim0r  a SHght  f01'm  °f  !t  iD  ‘he  °Cular  eud  of 

e,  i.e  a stage  of  the  one  process  of  neuritis.  There  is  no  doubt 
a o afferent  aspect  between  it  and  marked  neuritis.  I will  try  to  show 
this,  necessarily  recapitulating  a little,  but  it  must  all  alonf  be 

£ ="X”'r  its  rststss 

;.d  0,  “ Sst' IE 

“d  ~ “ £-  «-■£ 
In  the  engorged  disk  the  redness  is  intense  the  t • 

SS  ttk  d defined  and  swollen’  ‘he «“ 

has  “t  lTif  S-W 

«r2em:Kd:r  rrif tF 

« Sisnst  Mar  ■ ^c’thrs 

disk.  The  retina  resists  impHcation.  if”  “id  Portl°ns  of  the 
have  made  autopsies  that  the  infln  im  • bJ  a few  men  who 

«,  - sssr 

ss  "«•«■  - - «— w 

retina  suffering  in  li’ke  InnL  ZT^  ““  the 

mto  a retinitis,  or  a retinitis  into  a L^itk’them  *} rUnS 
the  part  first  attacked  usually  prevail.  ’ moibid  features  of 

In  the  full-developed  neuritis  the ’disk  is  not  so  vivirf  • , 

I here  is  an  admixture  of  tn-mr  i , , vivid  111  colour. 

boundaries  are  exceeded  and  'hidden^1  ? fi°  0udmess’  and  the  disk 

*e  disk  are  no  longer  sin  Te’  “ **  natural  ladings  of 
onger  seen.  The  arteries  are  contracted,  the  veins 

3 z 2 
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are  not  very  tortuous,  but  are  very  much  concealed,  even  circum- 
ferentially. 

In  neuro-retinitis  the  position  of  the  disk  may  be  lost,  through  the 
general  vascularity.  Wherever  the  central  blood-vessels  can  be  seen 
converging,  there  is  the  disk  situated. 

The  disk  swelling  is  not  in  excess,  and  therefore  the  steepness  of 
one  side  not  usually  very  marked.  There  is  implication  of  the  retina 
round  the  disk,  and  this  may  extend  partially  and  irregularly  over  the 
fundus  of  the  eye,  particularly  in  the  region  of  the  macula  lutea. 

Anaemia  of  the  choroidea  may  be  apparent. 

The  characters  of  engorged  disk  and  neuritis  may  so  run  into  each: 
other  that  no  differential  distinction  can  be  made.  Again  and  again 
may  the  engorged  disk  be  seen  to  pass  into  the  fullest  neuritis.  Prac- 
tical men  will  know  that  a mixed  form  of  disk  appearance  is  more 
common  than  either  an  engorged  disk  or  the  full  neuritis  characters. 
Several  times  has  it  been  proved  by  post-mortem  examinations  that, 
what  was  supposed  to  be  merely  an  engorged  disk,  was  but  a part  of 
neuritis  extending  up  the  optic  nerve  trunk,  or  in  association  with  super- 
ficial neuritis  in  the  entire  trunk,  the  neurilemma  being  chiefly  involved. 
To  the  latter  state  the  term  peri-neuritis  has  been  applied.  In  a 
narration  of  cases  of  optic  neuritis,  by  Mr.  Hulke,  in  the  Royal 
London  Ophthalmic  Hospital  Reports,  is  the  dissection  of  one,  point- 
ing out  the  association  of  engorged  disk  with  “ an  indubitable  coarsen 
neuritis  optica  behind  the  eyeball,  within  the  orbit  and  in  the  cra- 
nium.” It  is  remarked,  “ perhaps,  had  the  patient  lived  a little 
longer  we  should  have  seen  the  congested  swelling,  the  engorged  disk, 
replaced  by  that  considered  typical  of  neuritis  descendens. 

I will  anticipate  a little  by  remarking  that  the  same  subjective 
symptoms  may  attend  the  engorged  disk  and  neuritis. 

There  is  usually  no  external  objective  symptom  so  long  as  the  acute- 
ness of  sight  is  not  impaired.  When  this  suffers  the  pupil  might  be, 
but  is  not  necessarily,  a little  dilated,  or  sluggish,  or  immovable. 
Redness  of  the  sclerotica  does  not  occur  unless  ophthalmitis  be  grafted 
on  the  neuritis,  and  before  the  arrival  of  which  there  must  be  neuro- 
retinitis. 

In  advanced  neuritis  the  vitreous  body  is  apt  to  become  moie  or  ess 

opaque.  . , 

It  is  said  by  Mr.  Hutchinson  that  in  the  neuritis  of.  clnlc  en,  , 

“ although  there  are  rarely  any  indications  of  general  neuritis,  yet  a 
the  yellow  spot  itself  there  is  sometimes  seen  a group  of  highly  refrac 
tive  globules,  resembling,  at  first  glance,  a cluster  of  spider  s eggs.  I 
These  groups  are  almost  symmetrical,  and  are  very  definite. 

Subjective  symptoms  of  optic  neuritis.  Any  .grade  of  optic  neuri  is, 
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“i8!14  0CC”  ^ -h  symptoms  as  in- 
siglrt  for  weeks,  or  eWn  moS^tS^If  * “7™* 

tracer1”  -4vtt^ssr 

neuritis  do  not  come  to  me  ‘Ug  state>  beoause  patients  with 

Who  seek  fo"uc"Xa7^  °me  ^ ia  ^ but  those 
paralysis,  and  head  symptoms  of  Id  kiTd  mdil?duaIs  "'j|1'  epHepsy, 
The  only  explanation  is  this  • the  n v &’,Say  Jaf:  ^ey  find  them, 
disease  of  the  connective  tissue  ™th  “^f8  essentiaI1y.  at  first, 
selves,  the  changes  in  suck  tissn  61  o’1 ,°  tlle  uerve  fibres  tkem- 

products  have  choked  or  damawrWl  " “ Sb0'™  bef°r6  the  morbid 
otherwise.  If  the  right  flbr“>  p~  or 

impaired,  of  course  the  LdnZ  - f Pre»*ved,  never  becoming 

Sr*  * *•  “■  **• »«  oStrb.S 

•bt'SS"  “^TZ‘y!°°s “««■ 

pheral  defect  is  generally  not  deWf  i * ^glj  SUSpect  that  &e  peri- 
Bight,  with  the  marked  tbefCaSeS  °f  “PP<*d  perfect 

band,  very  advanced  subjective  !!  ^ of  neuritis.  On  the  other 
neuritis,  from  but  small  objective  ones  Thf,  n™  S%b4  °°0Ur  ™ 
to  central  damage,  which  has  not  yet’had  tbTT 7 “*  down  mthei 

\ ££r  th“  to  4i“  ^ -eX  Xts;: 

an,  S°me  of 

implication  of  other  parts  of  the  eye  Tn  wh’  wu  S°“e  a,'e  due  to  ‘he 
plays  a large  part.  I wm  rive  ft  d ’ J ^leh  the  ^th  cranial  nerve 
.order  of  their  development  ! I f haVe  Seen-  and  in  the 
individual  case.  Sensitive^  hi  ^ ^ &“d  “ any 

bfth  nerve.  Slight  pain  in  the  ' £h « is  probably  due  to  the 

aerve,  or  to  the  optic  nerve  £■  ^ may  be  due  to  the  fifth 

a led  sparks,  or  flashes,  or  pkotopsia  S t?P®arances  of  light,  so- 
=olom-ed  spectra  or  chromotopsy  The  pla^  of'  oolours 

s absolute  blindness,  and  evfn  tin  I ,f4  “ay  occur  when  there 
f-T  v°litantes.  Loss  of  L“en  es  o7  ' ^ be“‘  ed 

e visual  field.  The  most  ZtinTZnl  T?-  * ^ °f  t!‘«  ®!es  of 
* eccentric.  When  central  virion  is  not  V?°n  maj’  excePtionaUy, 
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myopic  person.  General  or  partial,  and  usually  irregular  contraction 
of  the  visual  field.  Such  contraction  is  necessarily  a serious  symptom, 
always  denoting,  I believe,  nerve  atrophy.  Blind  spots  in  the  visual 
field,  or  scotomata.  Diminution  in  the  quality  of  whatever  remains 
of  peripheral  vision.  Total  loss  of  peripheral  vision.  Deduction  of 
central  vision,  the  acuteness  of  which  is  sure  to  be  impaired,  to  a spot 
perhaps  no  bigger  than  a shilling.  Total  blindness.  The  loss  of 
seeing  does  not  occur  unless  nerve  fibre  is  in  some  manner  destroyed. 
This  order  of  symptoms  may  be  so  far  modified  or  reversed  that 
decline  of  sight  to  complete  blindness  may  occupy  but  from  a few 
hours  to  as  many  days.  There  are  added,  when  the  retina  is  decidedly 
involved,  the  subjective  symptoms  of  retinitis,  such  as  haziness  of 
sight,  grey  fog,  thiok  smoke,  of  which  more  will  be  said  in  speaking 
of  retinal  diseases. 

But  in  one  class  of  cases,  those  with  slight  neuritis,  engorged  disk, 
and  marked  objective  symptoms,  and  occurring  generally  in  children 
and  young  persons;  and  in  another  with  fully  developed  neuritis 
and  still  more  marked  impairment  of  vision,  there  is  not  a trace  of 
any  subjective  disorder,  save  that  of  defective  sight. 

Some  subjective  head  symptoms  may  accompany  optic  neuritis. 
They  are  the  effect  of  the  physical  changes  in  the  orbit,  or  in  the 
head,  which  produce  the  nerve  inflammation,  and  not  neuritis  signs. 
Among  them  are  headache,  loss  of  memory,  vertigo,  epilepsy,  hemi- 
plegia, and  others  already  spoken  of. 

Morbid  anatomy  of  optic  neuritis.  The  optic  disk  is  swelled  from  i 
exudation,  and  contains  cell  and  nuclear  proliferation,  especially  . 
about  the  course  of  the  central  vessels  and  the  lamina  cribrosa.  The 
central  blood-vessels  are  tortuous  and  thickened.  The  thickening 
beino-  by  virtue  of  the  condensation  and  thickening  of  their  sheaths. 
New&  blood-vessels  are  developed.  Occasionally  there  is  ganglionic-  ■ 
like  swelling  of  nerve  fibre. 

The  meningeal  covering  of  the  tract,  and  the  sheaths  of  the  opti 
nerve,  particularly  the  inner  one  and  their  inter-connective  tissue,  - 
display  the  earliest  inflammatory  tissue  change  in  redness,  and  per- 
vasion by  soft  inflammatory  products.  The  sheaths  of  the  nerve 
bundles  are  likewise  involved.  .The  quantity  and  the  quality  ot  th 
products  in  any  part  of  the  optic  apparatus,  including  the  dis  > 

depend  on  the  degree  of  inflammation. 

The  question  of  the  disk  being  even  alone  inflamed,  crops  up  m a 
more  definite  form  here  than  heretofore.  What  has  been  sa? 
indirectly  in  the  matter  might  be  considered  by  my  rea  ei 
sufficient  I have  long  ceased  to  believe  in  isolation  of  m a 
UonTn  the  disk  end  of  the  nerve,  and  nay  view  grows  stronger  and 
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stronger.  Some  of  those  who  take  an  opposite  view,  say  that  dissec- 
turns  prove  their  opinion  ; so  they  may,  if  only  the  disk  end  of  the 
nerve  be  examined,  while  the  rest,  to  the  naked  eye,  appears 
healthy.  A careful  inspection  with  the  microscope,  when  there  are 
no  coarse  symptoms,  of  the  nerve  origin,  tract,  chiasma,  and  nerve 
trunk,  is  needed  to  famish  the  answer,  and  so  far  as  I can  ascer- 

iX’mIdediskd0Pted’  ^ ^ de°lared  aSainst  ae  individuality  of 

At  a later  stage,  the  proliferating  nuclei  and  newly-formed  cells 
became  changed  into  groups  of  granules  and  colloid  masses. 

le  nerve  fibres  long  resist  implication,  but  they  become  thickened 
and  varicose  break  up  into  fatty  granules,  and  are  quite  destroyed. 

tot  wW  ^ n ^ Uer7e  “ay  be  more  Earned  than  the  rest, 

ttotl^dol  not*7  7 °f  the  inflammation,  it  is  seldom 

that  it  does  not  pass  through  the  entire  thickness  of  the  tract  or 

Symptom  of  grey  atrophy  of  the  optic  nerve  consequent  on  neuritis 
together  with  the  morbid  anatomy  alterations.  The  atrophy  will  be  best 
seen  under  feeble  illumination  by  the  direct  rnpfWl  if  * • \ 

See  Helmholtz’s  Ophthalmoscope^ p.  284.  examination. 

paleness  of  the  disk  without  atrophic  excavation.  The  pale- 

Zm  by  tl  o' rohf  7frieS  b6ing  l0St’  » “°re  “ — or 

.Led  by  the  proliferated  connective  tissue.  But  it  depends  chieflv 

on  the  former  state,  being  more  of  an  anmmia  effect  TIia  p-f  ^ 

or  paleness,  or  blueish  whiteness  of  a dto  T * whlteness, 

symptom  of  tissue  morbidly  changed  a t t 7 7 18  n°‘  a 

aspect  of  disk-connective  tissue,  more  i less tpZdtf  blooT 7t‘ 

except  the  slight  metamorphoses  which  thefundZ  TT-’  beCaUS6’ 
constitutes  their  atrophv  The  nh*  / ^°’  ^eir  rem°val 

the  pressure  of  prSafed  feme  r t06  1 “tion  Spends  on 

prevents  the  central  blood-vessels  from  T,  ° lausParency  of  the  disk 
health.  These  weseT»dI^-  , g tra°ed  80  « in 

rather  than  coming  out  of  it  and theTd K seem  laid  on  the  disk, 
degree  of  atrophy  has  Zttd  7 ^ ^ ^ tU1  aa  danced 

°°r up  to  tbe  «*•  * 

sclerotic  boundaries,  are  more  or  less  veiled  If7’ ,7  choroidal  ™d 
wed  defined,  being  ragged  or  blurred  a y ^ ^ °uthne  is  not 
a id  not  readily  dfstinfuishable  tom  th  f 8~dad.  V a H 
' clouded  immediately  around  ^ WWh  18  «eUOTa11^ 

d«ve 

w years  when  the  prohferated  connective  tissue  con- 
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tracts,  the  disk  reduces  in  volume,  gets  more  regular  in  outline  and 
white,  and  the  blood-vessels,  especially  the  veins,  contract,  but  the 
lamina  cribrosa  is  always  concealed. 

The  alteration  in  the  nerve  trunk  is  but  a more  advanced  stage  of 
the  morbid  alterations  of  neuritis.  As  the  disintegrating  processes 
proceed,  the  atrophy,  the  final  destruction,  converts  all  into  a grey, 
shrunken  filamentary  mass.  The  nerve  elements  disappear,  their 
place  being  filled  by  fatty  degeneration,  amyloid  bodies,  &c.  Much 
of  the  areolar  tissue  disappears  also,  especially  in  the  neighbourhood 
of  the  blood-vessels.  The  chromo-lithograph  expresses  this.  . 

The  fundus  of  the  eye  may  now  show  one  of  several  aspects.  For 
instance,  a greyish  white  disk,  surrounded  by  a retina  but  little  or 
not  at  all  altered,  through  which  the  choroidea  shines.  Or  where 
neuro-retinitis  has  prevailed  with  marked  implication  of  the  retina, 
the  greyish  white  disk  lies  in  a chronically  congested  retina,  which 
reddens  the  entire  fundus,  and  blots  out  the  blood-vessels  of  the 
choroidea,  or  obscures  or  renders  quite  invisible  the  cential  blood- 
vessels of  the  retina,  except  where  they  are  close  to  the  disk,  or  a 
large  branch  of  them  takes  rather  a straight  course.  Or,  a whitened 
disk,  scarcely  distinguishable  from  atrophied  retina  and  choroidea. 

Causes  from  intra-cranial  influence. 

Meningitis.  The  general  prevailing  occurrence  of  meningitis,  the 
symptoms  of  which  I shall  not  describe,  at  the  anterior  and  infeiior 
parts  of  the  brain,  in  the  latter  case  called  basilar  meningitis,  from 
intra-cranial  causes,  is  sufficiently  known.  We  meet  with  it  m 
association  with  tubercular  and  syphilitic  deposits,  gummata  in  t e 
cranium,  in  fever,  especially  in  children,  and  in  erysipelas  of  the  head 
and  face.  Meningitis  from  external  causes,  which  are  usually  trau- 
matic, chiefly  affects  the  upper  cerebral  surface. 

It  is  the  position  of  the  meningitis,  and  its  continuity  to  the  optic 
apparatus,  the  tract,  the  chiasma,  and  the  optic  nerve  proper  rather 
than  the  kind  of  it,  which  is  important,  although  the  syphilitic  form 
concerns  us  more  than  any  from  its  frequency,  the  tendency  of  the 
optic  nerve  to  become  attacked,  and  the  active  proliferation  winch 

attends  it.  . i 

Extensive  basilar  meningitis  would  necessarily  involve  several 

nerves  at  the  base  of  the  brain,  some  in  paralysis,  and  some  m 
irritation,  which  is  almost  surely  manifested  in  spasmoc  c con 

^B^dricephalm.  This  is  a common  cause  of  neuritis  ami  blindness, 
whether  it  be  simple  and  primary,  or  secondary  and  mechanic.!  , 
result  of  pressure  on  the  veins  of  galen,  the  lateral  sinuses,  tC- 

Intra-cranial  tumours.  These  include  exostoses,  cysts,  an 
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tubeicles,  abscesses,  blood-clots,  hydatids,  sarcomas,  carcinomas,  as 
well  as  the  enlargement  or  thickening  of  any  part  which  thereby 
encroaches  on  the  intra -cranial  space. 

Intra-cranial  tumours  are  certainly  not  common,  but  there  is 
reason  to  believe  that  when  they  are  present,  they  seldom  fail,  at 
some  period  of  their  existence,  to  affect  the  optic  nerves. 

It  we  endeavour-  to  explain  how  or  why  the  neuritis  is  developed 
in  association  with  tumours,  we  soon  get  out  of  our  depth  and  show 
our  ignorance.  In  the  hope  of  getting  some  facts  in  this  direction 
to  reason  from,  Dr.  Allbutt  has,  with  much  labour,  learning,  origin- 
ality, and  ingenuity,  divided  the  intra-cranial  cavity  into  certain 
arbitrary  regions,  seventeen  of  them,  and  traced  as  far  as  he  could, 
the  ophthalmoscopic  and  other  symptoms,  objective  and  subjective,  of 
disease  found  there.  Unfortunately  he  is  obliged  to  say,  “ Such  are 
the  facts  concerning  the  ophthalmic  signs  of  intra-cranial  tumours, 
so  far  as  we  know  them.  No  one  admits  more  readily  than  I do 
how  few  these  facts  are,  and  how  difficult  it  is  to  build  up  any  thing 
upon  them.  Taking  the  chapter  as  a whole,  the  reader  has  seen  that 
le  occurrence  of  optic  signs  is  so  uncertain  that  the  ophthalmoscope 
will  give  no  encouragement  to  the  practitioner  who  takes  to  it  in  the 
hope  of  making  careful  thought  and  quick  sense  unnecessary.  On  the 
other  hand,  its  revelations  m many  cases  are  of  the  greatest  value 
and  importance,  and  m some  may  even  determine  a diagnosis.  If  the 
suiject  is  to  be  successfully  followed  up,  it  must  be  by  the  addition 

is  nrfSlostUIfberS  of.  carefully-observed  autopsies.”  This  industry 
not  lost,  for  in  it  many  workers  in  the  same  field  will  find 

ffiscovery056  aPPr“ionS  to  “d  assistance  for  farther 

We  cannot  tell  during  life  with  certainty,  whether  any  stage  of 
neuiitis  means  the  presence  of  a tumour  strictly  so  called,  or  any 
oth  r morbid  state  m the  head.  Still  less  can  we  tell  the  diseased 
phalic  region,  the  whereabouts  in  the  cranium,  whether  it  be  in 
cerebrum  cerebeHum,  or  at  the  base  'of  the  brain.  We  can  only 
infer  that  there  is  an  adventitious  product  somewhere  Tit  ^ 

can  be  determined  only  by  evidence  other ^ C the  nem dL'^h 

thV™tt  °Ca  1268  lt:  ‘ran  any  accompanying  headache  or  vomitin- 
he  most  common  of  accompanying  symntoms  fWno”  n 

might  make  a happy  guess, 'after  f T 

symptoms,  and  the  history  of  a case  Ti  ° , y . aI1  tho 

tainty  that  the  mere  clinical  side  of  any  instMce^/ne 
never  form  a valuable  and  full  record  Z b Z ? f’  0an 
theory  on  A ™ f ’ be  safely U8ed  to  base  a 

corrector,  and  so  it  is 
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tho  post-mortom  room.  Wo  must  then,  as  Dr.  Allbutt  says,  avoid 
the  “ misleading  of  cases  not  controlled  by  autopsy.” 

The  difficulty  of  these  investigations  is  increased,  in  consequence 
of  tho  neuritis  ensuing  as  an  effect  of  tumours,  &c.,  in  parts  of  the 
brain  which  have  no  direct  communication  with  the  optic  tracts; 
such  as  the  pons  and  cerebellum  ; the  cerebral  irritation  not  being 
in  the  course  of  their  fibres. 

I think  we  must  conclude  that  many  causes  come  into  operation. 
Prejudicial  effects  of  indirect  and  direct  pressure  must  operate 
largely.  Mechanical  interference  to  the  blood-supply  of  the  tract, 
or  indirect  interruption  to  the  same,  from  loss  of  nutrition  in  the 
blood-vessels,  through  damage  to  their  nerves  at  their  origin,  or  in 
their  passage,  have  been  suggested.  Inflammatory  action  in  exten- 
sion from  other  parts  is  proved.  Benedikt’s  theory  of  vaso-motor 
disturbance  arising  out  of  morbid  innervation  of  the  sympathetic 
nerves,  a symptom  of  manifold  cerebral  morbid  processes,  and 
causing  the  neuritis,  is  supposed  by  many  to  be  applicable  to  the 
majority  of  cases.  The  narrowing  and  degeneration  of  arteries,  and 
the  direct  effect  of  irritation  of  nerve  nuclei,  cells,  and  fibres,  have 
their  advocates. 

To  the  two  classes  of  cases  alluded  to,  under  the  subdivison  of  sub- 
jective symptoms,  without  any  other  than  impaired  sight,  no  cause 
can  be  assigned.  We  rarely  get  autopsies  of  such.  To  refer  them 
to  states  of  disturbed  cerebral  circulation,  and  cerebral  congestion,  is 
the  most  we  can  venture  to  do. 

Some  of  the  theories  respecting  the  cause  of  slight  neuritis,  the 
engorged  disk,  must  be  noticed.  The  supposition  that  mechanical 
impediment  in  the  skull,  presses  on  the  cavernous  sinus,  interrupts 
the  flow  of  blood  through  it,  and  indirectly  that  in  the  ophthalmic 
vein,  whereby  the  circulation  in  the  disk  becomes  strangulated,  and 
the  disk  engorged,  is  untenable.  The  same  may  be  said  about  any 
intra-cranial  cause  supposed  to  produce  pressure  and  compress  the 
cavernous  sinus.  A more  powerful  objection  to  the  above  than  the 
anastomosis  in  the  orbit  between  the  ophthalmic  and  other  orbital 
veins,  through  which  the  central  vein  of  the  retina  does  not 
altogether  empty  itself  into  cavernous  sinus,  and  farther  the  anasto- 
mosis of  the  orbital  veins  with  veins  external  to  the  orbit,  especially 
the  facial,  whereby  disk  stasis  is  prevented,  is,  that,  any  symptoms 
really  arising  from  the  stoppage  of  blood  in  the  cavernous  sinus, 
would  be  resented  by  more  marked  intra-ocular  changes,  especially 
in  the  retina,  and  such  orbital  ones  as  I have  described  in  Chapter  X . 
An  erroneous  conclusion  which  the  advocates  of  the  above  views 
arrive  at  is,  that  engorged  disk  and  intra-cranial  tumour  go  together, 
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while  advanced  neuritis,  and  intra-cranial  inflammatory  action  are 
associated  as  effect  and  cause.  The  frequent  exceptions  spoil  any 
such  rule.  In  Mr.  . Hulke’s  valuable  and  well-reported  cases  of 
neuritis  optica,  &c.,  in  the  Royal  London  Ophthalmic  Hospital 
Reports,  thirty-nine  post-mortem  examinations  were  made.  In  one 
ol  them  with  ophthalmoscopic  signs  of  “neuritis  desoendens,”  the 
cavernous  sinus  was  implicated  in  a sarcoma  growing  from  the  base 
ol  the  skull..  In  the  second,  an  engorged  papilla  was  associated 
with  a growing  tumour  in  the  middle  fossa  of  the  skull  and  orbit. 
Ihe  third  I have  already  quoted,  to  show  the  existence  of  engorged 
disk  with  post-ocular  neuritis.  In  it  the  cause  was  meningitis  and 
node  at  the  base  of  the  skull. 

Another  theory  is  set  forth,  based  on  the  alleged  anatomical  fact, 
01  which  we  are  indebted  to  the  investigations  of  Schwalbe,  con- 
tinued by  H.  Schmidt,  Mans,  and  others,  that  the  arachnoid  space  is 
continuous  with  a canal  which  passes  between  the  sheaths  of  the 
optic  nerve  into  the  lamina  cribrosa.  It  is  said  that  if  there  be 
■opsy  of  this  canal  from  serous  effusion,  the  effect  of  inflammation 
or  tumour-pressure  that  is  exaggeration  of  intra-cranial  pressure  by 
which  any  naturally  existing  serous  effusion  in  the  arachnoid  is 
pressed  into  it,  not  only  will  the  lamina  cribrosa  be  pushed  forward 
and  the  disk  made  prominent,  but  the  lateral  pressure  on  the  nerves 
mil  i educe  the  volume  of  the  central  artery  of  the  retina,  and  also 

by  compressing  the  accompanying  vein,  check  the  return  of  blood 
and  so  engorge  the  disk. 

That  there  does  occur  effusion  between  the  optic  sheaths  is  certain 
It  is  a point  yet  to  be  worked  out  in  the  post-mortem  room  what  are 

the  w 0nS  ibl  WeeU  T11  and  °pti0  neuritis>  and  ot^  conditions  of 
the  brain  and  its  membranes,  in  which  no  disk-changes  have  ensued  • 

n other  words,  what  is  the  value  of  optic  nerve  sheath  dZy  ^ 

r.  Broadbent  met  with  a fever  patient  in  whom  the  optic  Zk 
ough  not  prominent,  was  well-defined,  pink,  striated  by  vessels  the 
central  veins  being  large,  the  arteries  small.  After  death 

was  detected  with  considerable  effusion  of  arachnoid  fluid  especially 
at  the  base  of  the  brains  Ain™  • a ’ esPeciaily 
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field  or  ophthalmoscopic  signs,  in  hard-drinking  men,  and  drunkards. 
I attribute  it  to  the  effect  of  exhaustion  from  innutrition. 

I am  not  familiar  with  the  presence  of  neuritis  in  persons  with 
symptoms  of  alcoholic  poisoning,  hut  such  association  has  been 
described  in  drunkards’  delirium.  It  is  easy  to  understand  that  the 
optic  nerve  may  inflame  when  the  arachnoid  and  pia  mater  membranes 
are  so  affected. 

Tobacco-neuritis.  This  has  no  existence  according  to  my  observa- 
tion. Without  discussing  the  question,  I will  merely  state  that  after 
much  clinical  investigation,  and  an  examination  of  the  literature  on 
the  subject,  I conclude  that  tobacco  has  no  special  effect  on  the  optic 
nerve.  Where  in  cases  of  excessive  smoking,  the  brain,  “nervous 
centres,”  are  affected,  along  with  tremor,  &c.,  the  optic  nerve  may 
suffer  in  its  function,  just  as  the  olfactory  and  the  auditory  nerves 
do,  and  impairment  of  sight  ensue.  Such  instances  are  rare,  but  I 
have  met  with  several,  and  never  could  I find  a trustworthy  ophthal- 
moscopic sign.  In  all  of  them,  alcohol  had  been  abused  as  much  as 
tobacco. 

Optic  neuritis  from  lead  poisoning.  Through  the  kindness  of  Mr. 
S.  W.  Rayne  and  Dr.  Hulme,  medical  officers  to  extensive  white  lead 
works  at  Newcastle-on-Tyne,  I have,  during  professional  visits  to 
that  town,  examined  many  persons  with  saturnine  neuritis.  All 
were  women.  In  every  instance,  there  was  the  complication  of  one 
or  several  of  the  following  symptoms.  Blue  lead  mark  in  the  gums 
around  the  teeth,  lead  colic,  wrist  drop,  loss  of  hair,  pain  in  the  back 
and  head,  and  occasionally  vomiting ; rheumatic  pains,  so-called,  but 
perhaps  neuralgic  ones  ; facial  paralysis. 

At  first  I thought  I had  before  me  primary  atrophy,  but  a farther 
examination  showed  slight  exudation  in  and  even  about  the  disk,  in 
association  with  decline  in  the  disk  vascularity.  I suspect  that  disk 
anaemia  sets  in  before  the  exudation  occurs. 

The  remarkable  contractions  of  the  retinal  blood-vessels,  along 
with  the  disk  blanching,  and  the  integrity  of  the  choroidea,  are  the 
objective  characteristics. 

The  consecutive  atrophy  was  blueish  white  rather  than  white. 

The  long  persistence  of  sight,  with  so  much  disk  change,  as  well 
as  the  retention  of  the  acuteness  of  central  vision,  and  undisturbed 
range  of  accommodation,  very  much  astonished  me.  Peripheral 
vision  was  defective,  but  I had  no  means  of  testing  the  delect 


accurately.  , . , _ , Ta 

A question  naturally  occurs,  and  which  I cannot  answer,  Is  til 

neuritis  merely  symptomatic  of  some  brain  change,  or  a primary 

effect  of  the  lead  influence  ? 
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I found  that  all  the  precautions  provided  to  protect  the  artisans 
trom  the  effect  of  the  lead,  were  totally  disregarded. 

I did  not  see  any  instances  of  paralysis  of  the  ciliary  muscle,  nor 

sa  urnine  letinitis.  Both  are  said  to  be  lead  poisoning  symptoms. 

tio“  -/r°m  menstrual  disorder.  Existence  of  such  is  very  ques- 

Neuntis  from  syphilis.  This  occurs  in  the  secondary  form  of 
syphilis.  It  would  seem  that  the  chief  difference  between  it  and  the 
neuritis  from  mtra-cramal  syphilis  is  the  greater  tendency  for  the 
one  eye  to  be  attacked,  there  being  neuro-retinitis  rather  than  pure 

and  thVrUDk  °f  tte  DerTO  bei“«  *****  in  an  ascending 
direction,  ascending  neuritis. 


primary  or  white  atrophy  of  the  nerve  from  intra-cranial 

INFLUENCES. 

wi™L^Wmr1  ^ the  WhiteneSS  0f  tlle  disk>  in  ass°ciation 
hrivellmg  of  the  nerve,  and  the  supposed  development  of 

the  change,  without  a preceding  inflammatory  stage.  The  prevailing 
W™  Pw  gI-al  °PiET  iS’  tkat  a S.flammatrn  or  a? 

“•  ..d  White  S"  XS  “h°“  r" 

statement  that  the  optic  nerve  Vverh^'  nerVeS’  1 ™ “et  by  tbe 
special  sense,  and  micht  bp  -m  l ^ an  exceP^10n  as  one  of 

retina  as  atrophic  c“nfe  “ its  -trition  by  the 

mechanical ; sudi  ar^enTipti^t^th^6  ah’0pby  is.nearly  always 
operating  at  the  base  of  flip  1 • i G nerve  nutrition  from  causes 

tte  tracf  at  its  15  ™^  &°'’ 
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dropsy.  To  adopt  this  explanation  will  suit  some  cases  of  atrophy 
hut  not  all. 

White  atrophy  is  said  to  he  determined  hy  sclerosis  in  the  tract, 
or  in  the  optic  nerve,  in  association  with  the  same  in  the  hrain,  or  in 
the  spinal  cord. 

The  association  of  atrophied  disks,  chronic  myelitis,  and  locomotor 
ataxy,  is  well  known. 

Paralytio  affection  of  the  ocular  muscles  may  appear  early  in 
locomotor  ataxy,  and  the  pupil  may  contract  early,  hut  as  a rule  the 
optic  nerve  is  not  affected  in  it,  or  in  chronic  myelitis,  till  the  general 
effects  of  the  spinal  degeneration  are  well  marked. 

In  general  paralysis  too,  the  optic  nerve  atrophies.  Dr.  Allhutt 
has  published  the  following  statistics,  Med.  Chi.  Trans. : In  fifty- 
three  cases  of  the  paralysis,  the  eyes  showed  no  changes  in  five.  Of 
the  remaining  forty-eight,  the  disk  was  atrophied  in  various  stages  in 


forty-one.  In  seven,  any  change  was  doubtful. 

Ophthalmoscopic  symptoms.  Whiteness  of  the  disks,  for  both  are 
affected.  Slight  cupping,  atrophic  excavation.  Deduction  in  the 
number  and  size  of  the  central  blood-vessels. 

All  atrophic  changes  are  at  first  best  seen  towards  the  outer  part 
of  the  disk,  where  the  capillaries  are  fewest.  In  the  latest  stage, 
when  the  lamina  cribrosa  is  much  exposed  from  the  destruction  of 
the  nerve  fibres,  the  aspect  as  received  by  the  indirect  method,  is 
tendinous  and  stippled,  rather  than  white,  and  tints  of  grey  or  blue 
may  be  produced,  by  varying  the  light  on  the  disk.  But  by  the 
direct  method,  the  white  character  is  seen.  To  the  atrophy  of  the 

disk-capillaries,  is  the  whiteness  due. 

The  disk  is  always  sharply  defined,  although  the  outline  may  be 
irregular.  In  advanced  stages  it  is  frequently  oval.  These  changes 
imply  shrinking,  which  may  be  considerable,  but  the  round  and 
normal  size  may  be  long  preserved  with  the  fullest  blanching. 

The  reduction  in  the  calibre  of  the  retinal  blood-vessels  commences  in 
the  arteries  and,  as  a rule,  progresses  with  the  nerve-shi inking.  T e 
distinction  between  the  arteries  and  the  veins  is  soon  apt  to  bo  lost. 
These  vessels  cannot  be  traced  far  into  the  retina,  and  some  of  t lem 
may  nearly  or  quite  disappear,  or  be  accompanied  by  white  threads 

like  lines,  due  to  alterations  in  their  walls. 

As  exceptions,  the  blood-vessels  may  seem  imchanged,  or  the 
arteries  only  altered,  or  if  the  veins  be  abnormal,  they  may  be 

distended.  # , ■>  n 

The  atrophic  morbid  excavation  or  cupping  of  the  disk  must  be 

understood  in  contradistinction  to  the  physiological  cupping, 
means  loss  of  disk  nerve-fibre,  with  or  without  loss  of  conueeUve 
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tissue,  and  thereby  the  production  of  an  aruomic  cavity,  which  affects 
the  normal  course  of  the  central  blood-vessels,  by  which  altered 
course  is  demonstrated  the  existence  of  a cavity. 

The  back  ot  the  cavity  is  the  lamina  cribrosa.  The  margin  is 
foimed  by  that  of  the  retina  and  the  choroidea,  or  the  latter  singly. 
The  side  is  either  the  sclerotica  and  nerve-fibre,  or  connective  tissue, 

according  to  the  degree  of  the  atrophy,  and  any  attendant  tissue 
proliferation. 

The  excavation  or  cupping  is  shallow,  deepest  in  the  centre, 
although  it  may  be  very  wide..  It  is  shallow  because  the  lamina 
cribrosa  is  not  pushed  back  as  in  glaucoma,  where  the  excavation  is 
deep.  It  differs  besides  from  glaucomatous  excavation,  inasmuch  as, 
when  well-marked  by  much  loss  of  nerve-fibre  and  exposure  of  the 
lamina  cribrosa,  the  sclerotic  ring  stands  well  out,  particularly  on 
the  inner  side  In  glaucoma,  this  ring  is  pushed  back,  along  with 
the  lamina  cribrosa.  As  the  central  blood-vessels  have  not  to  climb 
steep  walls,  on  account  of  the  form  of  the  excavation,  the  margin 
no  being  abrupt,  but  walls  which  are  gradual  and  sloping,  they  do 
not  show  much  displacement  at  the  edge  of  the  disk,  but  pass  over  it 
with  a more  or  less  feeble  curve,  or  scarcely  any  appreciable  curve, 
-bmgorgement  of  the  veins,  so  common  at  the  edge  of  the  excava- 
tion m glaucoma,  is  not  apparent.  The  reduced  blood-vessels 
may  generally  be  traced  from  their  entrance  through  the  lamina 

glaucoma^  ^ n°  part  °f  tllem  being  lost  to  view,  as  in 

The  fullest  appreciation  of  the  atrophic  state  can  be  received  only 

when  an  opportunity  occurs  in  the  same  person,  of  comparing  the 
diseased  eye  with  the  sound  one. 

In  the  beginning  of  the  atrophy,  an  oblique  oval  whiteness  is 
een  m the  disk,  remarkable  for  its  brightness.  This  surrounds 
the  prus  opticus  on  its  temporal  side.  The  brightness  extends 
and  becomes  circular  but  never  goes  beyond  the  connective  tissue 

of  f’  ;iThil  th  T °f„  t "If-  the  **  becomes 

pearl  a C°ld  aspect’  like  satin  mother-of- 

The  subjective  symptoms  differ  in  scarcplv  nrmnoj'  i n 

..irrr  “ “ 01 

of  the  atrophy  is  often  arrested.  h ‘he  pl'°gress 

The  treatment  is  less  clearly  indicated  than  in  neuritis.  T hoK„ve 
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that  the  iodide  of  potassium,  as  a routine  medicine,  will  afford  the 
best  chance  of  checking  the  disease. 

I am  often  told,  and  even  read,  about  the  advantages  of  sub- 
cutaneous injection  of  strychnia,  from  one-fortieth  or  one-fiftieth  of  a 
grain,  injected  into  the  temple  or  arm  daily,  or  on  alternate  days,  or 
at  intervals  of  a day  or  two,  till  there  is  benefit,  or  unless  dizziness, 
itching,  headache,  or  limb  twitching  ensues.  Dr.  Nagel  has  extolled 
the  method  in  various  degrees  of  optic  nerve  blindness.  I have  never 
seen  the  slightest  benefit  result  from  such  treatment,  where  there  has 
been  any  organic  change  visible  in  the  optic  nerve  or  in  the  retina. 
Where  it  is  supposed  to  have  been  of  benefit,  as  in  cases  of  loss  of 
acuteness  of  vision  arising  out  of  depression  of  the  system  from 
haemorrhage,  &c.,  such  as  those  of  which  I have  spoken  at  the  end 
of  the  section  on  optic  neuritis,  we  know  that  recovery  may  come 
about  with  hygienic  measures  without  the  use  of  drugs,  although 
certain  astringents  and  tonics  add  to  the  rapidity  of  the  recovery. 
I have  no  room  for  the  various  other  methods  of  treatment  which 
are  recommended.  The  continuous  galvanic  current  is  now  fashion- 
able, and  therefore  highly  extolled.  In  no  stage  of  this  atrophic 
process  do  we  find  the  retina  inflamed,  as  we  may  see  in  that  of 
neuro-retinitis.  We  do  not,  therefore,  get  the  white  disk  in  the  red 
fundus. 


THEllE  ARE  SOME  POINTS  IN  COMMON  TO  GREY  CONSECUTIVE  ATROPHY 
AND  WHITE  ATROPHY  WHICH  I HAVE  PREFERRED  TO  PLACE  UNDER 
A SEPARATE  HEADING. 

Extra-ocular  causes.  Disease  of  the  optic  nerve  apparatus,  or  its 
coverings,  of  the  brain,  and  of  the  spinal  cord. 

Intra-ocular  causes.  Retinitis,  glaucoma,  embolism  of  the  central 

artery  of  the  retina. 

Disk  atrophy,  irrespective  of  cause,  may  pass  through  its  stages  and 
be  developed  in  one  eye  without  a single  subjective  symptom  having 
been  noticed,  till  blindness  is  discerned  only  by  accident.  . I have 
met  with  such  examples  many  times,  and  even  in  association  with 
the  most  advanced  state  of  the  atrophy,  by  which  was  shown  the  long 
existence  of  the  nerve  disease. 

The  retina  is  always  involved  in  both  forms  of  atrophy  from 

extra-ocular  causes.  # 

In  the  white,  the  internal  layers,  or  nerve-tissues,  suffer  clue  } , 
becoming  anaemic  and  wasted.  The  choroidea,  too,  becomes  atrophic 
in  patches  near  to  the  disk.  The  vitreous  body  liquefies. 
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The  aspect  of  the  atrophic  disc  does  not,  at  any  stage,  afford 
indication  by  which  it  can  be  told  that  the  atrophy  is  progressing 
or  not. 

In  the  grey  or  consecutive  disc  atrophy,  all  the  layers  of  the  retina 
are,  more  or  less,  generally  implicated  in  atrophy,  and  retinal  detach- 
ment may  ensue. 

TVliere  fiom  intra-ocular  causes  the  retina  is  the  starting-point 

of  the  nerve  disease,  it  and  the  choroidea  are  early  and  completely 
disorganized. 

Pathological  pigmentation  of  the  disc  occurs  (see  Natural  Pigmenta- 
tion, p.  303)  most  commonly  in  atrophy  consequent  on  traumatic 
ophthalmitis.  It  is  due  to  the  escape  of  the  colouring  matter  of  the 
blood,  haemoglobin,  or  to  the  blood  itself,  passing  through  the 
walls  of  the  blood-vessels  under  conditions  of  congestion.  Or,  direct 
sanguineous  extravasation  from  rupture  of  the  blood-vessels!  The 
haemoglobin  is  chemically  converted  into  reddish-brown  or  black 
pigment  granules  and  crystals,,  haematoidin.  Pigmentation  occurs 
too  in  the.  retina  around  the  disc,  as  irregular  clumps,  or  offshoots 
or  bodies  like  true  corpuscles,  or  patches. 

The  chief  atrophic  mart,  I wish  to  lay  stress  on  this  is  the 
reduction  m the  number  and  size  of  the  central  blood-vessels.  Only 
a single  artery  may  remain,  and  pursue  its  course  without  a branel'i 
or  all  may  be  removed  from  sight,  and  only  a few  small  veins 

remain  I have  seen  a white  disc  from  lead  poisoning  without  a 
single  blood-vessel  of  any  size. 

Colour-blindness  in  optic  none  atrophy.  Lebert  has  given  much 
attention  to  this  subject,  and  shown  that  with  the  atrophy  colour- 
appreciation  is  defective.  He  finds  that  while  the  defect  is  mainly 
like  ordinary  colour-blindness  where  there  is  no  nerve  atrophy 
and  that  m neuritis  without  atrophy  the  appreciation  of  colour  is  not 
n erfered  with,  the  loss  of  the  perception  of  red  is  about  the  first 

evchrNld  h'lmPfTnt'i  ThiS  iS  Strange’  “ red  is  the  most 
l S J , P°f  ye  ,°f  a11  colours-  Blue>  the  coldest  and  most 

retnmg,  is  about  the  last  which  is  perceived.  Small  coloured  spots 

oi  small  pieces  of  coloured  paper,  are  better  to  employ  the  test  with’ 
than  masses  of  colour.  1 y Wltl1 

Some  cerebral  pathological  facts  in  association  with  neuritis  and  mil, 
atrophy  of  the  optic  nerve,  must  be  given.  ’ h 

■ Paraplegia  existing  with  neuritis,  signifies  brain  lesion  in  and 

neuritis  * Ih  Whl°h  “ ““  COmm«nest  «•*  of  the  causes  of 

: J eihaps  the  corpus  striatum  is  involved 

Jhsease  of  a hemisphere  alone  does  not  paralyze  any  cranial 
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Intra-oranial  causes  of  neuritis  and  white  atrophy  almost  in- 
variably affect  both  optic  nerves,  even  where  the  affection  out  of 
which  it  arises  is  limited  to  one  hemisphere. 

One  eye  often  suffers  more  than  the  other  with  neuritis  or  atrophy, 
and  even  where  only  one  hemisphere  is  diseased,  there  is  no  regular 
correspondence  between  it  and  the  worse  eye. 

Neither  neuritis  nor  white  atrophy  has  ever  been  found  with 
disease  limited  to  the  pons,  the  optic  thalamus,  or  medulla  oblongata. 

Marked  pathological  changes  in  the  disc  are  not  infrequently 
associated  with  unilateral  spasm  and  unilateral  paralysis,  but  not 
unilateral  irregular  movements. 

Intra-cranial  disease,  producing  neuritis  and  white  atrophy,  is 
almost  always  what  is  called  “ coarse.” 

Neither  neuritis  nor  white  atrophy  appears  at  the  disc  as  an 
immediate  effect  of  brain  lesion,  the  lapse  of  days  at  least  being 
required  for  either  to  be  seen  with  the  ophthalmoscope. 

Recent  cerebral  haemorrhages,  although  large,  provided  they  do  not 
destroy  the  visual  centres,  induce  no  ophthalmoscopic  signs,  certainly 
not  during  the  state  of  insensibility  which  occurs  from  them.  The 
presence  of  a clot,  like  all  other  foreign  bodies,  within  the  biain, 
may  in  time  induce  neuritis  or  atrophy.  Yet  the  association  is 
rare.  A clot  resting  on  the  optic  nerves  may  affect  them  directly  by 
compression. 

Brain  softening,  even  when  large,  unless  it  interfere  with  the  optic 
centres  or  tracts,  does  not  spoil  the  optic  nerve. 

Intra-cranial  abscess  is  a common  cause  of  optic  neuritis  and 

atrophy. 

The  occurrence  of  neuritis  in  brothers  and  sisters,  without  any 
apparent  head  symptom,  has  been  noticed  by  several  surgeons.  In 
my  own  practice,  three  brothers  out  of  seven  children  were  attacked, 
two  at  the  age  of  fourteen,  and  one  at  the  age  of  eleven.  In  all  of 
them  the  affection  progressed  till  peripheral  sight  was  destroyed,  and 
central  vision  was  very  much  reduced  and  imperfect. 

Intra-cranial  aneurism  rarely  sets  up  neuritis  or  atrophy.  1 
be  strictly  at  the  base  of  the  brain,  it  may  produce  symptoms  like 
those  of  a cerebral  tumour,  except  in  not  affecting  any  of  the  special 


senses.  ..  . 

In  association  with  optic  neuritis,  Dr.  J ackson  describes  epiiep  1- 

form  amaurosis,  a mere  temporary  loss  of  sight,  or  temporal  y 

development  of  colours,  sparks,  &c.  . 

Such  ocular  seizure  may  occur  alone  or  be  followed  by  a convu  sion, 
or  bv  loss  of  consciousness,  or  convulsive  seizures.  If  there  bo  vn 
either  variety  of  transient  affection  of  sight,  or  with  permanent 
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ection  of  si^ht  from  optic  neuritis,  an  epileptiform  seizure  begin- 
mug  in  the  hand,  or  cheek,  or  foot,  we  may  conclude  that  there  is 
disease  of  convolutions  of  the  cerebral  hemisphere,  opposite  the  side 
of  the  body  on  which  the  convulsion  begins,  and  that  the  part  of  the 
faulty  hemisphere  is  near  to  the  corpus  striatum 

th^TT7  *****  °ffght  oooasioila%  becomes  permanent,  usually 
tlnougli  the  sequence  of  optic  neuritis.  J 

°ften,  in  cerebral  cases,  epilepsy  for  example,  there  are  found 
anges  about  the  discs,  such  as  silvery  streaks  along  the  blood- 

Z bevond'th  d'°“  VeSS,el,S’  °r  Sli«:llt  °Wity  of  the  vessels 

the  a y d Ti  dlSC!’  0r  a SUdden  bendin?  of  the  ™ns  jost  beyond 
iscs.  le  interpretation  of  these  appearances  is  doubtful 

.1 «..» b.„, 

rlp^hlle  UeU1^iS  iS  S°  common  a res^t  of  intra-cranial  tumour 

producin/thT  7 ^ perhapS  never>  ensues>  unless  the  tumour 
liotlucmg  the  neuritis  compress  the  auditory  nerve. 
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dnWnTf 1 Wdl1  tblSi  aS  a t'arf  of  tlle  general  debility  which  arises 
during  fevers,  or  subsequently  to  them,  or  any  exhausting  illnes  or 
haimoiThage  at  parturition,  or  menorrhagia  or  S ’ 

Xhere  is  another  form  of  temporary  loss  0f  sfehf  th„t  •*,  , 

apparent  cause  and  which  nafhd  o “at  without  any 

cerebral  fault.  We  Inow  tC  T “**  be  due  *°  ***  « 

without  any  bad  foil for  a 

of  chiefly  by  the  ba 

ness  of  the  limbs,  unilateral  spasL,  &o.  With  snehZen^r  “ Tr 
ness  may  be  expected.  1 associahon,  blind- 

oZrfeZ7  “ated  ** 

form  of  temporary  partial  interruption  to^hTt"^ 

4 A 2 
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amaurosis,  a[j.avp6(i),  to  render  obscure,  amblyopia,  ayfiXys, 

dull ; w\//,  the  eye. 

These  were  in  olden  times  the  terms  used  respectively  to  signify 
blindness  and  impaired  vision,  when  there  was  no  discernible  cause. 
It  is  a pity,  now  that  the  ophthalmoscope  and  other  means  reveal  so 
much  about  blindness  and  the  nature  of  defective  sight,  and  too, 
when  we  are  accustomed  to  speak  of  abnormal  conditions  of  the  eye 
definitely,  that  such  expressions  he  retained,  for  they  tend  to  confu- 
sion. Science  and  teaching  will  he  benefited  by  their  exclusion. 
Some  writers  wish  to  retain  the  term  amaurosis,  and  to  apply  it  to 
destruction  of  eye  function  from  disease  in  the  optic  nerve  apparatus, 
hut  even  this  cannot  he  done  apart  from  confusion.  It  is  far  better 
where  an  eye  is  sightless  to  say  that  there  is  blindness,  which  will 
carry  all  the  causes  of  loss  of  sight,  and  where  there  is  impaired 
vision,  to  say,  if  we  can,  what  the  defect  is,  he  it  detached  retina, 
grey  atrophy  of  the  optic  nerve,  retinitis,  or  loss  of  accommodation, 
displacement  of  the  crystalline  lens,  &c.,  than  amblyopia,  vhicxi 
really  expresses  nothing.  Systematic  writers  of  eye  books  who 
devote  a chapter  to  amaurosis  and  amblyopia,  are  forced  to  repeat 
what  has  been  said  before,  respecting  the  several  conditions  of  the 
eye  in  association  with  abnormal  sight. 


APOPLEXIES  OF  THE  OPTIC  NERVE. 

Disc  apoplexy  has  been  described.  Apoplexy  of  the  optic  nerve 
in  the  orbit,  and  commissural  apoplexy,  have  been  conjectural!}' 
diagnosed,  to  account  for  certain  cases  of  monocular  and  binoculai 
sudden  blindness,  but  confirmation  by  morbid  anatomy  is  wanting. 
According  to  Knapp,  apoplexy  between  the  sheaths  of  the  nerve  has 

been  verified. 


TUMOUR  OF  THE  OPTIC  NERVE. 

A tumour,  as  seen  in  the  disc  by  the  ophthalmoscope,  must  be 
indeed  rare,  as  I have  not  met  with  one,  and  but  very  few  are  on 

record.  . , , , 

Myxoma  is  the  class  to  which  this  optic  nerve  tumour  belong 

The  new  growth,  so  far  as  the  optic  nerve  is  concerned,  is  oncap- 

suled  by  the  optic  nerve  sheath,  thrusts  the  eyeball  forwards,  linn  s 
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its  movement,  and  produces  blindness.  In  one  case  similar  small 
analogous  tumours  were  developed  in  the  fatty  tissue  of  the  orbit, 

I be  diagnostic  mark  by  which  it  is  to  be  distinguished  from 
simple  inflammatory  tumefaction  are,  irregularity  in  disc  promi- 
nence, ariety  in  light  and  shade  in  the  enlarged  parts,  distention 
ot  the  sclerotic  ring,  and  abruptness  of  the  walls  which  separate  the 
tumour  from  the  neighbouring  healthy  retina. 


CHAPTER  XLVIII. 


DISEASES  OF  THE  RETINA. 

NEURO-RETINITIS RETINITIS  ALBUM  IN  URICA RETINITIS  SYPHILITICA 

RETINITIS  LEUCJEMICA  RETINITIS  PIGMENTOSA  HYPER- 

iESTHESIA  OPTICA CYSTIC  OR  COLLOID  DISEASE  OF  THE  RETINA. 

EMBOLISM  OF  THE  CENTRAL  ARTERY  OF  THE  RETINA  — 

DETACHMENT  OF  THE  RETINA  FROM  THE  CHOROIDEA  AND  FROM 
THE  VITREOUS  BODY HEMERALOPIA  OR  DAY  BLINDNESS. 

The  retina,  of  all  tlie  ocular  tissues,  lias  been  most  investigated 
anatomically  in  its  normal  and  abnormal  states,  both  in  ancient  and 
in  modern  times,  and  with  such  success  as  to  render  it  more  than  pro- 
bable that,  with  no  better  appliances  for  research,  nothing  new  will  be 
discovered.  I may  say,  too,  that  its  functions,  and  its  diseases  in 
their  clinical  bearings,  have  received  the  lullest  and  most  anxious 
attention  of  all  physiologists  and  ophthalmologists.  The  literature 
of  the  latter  is,  from  its  extent,  appalling  to  those  who  desire  to 
look  into  it. 

Reference  to  my  “Anatomical  Introduction”  will  show  how  largely 
modified  collective  tissue  enters  into  the  formation  of  the  retina,  and 
forms,  as  it  were,  its  framework.  This  tissue  is  in  largest  proportion 
at  the  periphery  of  the  retina,  while  at  the  centre  the  nerve  element 
predominates. 

I have  shown,  in  treating  of  optic  nerve  neuritis,  that  the  inflam- 
matory changes  begin,  and  are  chiefly  developed  in  the  connective 
tissue,  the  other  tissues  of  the  nerve  being  mainly  aflected  second- 
arily. Id  the  retina  we  find  a pathological  parallel. 

I think  the  least  objectionable,  and  certainly  the  most  convenient 
descriptive  method  of  introducing  the  phenomena  of  retinitis,  is  to 
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treat  of  the  effect  of  inflammation  in  the  retina,  and  then  the  more 
marked  alterations,  or  excess  of  changes,  or  prominence  of  any  such, 

ou  lining  in  this  or  that  tissue,  as  varieties  under  respective  special 
heads. 


ACU1E  NEURO-RETINITIS  IN  FULL  DEVELOPMENT,  USUALLY  CALLED 

INFLAMMATION  OF  THE  RETINA. 

This  heading,  which  includes  optic  disc  inflammation,  is  based  on 
clinical  fact.  I never  saw  an  unequivocal  instance  of  retinitis  in 
w iu  i the  optic  disc  was  not  more  or  less  involved  in  the  surrounding 
inflammation.  No  degree  of  optic  neuritis  can  occur  without  the 
retina  participating,  in  at  least  as  respects  some  blood-vessel  abnorm- 
a ities ; since  the  retinal  vessels  pass  through  the  optic  nerve  and 
sc ; and  occasionally  retinal  haze,  or  opacity  just  around  the  disc, 
and  the  most  intense  retinitis  may  be  a sequel  to  optic  neuritis.  See 
page  97  4.  Still  we  may  speak  of  optic  neuritis  as  an  entity.  We 
cannot,  however,  in  a like  sense  speak  of  retinitis,  since  in  inflamma- 
tion of  the  retina,  not  grafted  on  optic  neuritis,  and  probably  not 
therefore  of  cerebral  origin,  and  developing  in  a proliferating-  pro- 
cess, the  inflammatory  action  invariably  spreads  to  the  diso. 

It  is  true  that  the  disc  is  rarely  so  markedly  affected  as  in  original 
and  isolated  neuritis.  I have  said,  at  page  1075,  that  when  a neu- 
n is  runs  into  a retinitis,  or  a retinitis  into  a neuritis,  the  morbid 
features  of  the  part  first  attacked  usually  prevail.  In  this  I recog- 
nise retrogressive  neuritis.  How  far  up  the  optic  nerve  the  inflam- 
matory action  may  travel,  I know  not. 

It  must  ever  be  remembered,  as  respects  this  parcelling  of  diseases 
that  we  are  frequently  dealing  with  arbitrary  divisions  absolutelv 

^Xned  meth0di°al  StUdy’  Wt  Whi0h  are  otherwise 

It  has  long  been  recognised  in  neuro-retinitis  that,  although  none 
- the  retinal  layers  escape  in  the  attack-how  could  they  in°a  struc 

STa%  TpHed  almost  exclusively 

/ , arterial  trunk  .’-—inflammatory  proliferation  of  the  connect; v« 

I ssue  frame-work,  fatty  degeneration,  and  sclerosis  are  no“llv 
e lually  spread  through  its  entire  thickness,  but  are  mnrP  „ f 
sometimes  in  one  part,  sometimes  in  another.  ' * pparait, 

Ihe  limiting  membrane,  and  what  is  called  the  PvfPrilni  r 
membrane  of  Max  Schulte,  and  described  by  him  “ 
nective  tissue,”  neuroglia,  lying  between  the  external  "mnulte  1 iv"" 
and  the  layer  of  rods  and  cones,  but  not  noticed 
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Introduction,”  are  often  severally  the  focus  of  inflammation,  and 
evince  accordingly  different  local  ophthalmoscopic  signs.  Where  the 
former  is  involved,  the  vitreous  body  partakes  in  the  excitement,  and 
we  have  superadded  hyalitis,  a condition  which  I have  elsewhere 
treated  of.  The  choroidea  may  escape.  This  form  of  retinitis,  which 
is  the  commonest  met  with,  is  often  called  parenchymatous,  or  diffuse. 
Where  the  latter  and  the  posterior  layers  of  the  retina  are  the  points 
of  inflammatory  selection,  the  choroidea  is  usually  involved  and  the 
tapetum  is  affected,  when  arises  a condition  called  exudative  reti- 
nitis, which  will  he  described.  This  comparative  isolation  supposes,  in 
either  case  of  course,  a mild  attack  of  retinitis,  for  in  a furious  one 
there  is  no  such  distinction,  the  entire  retina,  vitreous  body,  and  cho- 


roidea suffer. 

Ophthalmoscopic  symptoms  of  acute  neuro-retinitis. 

Loss  of  disc  and  retinal  transparency , to  an  extent  varying  from 
slight  haziness  to  marked  greyness  or  cloudiness,  which  might  be 
called  opacity.  This  haziness,  &c.,  may  be  disposed  over  the  retina, 
or  occupy  but  a part ; when  partial,  the  region  of  the  macula  lutea 
would  suffer.  In  either  case  it  might  be  uniform  or  mottled.  Partial 
retinitis  is  seldom  elsewhere  so  well  marked  as  at  the  macula  lutea. 

The  disc  is  swollen,  hypersemic,  and  irregular,  with  loss  of  outline 
somewhat  as  in  optic  neuritis,  only,  as  there  is  less  exudation  than 

in  it,  the  pathological  changes  are  less  marked. 

The  retinal  arteries  may  or  may  not  be  contracted , but  the  veins  arc 
always  full , dark,  and  tortuous.  Both  of  these  systems,  of  blood- 
vessels may  be  more  or  less  hidden,  and  not  capable  of  being  traced 
to  their  ramifications.  The  manner  in  which  they  are  obscured  is  a 
tolerable  indication  of  the  extent  of  the  inflammatory  products  pre- 
sent in  the  retina  and  thereabouts.  This  may  be  said  m ex- 
planation about  it.  Where  the  ramifications,  of  the  blood-vessels  are 
chiefly  obscured,  and  such  divisions  are  mainly  in  the  nerve  fibre 
layer,  it  is  certain  that  the  limiting  membrane  and  the  anterior 
retinal  layers  are  affected.  Where  the  blood-vessels  are  seen  toler- 
ably in  their  courses,  although  blurred,  lying  as  if  on  opacity,  the 
posterior  limiting  membrane  of  Schultze  and  the  posterior  retinal 
layers  are  chiefly  affected.  Where  the  blood-vessels  m general  are 
very  much  obscured,  the  entire  retina  is  uniformly  inflamed,  at  which 
time  their  trunks  appear  to  be  reduced  in  number.  _ 

Haziness  of  the  vitreous  body,  hyalitis,  which  varies  in  degree,  wi 
verv  much  influence  the  ophthalmoscopic  appearance  of  an  inflame 
retina,  and  may  even  hide  the  fundus  altogether.  It  must  a way  s e 
assumed  that  with  any  degree  of  hyalitis  the  retina,  at  leas 
anterior  portion,  is  inflamed.  Hyalitis  is  never  absent  m retinitis, 
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which  begins  acutely.  Where  the  hyalitis  has  not  appeared,  as  in 
chronic  retinitis,  it  may  show  itself  if  acute  exacerbation  arise. 

It  neuro-retinitis  be  not  checked  other  transformations  appear. 
The  retinal  cloudiness  increases,  whereby  the  choroidea  is  veiled  so  as 
to  show  only  a taint  redness,  or  is  so  hidden  that  the  fundus  is  of  a 
dull  complexion,  or  yellow  grey.  With  the  increase  of  retinal  opacity, 
the  optic  disc  is  always  proportionately  obscured. 

Haemorrhage  is  not  uncommon.  It  is  a very  prominent  symptom  and 
must  be  well  considered.  It  is  rare  in  the  disc  as  compared  with  its 
presence  in  the  retina. 

Txtravasated  blood,  as  seen  under  the  ophthalmoscope,  can  scarcely 
be  mistaken.  Its  aspect,  whether  bright  red  or  dark  red,  is  affected  by 
its  depth  in  the  retina,  the  physical  changes  which  it  has  produced  in 
breaking  up  the  retinal  elements,  the  kind  of  blood  effused,  whether 
arterial  or  venous,  and  the  age  of  the  extravasation  ; for  when  under- 
going absorption  it  displays  hues,  in  a less  degree,  but  analogous  to 
those  we  observe  during  absorption  of  blood  on  the  surface  of  the 
body. 

The  extravasation  displays  several  forms.  Dots  or  stippling. 
Splashes  of  striation  ; which  streaking  depends  on,  or  is  an  effect  of, 
the  blood  corpuscles  disposed  in  rows  between  the  bundles  of  nerve 
fibres.  Irregular  patches  with  sharp  or  blurred  boundaries. 

The  bleeding  may  occur  in  any  portion  of  the  retinal  area,  but 
there  is  a tendency  for  it  to  issue  near  a blood-vessel,  especially  a 
large  Aein.  It  may,  too,  have  its  seat  in  any  of  the  retinal  layers; 
and  this  situation  may  be  recognised  by  the  relative  position  to  the 
retinal  blood-vessels,  or  to  any  deposits  about  the  retina.  The  nerve 
fibre  layer  is  its  accustomed  seat. 

If  the  haemorrhage  increase  the  tendency  is  for  the  blood  to  pass 
backwards  even  to  between  the  retina  and  the  choroidea,  where  the 
effusion  is  always  large,  and  but  rarely  forwards,  although  it  mio-ht 
burst  the  membrana  limitans  and  enter  the  vitreous  body. 

Haemorrhage  may  be  the  chief  observed  ophthalmic  symptom  and 
such  an  occurrence  is  generally  described,  I think  incorrectlv  as 
haemorrhagic  or  apoplectic  retinitis.  Its  symptoms  are  serous  exuda- 
tion, chiefly  m and  about  the  disc,  dilatation  and  tortuosity  of  the 
veins,  with  extravasation  of  blood  in  one  or  several  positions  of  the 
retina.  In  an  exaggerated  case  of  the  kind,  the  disc  is  reddened  and' 
nearly  hidden  by  the  blood,  while  radiating  and  striated  extravasa- 
tion surrounds  it  and  the  region  of  the  macula  lutea.  According  to 
its  cause  let  me  take  an  illustration  rather  digressively,  say  disease 
of  retinal  arteries,  as  a part  of  heart  and  arterial  disease  in  general 
atheromatous  degeneration,  when  it  is  always  sudden,  the  arteries 
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are  hidden  at  the  pole  by  the  swollen  retina,  and  appear  fully  at  the 
equator,  while  the  veins  are  astonishingly  distended  and  enlarged  and 
very  dark,  and  tortuous  to  an  extent  which  hides  portions  of  them 
altogether. 

All  of  the  effused  blood  in  the  retina  may  be  absorbed  and  leave  no 
mark.  A brownish  or  greyish  spot  may  indicate  where  the  clot  lay, . 
or  fatty  degeneration  of  the  tissues  immediately  around,  the  effect  of 
atrophy,  because  their  nutrition  has  been  interrupted.  Pigmenta- 
tion may  ensue,  after  the  manner  I have  described  in  the  chapter  on 
the  Diseases  of  the  Optic  Nerve. 

Pigmentation,  irrespective  of  haemorrhage,  may  occur  as  small 
spots  in  any  part  of  an  inflamed  retina. 

While  on  this  subject,  it  would  be  a pity  not  to  complete  it,  although 
so  doing  may  seem  to  make  a little  digression  in  my  text. 

We  may  speak  of  two  causes  of  haemorrhage. 

Intra-ocular.  Such  as  inflammation  of  the  disc  and  retina  from 
whatever  cause,  whether  it  arise  in  the  retina,  or  primarily  in  the 
optic  nerve  apparatus.  Embolism  of  the  central  artery  of  the  retina. 
Springing  out  of  these,  the  haemorrhage  may  appear  at  any  period  of 
life.  Fatty  degeneration  of  the  retinal  blood-vessels.  Haemorrhage 
does  not  arise  from  this  till  middle  life,  and  for  the  most  part  till 
old  age.  There  is  no  retinitis  in  such  cases. 

Extra-ocular.  Chronic  disease  of  the  kidneys.  Leucaemia.  Disease 
of  the  heart  and  the  arteries.  Embolism  of  the  central  artery  of  the 
retina  before  it  enters  the  eyeball.  Haemorrhagic  diathesis,  and,  it 
is  said,  suppression  of  the  menses. 

Several  of  these  states  will  be  individually  considered. 

The  question  of  pure  retinal  haemorrhage  in  middle  life  and  old  age 
being  a precursor  of  cerebral  apoplexy,  is  one  which  I shall  not  enter 
into  more  than  saying  that  such  association  has  been  verified  on  many 
occasions. 

Marks  or  spots,  incorrectly  called  exudations,  occur  in  an  inflamed 
retina.  They  look  in  the  hazy  or  semi-opaque  membrane  like  whitish 
dots  scattered  in  groups,  or  as  dull  glistening  patches.  The  disc  may 
be  partially  obscured  by  them,  and  portions  of  the  choroidea  hidden. 
Their  nature  will  be  spoken  of  in  the  section  “ Letinitis  Album!  nu- 
rica,”  in  which  affection  they  are  a marked  characteristic. 

Detachment  of  the  retina  from  the  choroidea  ensues  as  an  uncommon 
event  at  a late  period  of  the  neuro-  retiuitis. 

There  are  no  external  objective  symptoms  so  long  as  retinitis  is  not 
complicated  with  inflammation  of  any  other  ocular  tissue,  and  we 
know  that  there  may  for  a time  be  isolated  retinitis,  a single 
structure  affection  accounted  for  by  the  manner  in  which  the  retina 
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is  supplied  with  blood.  It  is  then  found  that  the  periphery  of  the 
letina  sutlers  less  than  the  centre.  I repeat  what  I have  said  else- 
where, that  the  retina  is  the  only  constituent  portion  of  the  eye- 
ball which  is  ever  solely  inflamed.  As  soon,  however,  as  retinitis 
intensifies,  other  parts  of  the  eyeball  invariably  participate,  the 
whole  of  it  may  inflame,  in  either  case  abundant  external  objective 
symptoms  are  manifested.  There  is  then  ophthalmitis.  I must 
take  tins  the  earliest  opportunity  which  occurs  to  me,  to  say  that 
Ophthalmitis,  ’ as  described  in  Chapter  XXXIV.,  should  have  been 
headed  Ophthalmitis  with  Suppuration,  because  it  does  not  include 
ophthalmitis  without  it,  and  such  is  common  enough  and  frequently 
spoken  of  by  me  when  I wish  to  express  general  inflammation  of  the 
eyeball,  by  some  surgeons  called  pan-ophthalmitis. 

Subjective  symptoms.  Retinitis  is  generally  discovered  only  by 
these.  They  are  haziness  or  fogginess,  which  may  so  increase  that 
y on  lUumination  there  is  scarcely  any  useful  sight.  In  equal 
step  with  this  the  quality  or  acuteness  of  direct  and  indirect  vision 

Zf  7h  f . ,field  iS  COntracted  ia  Proportion  as  the  optic 

, 7™  element  m the  retina  is  implicated.  Blind  spots  in  the 

Zf/f  1"!",^  mal'ked  l0SS  0f  “ “7  particular 

In  l f Z field’  7h?ther  centric  or  eccentric.  Distortion  of  objects 
looked  at,  especially  in  their  outline,  and  other  subjective  symptoms 
of  neuritis  of  which  I have  spoken  at  p.  1077.  Loss  of  Lual 
range  so  that  the  eye  and  the  object  must  be  approximated.  A 
rare  symptom  is  minifying  sight,  by  which  objects  look  smaller 
than  they  really  are  It  is  called  micropsia.  The  cause  is  unknown 

nercenf h ^7  7 7°™'  refTectinS  At  last  only  quantitative 
perception  of  sight  may  remain.  The  eyeball  feels  full  and  it 
may  throb.  Intolerance  to  light  and  min  orp  ,-mf 

r'T *>■  - ,3,  Z,S.T77n 

1,7*77  yearS  ag°  ;t  Was  teueht  that  intolerance  to  light  was  a 

£ 3—i 

tttJEi&zsx  s' 

S V.^ 

! escapes,  direct  cental  m J e \ g to  tlle  axis  of  vision, 

P , central  or  perfect  vision  may  remain,  although  the 
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equatorial  portion  of  the  retina  may  he  diseased.  On  the  other 
hand,  while  direct  vision  is  lost,  there  may  be  tolerably  good  peri- 
pheral visual  power. 

By  pathological  research  are  declared  changes  of  the  retinal  elements 
in  various  ways,  some  of  the  essentials  of  which  I will  mention. 

The  gelatinous  basis  of  the  inflammatory  product  pervades  all  the 
retinal  layers,  but  more  particularly  the  granular  ones. 

In  the  connective  tissue  do  we  see  the  earliest  and  most  extensive 
departure  from  health,  in  the  form  of  proliferation,  to  which  succeeds 
atrophy  or  fatty  degeneration,  the  latter  being  very  marked  in  the 
granular  layers.  The  remaining  nuclei,  those  which  have  escaped 
inflammatory  destruction,  become  sclerosed  or  changed  into  fatty 
granules,  and  ultimately  into  choloid  or  amyloid  bodies. 

The  nerve  elements  long  resist  destruction.  Ultimately  they 
suffer  by  fatty  degeneration  or  sclerosis ; the  latter  form  of  meta- 
morphosis is  especially  seen  in  the  nerve  tubes. 

Out  of  these  alterations  are  formed  the  small  and  large  marks 
above  spoken  of,  so  that  they  are  composed  partly  of  fatty  degenera- 
tion, and  partly  of  solerosis  of  different  tissues.  During  life,  how- 
ever, we  cannot  be  sure  of  their  composition  ; we  may  guess  at  it  in 
so  far  as  an  anterior  opacity  is  most  probably  due  to  sclerosis  of  nerve 
fibre. 

The  walls  of  the  blood-vessels  undergo  changes  analogous  to  those 
which  occur  in  the  connective  tissue  of  the  retina.  Hypertrophy  of 
these,  the  main  trunks,  produces  a remarkable  thickness,  with  occa- 
sional irregularity  of  surface.  Sclerosis  occurs,  by  which  the  calibre  ■ 
of  the  vessel  is  narrowed.  The  fatty  degeneration  is  most  apparent 
in  the  branches  of  the  vessel.  To  these  degenerations  may  be  said,  in  l 
general  terms,  is  due  the  occasional  abnormal  appearance  of  white  ? 
streaks  bordering  the  vessels,  which  are  seen  in  chronic,  retinitis, 
and  to  which  I shall  again  refer  in  some  of  the  many  subdivisions  of  r 

retinitis.  # . , 

Complete  atrophy  of  the  retina.  I have  waited  till  now  to  spea'  ■ 

of  this  transformation,  the  still  further  advance  of  the  patho  ogi  1 
phenomena  just  briefly  given,  and  which  may  . follow  any.foim  o I 
intense  retinitis.  It  is  somewhat  anticipated  in  my  description  ol  I 
atrophy  of  the  optic  nerve,  for  there  is  no  such  thing  as  op  ic  1S0 , 
atrophy  without  the  retina  being  more  or  less,  or  comp  e e y 
atrophied  as  well,  and  in  nosological  strictness  the  two  states  oug  ^ 


to  be  described  together.  In  this  final  degeneration  contracted  eon- 


native  tissue  nearly  takes  the  place  of  the  late  elaborate  retina  ^ 
the  blood-supply  is  almost  or  quite  lost,  the  metam  1 


as 


tissues,  or 


the  inflammatory  products,  nearly  or  quite  disappear. 
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Three  conditions  are  indicative  of  the  atrophy  : 1st,  Grey  or  white 
degeneration  of  the  optic  disc,  with  absence  of  the  central  blood- 
vessels of  the  retina,  or  reduction  of  them  with  attenuation  and  loss 


of  most  or  all  of  their  branches,  white  lines  sometimes  supplying  the 
places  ot  those  which  have  disappeared.  2ndly,  Loss  of  retinal 
reflection  with  thinness  from  attenuation,  whereby  the  choroidea, 
v hich  is  ahvaj  s anaemic,  is  better  seen.  . The  loss  of  the  entire  system 
of  blood-vessels  is,  I suspect,  the  chief  cause  of  the  transparency. 
Exceptionally  there  is  a little  thickening  of  the  retina  around  the 
optic  disc.  3rdlv,  Pigmentation  on  the  external  surface  of  the 
letma,  in  scattered  shoots  along  the  course  of  the  remaining’  blood- 
% essels  or  their  sites,  or  around  the  optic  disc,  and  sometimes  on  the 

anteiioi  pait  of  the  retina.  Deposits  of  crystals  of  cholesterine  have 
been  seen. 

Partial  atrophy  of  the  retina  may  ensue,  by  which  some  parts  are 
unmistakably  destroyed. 


There  is  certainly  no  proportion  between  the  ophthalmoscopic 
symptoms  and  the  state  of  the  sight.  With  much  retinal  alteration 
there  may  be  useful  vision,  and,  on  the  contrary,  with  little  apparent 
disturbance,  sight  may  be  almost  extinct.  This  is  to  be  accounted 
for,  I suppose,  by  the  nerve  fibres  almost  escaping  while  the  con- 
nective tissue  suffers  severely. 

The  acute  and  chronic  stages  of  neuro-retinitis  have  little  difference 
m their  vascular  complexions  beyond  that,  in  the  latter,  the  enlarged 
and  tortuous  veins  have  the  most  impressive  effect.  With  much 
inflammatory  product  they  are  forced  in  different  planes,  as  in  the 
much  thickened  optic  disc,  in  optic  neuritis. 

Stight  attacks  of  retinitis  occur , in  which  there  is  less  retinal  opacity 
less  vascular  excitement,  with  less  gorging  of  the  retinal  veins  in 
which  too  hemorrhage  is  absent.  The  subjective  symptoms  are  not 
very  marked  ; perhaps  there  is  only  slight  haziness  of  sight. 

In  the  duration  also  of  retinal  inflammations  there  is  much 
variation. 

Carnes  of  neuro-retinitis.  Pure  neuro-retinitis  is  a symptomatic 
affection  depending  on  some  general  disorder,  such  as  Bright’s 
disease,  or  syphilis,  &e. ; hut  this  must  be  understood  to  apply  more 
to  the  commencement  of  the  inflammation,  for,  except  in  Bright’! 
disease  and  m leukaemia,  other  structures  of  the  eye  i!re  soon  impli- 
cated,  and  choroiditis,  as  well,  is  always  prominent. 

What  is  called  functional  irritation,  that  is  the  effect  on  the  eye 

of  dnect  sun  rays,  or  the  direct  rays  of  artificial  light,  as  experienced 

the  rit  ’ 1 ? ’ °r  the  int°nSe  re,lecti°>'  of  such  rays,  affects 

the  retina  chiefly  as  a part  of  the  inflammation  of  the  interioi  of  thl 
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eyeball,  which  is  thereby  set  up.  The  same  may  be  said  of  retinitis 
arising  out  of  circumstances  which  affect  the  distinctness  of  retinal 
images,  when  minute  vision  is  required  to  be  long  sustained  under 
the  disadvantages  of  imperfect  or  unsteady  light,  by  eyes  which  are 
highly  hypermetropic  or  myopic. 

Neuro-retinitis  from  traumatic  influence,  whether  arising  out  of 
the  operation  for  solution  of  cataract,  or  indeed  from  any  operation 
on  the  eyeball,  or  accidental  wounds  or  blows,  is  scarcely  more 
marked  than  the  inflammation  of  the  choroidea,  a part  of  the 
ophthalmitis  which  is  sure  to  be  present.  It  would  be  a waste  of 
time  to  attempt  to  discover  whether,  in  such  general  ocular  disturb- 
ance, the  retinal  or  the  choroidal  inflammation  have  the  priority. 

Symptomatic  retinitis,  and  retinitis  from  functional  irritation,  are 
for  the  most  part  binocular. 

j Relapse  in  retinitis  is  common , and  points  to  the  necessity  of  obtain- 
ing absolute  recovery  from  an  attack,  of  removing  exciting  causes, 
as  well  as  protecting  the  eye  from  even  an  occasional  exposure  to 
them. 

Expectancy  of  neuro-retinitis.  The  gradual  manner  in  which  neuro- 
retinitis is  usually  developed,  especially  when  monocular,  is  apt  to 
cause  its  existence  to  be  overlooked.  The  progress  is  slow,  what  is 
called  chronic,  rather  than  quick,  or  acute.  Besides  this,  the  course 
is  generally  irregular,  such  as  the  symptoms  intensifying,  then 

becoming  chronic  and  ending  slowly. 

The  prognosis , as  it  is  capable  of  being  gathered  from  the  ophthal- 
moscopic signs  and  the  state  of  the  vision,  for  these  are  to  be  regarded 
rather  than  the  cause  of  the  retinitis,  may  be  expressed  in  this 

manner. 

Where  the  inflammatory  products  are  small,  the  retina  is  uni- 
formly affected,  and  the  inflammation  has  not  been  of  months 
duration,  considerable,  or  even  complete  recovery  may  be  expected. 
Where  the  inflammatory  products  are  extensive,  whether  uniformly 
deposited  or  lying  in  spots,  partial  recovery  only  can  be  looked  for, 
because  the  nerve  elements  will  in  all  probability  be  much  damaged. 
The  longer  the  duration  of  inflammation  the  less  the  chance  of  pie- 
venting functional  deterioration.  _ ,1 

Impairment  of  vision,  even  to  preventing  discernmen  0 sma 
objects,  such  as  the  Angers,  except  when  held  close  to  the  eye,  i 
a far  less  threatening  perversion  than  interruption  m c 


In  many  of  the  so-called  cases  of  recovery  from  retinitis,  while  the 

liable  for  many  employments,  it  is  troubled  wAh^m^. 

less  of  sight,  which  incapacitates  it  for  the  full  exeicisc 
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of  minute  close  sight,  and  for  which  relief  cannot  be  obtained  from 
optical  appliance. 

A perivascular  retinitis,  first  described  by  M.  Iwanoff  and  con- 
firmed by  two  or  three  observers,  must  be  noticed.  It  can  only  be  a 
very  exceptional  state,  as  so  few  persons  appear  to  have  seen  it.  Its 
elnef  characteristic  appears  to  be  proliferation  of  the  connective 
issue  lu  the  course  of  the  central  blood-vessels  and  on  the  vessels,  bv 

IT  ' 7U“e  the  appearance  of  white  lines  with  a central 
streak  of  blood.  Varying  the  direction  of  the  ophthalmoscope,  so  as 
to  obtain  a lateral  view  of  the  blood-vessels,  is  advantageous.  The 
disc  is  cloudy,  and  cloudiness  passes  into  the  retina  in  the  direction 

of  the  vessels.  It  is  said  that  a true  clinical  picture  has  not  yet 
been  cascertamed,  that  is,  agreed  on.  J 

Dissection  showed  serous  transudation  in  the  retina  which  sepa- 
rates its  elements  without  spoiling  their  function.  The  external 
layers  of  the  central  blood-vessels,  changed  into  round  or  fusiform 
nuclei,  forming  a distinct  sheath  which  passed  from  the  disc  to  their 
termination.  The  veins  less  thickly  coated  with  nuclei  than  the 

if.wt'  ?e,  t Tsels  *,bus  cImnged  projeoted  from  the  retina- 

It  attempted  to  be  shown  that  this  differs  from  fatty  degeneration 
The  nerve  elements  slightly  changed  during  the  acute  period 

book/TTt  t TemtiS  a,1S°  been  Sp0ken  of  in  ^matm  eye 
tlJ  1*  i . te  7°Smsed  b7  pathological  changes  round  about 

or9g“  ’hue"  ?hf  ?ben9DSUeS  * ^ S 

i-  rft^ma  around  is  partially  cloudy  The 

objective  symptoms  are  central  scotomata.  This  is  evidently  h,,t 

neuro-re  initis  in  which  the  inflammatory  effects  are 

deposited,  and  to  which  allusion  has  been  made.  ^ 

reatment.  AVe  must  attend  to  the  so-called  general  principles 
including  rest  to  the  body  and  to  the  eye,  the  rednctilTZter 

of  pafn  by  ,"1  rd  ai°Ut  the  eye  by  cold  ^cations,  alleviation 

aid  Mention  ^ aU°dyneS  ,aPPlied  ™‘aneously  or  subcutaneously 
amt  attention  to  any  prominent  associated  general  svirmfnm  w 

EH  - 
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RETINITIS  ALBUMIN  URICA,  OR  NEPHRITIC  RETINITIS. 

Objective  ophthalmoscopic  symptoms.  These  display  the  many  con- 
ditions of  neuro-retinitis  and  neuritis,  sometimes  mixed,  sometimes 
with  strong  individual  markings.  In  whichever  condition  presides, 
there  is  variety  while  developing  and  while  declining.  Each  of  these 
inflammatory  states  has  been  described  in  detail,  and  need  only  be 
alluded  to.  There  are,  in  addition  to  any  of  them  which  may  be 
present,  peculiar  appearances  which  are  definite  and  characteristic 
of  this  specific  retinitis,  and  may  be  thus  summed  up.  Haemorrhage, 
or  apoplexy,  proliferation  of  connective-tissue,  sclerosis  of  nerve- 
tissue  and  blood-vessels,  fatty  degeneration  of  the  proliferated 
tissue  and  of  parts  of  the  normal  retinal  tissues.  These  must  be  fully 
described.  The  changes  do  not  all  occur  at  the  same  time. 

At  first  the  alterations  in  the  fundus  of  the  eye,  however  limited 
or  extended,  are  those  of  congestion  or  hypersemia,  chiefly  venous, 
and  swelling.  The  tendency  is  to  gradual  and  slow  development  of 
such  symptoms,  from  the  disc  outwards,  and  so  the  disc  and  retina 
just  around  are  first  affected.  The  entire  retina  may  be,  but  is  not 
usually  equally  affected,  the  action  lessening  towards  the  circum- 
ference. To  this  hypersemia  and  swelling  follow  greyish  cloudiness, 
by  which  the  disc-boundary,  the  central  retina,  and  choroidal  blood- 
vessels are  obscured.  The  central  retinal  veins  are  enlarged  tortuous, 
and  varicose,  and  are  darker  or  lighter,  as  they  are  a little  hidden  or 
are  plainly  visible.  The  central  retinal  arteries  are  apt  to  lessen  m 

ccililorG. 

^ Haemorrhage,  about  the  first  characteristic  of  the  disease,  now 
appears.  It  is  always  early ; I have  seen  it  even  before  the  c on  - 
ness.  Its  favourite  positions  are  around  the  disc  and  in  the  macul 
lutea  region.  It  occurs  chiefly  in  the  nerve-tissue  or  internal  layer 
of  the  retina.  It  may  extend  into  the  outer  layers,  and  even  pass 
beyond  them  between  the  retina  and  the  choroidea,  as  I have  s iov  , 
according  to  the  rules  regulating  retinal  hemorrhage  m genem^. 
Parts  of  individual  trunks  of  the  central  blood-vessels  of  the  • 

may  be  pushed  forwards,  and  even  concealed  by  the  c 0 s- 
observer  must  be  prepared  for  variation  m the  extent  o laimon  u 
from  a mere  point  or  two  to  large  and  numerous  sp  as  les. 
quent  hemorrhages  modify  the  appearance  of  previous  ones 
presence  of  ecchymosis  following  partial  blood  absorption  and  the 
bright  redness  of  recent  sanguineous  outbursts,  may  cocx  . 
intergranular  layer  blood  lias  been  found  in  distinct  as  the 

Haemorrhage  is  a symptom  which  I have  met  with  c 
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only  distinguishing  mark  of  nephritic  retinitis.  Several  of  my 

mtl  f k"''6  « ?”  , a]bum““ria>  without  any  further  eye 

^Txn16  ’ because  there  has  been  no  time  for  any  other 

Whitish  grey,  or  bright  yellow,  or  buff-coloured, ' or  absolutely 

opaque,  and  always  slightly  raised  marks  or  spots,  with  irregular 

a nM  Z /°m\TkiD?’  fom  “ fte  cloudy  “d  »-Hed  r°etina 
symntomt  of  t™*  ‘ be  remembered,  spoken  of  these  as 

1171  tn!T'IehmtlS’  and  Promised  t0  explain  them.  Some 
lutes  and'a  few  ’ “ C°“tions’  r°und  ™d  about  the  macula 
are  mive  .T™  7 J-  scattered>  generally  coexist.  They 

which  may  m .rf’  -I™*1  Pa[tlaUy  C0V6red  by  tbe  blood-effusion, 
Zr  , ? 7 m?dlf7  their  colour-  Their  posterior  position  iu  the 

behind  heleZ  HZ  n7  beinS  ^hiad  tbe  blood-clots,  and 

Eare,y  °7iy  d° they  appear 

istics  1 T f p0ts-  0r  Second  ret!nal  character- 

generally  intervenes  Space 

very  red^^The  dots8  too  “f  ,contrast  they  tfaeX  kok 
join  the  belt  ’ “ stellation>  coalesce  into  clumps  and 

or  accompany  them  TuHtT™118  ^ precede  any  retinal  changes, 

come  t j rrrsro?  ■* 

There  are  no  proper  outward  objective  symptoms. 

or  dXnlng7Clri’fi0n0f  7*"  ^ ^ 

tions  of  it,  or  Lr47“t  I’™411  " ’riflwnt  P^eral  contrac- 
haemorrhage  occur  about  theTa^aTutea^B  SU<Men  if 

toms  of  this  kind  proper  to  the  retinitis  by  which  itTan  ’ ^property 

nevBe^rsatl2ard!S  no‘  ™essarily  simultaneously,  and 
Where  the  7 *"  ‘7pica117  aI*c- 

possible  to  make  Tcot  t dL  “ ?“  il  may  be 

relied  on.  -gnosis,  unless  the  kidney  symptoms  be 

I Mnrlular  erplicatkm  are’  hyalitis,  not  always  present 

; EnoughTr^d  t0;t  be  ^ 

com~Luebrr:Se  “ “d  grated 

Particularly  its  ^ ^ diS°  ““  -tiaa> 
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Sclerosis  of  tlio  nerve-fibres  plnys  an  important  part.  Tt  attacks 
not  only  the  fibres  of  the  disc  with  ganglionic  enlargements,  but  in 
an  especial  manner  tbe  radiating  nerve-fibres  around  the  macula 


Sclerosis  invades  the  small  retinal  blood-vessels  and  the  capillaries. 

The  choroidea  does  not  remain  unchanged ; besides  hmmorrhage  in 
it,  opaque  spots  are  found,  and  whitish  spots  of  decolourized  blood. 

Partial  sclerosis  of  the  chorio-capillaries— the  very  minute  capil- 
laries which  form  the  third  choroidal  layer,  called  the  capillary  layer, 
or  tunica  Ruyschiana — is  very  marked,  in  bright  patches,,  whilst  in 
contiguous  portions  of  the  fifth,  or  epithelial  layer,  the  pigment  is 
atrophied,  or  runs  together  in  masses.  These  alterations,  making 
allowance  for  the  difference  of  structure. in  the  two  membranes,  are 
analogous  to  those  which  are  met  with  in  the  retina,  but  are  quite 

independent  of  them  as  regards  position. 

The  marks  or  spots  are  produced  by  fatty  degeneration  of  the 
connective-tissue,  a slight  degree  of  fibrin,  decolourized  blood  and 
fatty  change,  or  sclerosis  of  nerve-fibre  and  blood-vessel.  Singly , or 
in  combination,  to  such  agency  must  all  the  \aiying  mai kings  e 
referred.  The  striation  is  no  doubt  due  to  the  fatty  change,  or 
sclerosis  of  the  nerve-fibres.  The  dotting  around  the  macula  is  ■ 
to  be  ascribed  to  similar  causes,  and  it  is  said,  too,  to  fatty  change  m 

the  fibres  of  Muller.  , 

Cause.  This  is,  notoriously,  Bright’s  disease.  The  kidney  ands 

the  eye  affections  are  directly  associated ; we  cannot,  however,  say  as  s 
cause  and  effect.  Whether  the  two  are  consequent  on.  some  other: 
cause  we  know  not,  nor  can  we  tell  why  the  eye  sometimes  escapes  ~ 
4-iw*  mvino-ir  ia  in  if s fullest,  disease. 


lutea. 


yellowish  brown.  But, 
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kidney  disorders  is  a matter  of  no  practical  interest  to  us  as 
ophthalmologists. 

Probably  the  next  discovery  in  this  subject  will  be  structural 
alterations  in  the  tract  and  in  the  post-ocular  portion  of  the  optic 
nerve,  as  in  neuritis.  1 

The  frequent  occurrence  of  hypertrophy  of  the  heart  in  Bright’s 
malady  does  not  concern  us  in  this  inquiry. 

Hasmorrhagic  retinitis,  that  which  I am  considering,  has  been 

escribed  as  occurring  in  diabetes,  but  not  sufficiently  authentic  for 
me  to  accept  the  report. 

in  th»  CT  col;fiden%  stated.  I have  no  practical  knowledge 

in  wffich  1 ’r h r6tinitis’  in  association  with  scarlatina, 

^tl  thetl  r “d  relU7  0f  tie  dis°  “d  mounding  retina 

^‘seis  of  t:rB  spokr of  as  °™g  “ wood. 

repat  ffi  the  itT  reC°Vered  from’  » be 

JZC£JS- - - - »“*»  - — i- 

XZXA  zrzt 

" vi“  •••”* 

After  the  fatty  changes  in  the  connective  tissue,  the  whitish  snots 
may  so  far  clear  up,  and  the  blood-spots  may  so  for  be  absorbed  » 
o a ow  the  central  retinal  blood-vessels,  and  the  choroidea  with'  't 
changes  to  be  seen.  So-called  amende  disc  Id  retina^  W n 

Sr*  gr  ~~  *•  -* 

for  tho  appli^tion  of  tn-..  trealment  whiZThiTe  ^Xd’f18 
neuritis  or  neuro-retinitis,  it  should  be  adopted.  ‘ d d 


temporary  uremic  blindness  an  effect  of  albuminuria. 

bSSII  blood,  one  of  the  consequences  of 

the  perception  ’of  lhh.  ^ w i^11688’  a“d  even  Ioss  «f 

associated  with  scarlatina  a 1 i*  ° ^ understood,  so  far  as 

in  1812,  and  th^admirabl  T^,1^  V ^ Wells  “ London 

covered  all  the  ocular  and  p”)  " Sh°WS  that  ho  had  dis- 

° and  oerebral  symptoms.  After  that,  when 

4 u 2 
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Bright’s  disease  was  announced,  and  clinical  study  became  more 
extended,  eye  affections  and  granular  kidney  were  found  to  be 
frequently  associated  ; but,  as  the  ophthalmoscope  was  not  yet  born, 
it  was  supposed  that  urea  in  the  blood  disturbed  the  eye.  Now  we 
know  that  physical  changes  in  the  eye  are  the  usual  cause  of  impaired 
sight,  in  association  with  the  diseased  kidney,  and  that  uraemic 
influence  alone  is  extremely  rare. 

The  characteristics  of  this  affection  are  subjective  symptoms, 
namely,  the  • rapid  impairment  of  sight,  and  the  nearly  as  rapid 
recovery.  There  may  be  expected  the  coexistence  of  other  evi- 
dence of  uraemic  poisoning,  such  as  headache,  giddiness,  convulsions, 
maniacal  excitement,  &c.  The  presence  of  albumen  in  the  urine 
is  the  most  confirmative  proof  of  the  nature  of  the  case. 

This  oculo-uraemic  symptom  may  occur  without  any  objective 
symptom  in  the  eye,  although  it  may  precede  a retinitis.  It  may 
accompany  and  complicate,  or  mark  the  subjective  symptoms  of 
retinitis.  Whether  occurring  alone  or  not,  it  may  recur  several 
times. 


RETINITIS  SYPHILITICA. 

There  is  no  prominent  objective  ophthalmoscopic  symptom  by 
which  developing  or  recent  retinitis,  arising  out  of  syphilis,  may  be 
honestly  discriminated.  Only  from  the  precedence  or  presence  of  some 
other  mark  of  constitutional  syphilis,  or  evidence  of  syphilitic  taint, 
or  syphilitic  history,  can  it  be  said  with  certainty  that  this  or  that 
internal  ocular  inflammation  is  syphilitic  retinitis.  This  being  the 
case,  certainly  I am  not  clinically  justified  in  introducing  the  aboi  9 
heading.  It  is  only  from  surrounding  circumstances  I venture  to  do 
so,  and  for  the  convenience,  too,  of  discussing  some  points  in 

association  with  syphilis  of  the  eyeball. 

So-called  syphilitic  retinitis  is  syphilitic  inflammation  in  the 
fundus  of  the  eye,  which,  in  reaching  its  highest  point,  appears  as 
what  is  usually  known  as  iritis,  that  is  general  inflammation  of  the 
eyeball,  or  ophthalmitis  (See  p.  236).  It  is  not  easy  to  say  wheie  is 
the  starting-point  of  the  inflammation,  whether  it  be  in  the  choroidea 
or  the  retina,  and  it  matters  not  in  a clinical  point  of  view,  especially 
as  the  choroidea  never  escapes. 

Sump  toms  of  so-called  syphilitic  retinitis.  Where  the  outward 
inflammatory  symptoms  are  marked,  and  light  may  yet  be  thrown 
through  the  pupil,  the  vitreous  body  is  nearly  always  too  hazy  o 
admit  of  a sufficient  scrutiny  of  the  retina  and  the  choroidea.  110 
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Liny  be  fortunate  enough  to  examino  an  eye  in  which  the  internal 
inflammation  is  slowly  developing.  The  signs  then  are  a mild 
neuro-retinitis,  with  cedematous  infiltration  in  the  disc,  hut  chiefly 
m the  retina  around  the  disc,  thereby  destroying  transparency,  by 
winch  the  disc  margin  and  the  central  vessels  of  the  retina,  both  in 
the  disc  and  tar  beyond  it,  are  blurred.  There  are  neither  spots  nor 
lroniorrhages.  There  is  never  at  any  stage  the  spotting  so  character- 
L.  ic  o t ie  retinitis  in  Bright’s  disease,  nor  indeed  the  haemorrhage, 
i tell  students  that  these  are  the  best  cases  for  studying  neuro- 
retinitis,  and  they  are  by  far  the  most  common  of  the  class. 

Already  the  sight  is  defective,  and  generally,  in  the  centre  of  the 
visual  held  to  an  extent  far  beyond  what  might  be  expected  from 
e state  of  the  retina  and  the  choroidea.  It  was  a sad  puzzle  in 
iormer  times,  when  in  a ease  of  so-called  iritis,  with  hut  the  faintest 
ms  changes  a patient  had  scarcely  any  useful  vision,  but  still 
surgeons  would  persist  in  believing  that 'the  iris  was  the  focus  of  the 
inflammatory  action,  and  few  in  the  present  day  are  aware  of  the 


treatment  be  neglected  the  vitreous  body  becomes  hazy,  first 

devrfnnT17’  Ttnd  th6U  fenerally  °PaTue>  the  ophthalmitis 

e ops.  It  is  here  that  hyalitis  is  best  studied.  We  may  be 

ortunate  enough  to  see  its  beginning,  always,  I believe,  in  the  pos- 

md  o,Pa1;aS  ITT  Ut  haZe  With  d°tS’  Which  soon  colleot  “ groups 
and  are  ultimately  lost  to  view,  as  the  body  grows  more  hazy. 

and  tt”f  mVeVentyL0f  ‘he  general  °°Ular  inflammation  is  reduced, 
and  the  fundus  can  be  seen,  effects  of  retinal  degeneration  and  of 
exudative  choroiditis  are  rarely  absent. 

mation*1' Z thf  “Ti,  ”7  **  * S%ht  attack  °f  W^Ktic  inflam- 
and  that  th  7 T*’  “ " confined  to  the  choroid  and  retina ; 
t,  d * thf 6 may  be  a recurrence  of  such,  as  there  sometimes  is  of 
he  more  advanced  stage  of  general  ophthalmitis,  but“  verv 

• a’  ah  COmp”ad  to  the  onward  and  forward  movement  of  the 
mmation,  till  we  get  marked  outward  objective  symptoms  llut 
it  must  be  stated  that  syphilitic  inflammation  of  seldom 

relapses,  the  very  contrary  to  rheumatic  inflammation  7 

of  syphihTtfltm  ,7t teUSi?  PathOl°Si0al  <*PP~<».  effect 

choroidTa  and  t ? °P‘  ° the  ret“a>  ™d 

other  form  of  inflL  r L °od-yessels>  are  met  with  than  in  any 

many  dissimilar  ^hrtT  SUTpart8’  aud  tlds  “counts  for  the 

hehed  to  iUusTraS T™  ^ 

supposed  peculiarities  Lvi  i 1 \ tma  acd  choroid>  and  the 

The  well  J'nown  “ , !°  iave  been  met  wit]l  in  dissections. 
U-hnown  representation  of  Liebreich,  Tab.  x.  Fig.  1,  of 
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retinal  syphilis,  to  my  idea  an  uncommon  appearance,  though 
perhaps  a portrait,  is  often  described  by  writers  and  teachers — more 
frequently  without  acknowledgment  of  the  author  than  with  it — as  a 
typical  case.  Liebreich  himself  says  as  to  its  exceptional  form, 

“ only  in  very  rare  instances  do  we  notice  such  white  streaks  as 
those  issuing  from  the  optic  disc.”  And,  again,  as  to  fulness  of  the 
arteries  and  emptiness  of  the  veins,  “ it  is  but  exceptionally  that  the 
vessels  take  so  active  a part  in  the  process,  as  in  the  case  repre- 
sented.” 

I will  quote  a clinical  remark  from  Liebreich. 

In  speaking  of  the  punctiform,  irregularly  arranged  opacities, 
which  may  appear  about  the  macula  lutea,  he  writes  that  they  never 
reflect  light  so  strongly  as  the  brilliantly  white  spots  in  Bright’s 
retinitis.  He  adds,  the  great  mutability  of  the  opacities  is  remark- 
able ; he  had  seen  them  within  the  course  of  a few  days  vanish  and 
reappear,  the  patient’s  sight  undergoing  corresponding  fluctuations. 

I advise  in  the  matter  of  diagnosis  that  the  nature  of  any  supposed 
syphilitic  retinitis  be  judged  of  solely  by  the  concurrent  symptoms 
of  secondary  or  tertiary  syphilis,  and,  in  the  absence  of  such,  by  the 
patient’s  history.  Any  one  of  the  symptoms  which  we  call  secondary 
or  tertiary  may  be  the  only  ones  to  appear  after  primary  inoculation, 
although,  as  a rule,  many  co-exist.  The  eye  inflammation,  whether 
we  call  it  iritis  or  retinitis,  may  be,  and  often  is,  the  only  constitu- 
tional evidence  of  there  having  been  primary  syphilis.  If  a patient’s 
conduct  be  decidedly  such  as  to  admit  of  the  probability  of  a 
syphilitic  origin  in  any  case  of  inflammation  of  the  retina  not.  to  be 
easily  accounted  for,  where  personal  evidence  of  syphilis  is 
wanting,  so  great  is  the  perpetuation  and  attenuation  of  the 
syphilitic  poison,  and  so  general  is  it,  that  the  existence  of  syphilis 
should  be  accepted.  The  assumption  may  be  all  the  stronger  if 
there  be  the  kind  of  ocular  pain  spoken  of  at  p.  946..  . 

Treatment,  This  is  efficiently  expressed  in  what  is  said  at  p.  M. 
on  the  treatment  of  syphilitic  iritis.  Where  there  is  not  much  ou  - 
ward  inflammatory  action,  the  persistence  or  decline  of  which  is  a 
chief  guide  for  continuing  or  reducing  the  treatment,  the  sta  e o 
the  fundus  of  the  eye,  and  that  of  the  objective  symptoms,  must  be 
the  data  relied  on  for  the  administration  of  our  therapeutic  means. 

The  prognosis  is  very  favourable,  so  long  as  the  treatment  is  un  er 
taken  while  the  inflammation  is  acute.  The  state  of  vision  101  y 
helns  us  where  there  is  much  opacity  of  the  vitreous  body,  as  sue 
opacity,  including  the  exudations  in  it,  may  of  itself  be  enoug 
shut  out  light,  while  the  retina  is  not  spoiled.  of 

The  alteration  of  colour  sensibility  m the  eye,  as  the 


RETINITIS  LEUCVEMICA. 


Jill 


diseases  o 1 the  retina  or  the  choroidea,  lias  been  much  investigated, 
hut  as  nothing  of  a practical  nature  has  been  derived  from  it,  I shall 
not  enter  into  it. 


RETINITIS  LEUGJSMICA. 


. Tllls  is  a rare  accompaniment  of  that  very  scarce  and  fatal  affec- 
tion, known  as  leucoemica,  which  depends  on  disease  of  the  spleen  or 
the  lymphatic  glands,  and  a marked  symptom  of  which  is  the  pre- 
ponderance of  white  corpuscles  in  the  blood. 

I have  not  met  with  this  form  of  retinitis,  and  I am  not  surprised 
that  the  description  which  is  given  of  it  by  Liebreich,  its  discoverer, 
nas  been  but  little  verified  by  other  ophthalmologists. 

Liebreich  tells  us  that  he  has  seen  six  cases,  and  he  speaks  of  the 
ophthalmoscopic  diagnosis  after  this  manner  : 

1st.  The  pale  colour  of  all  the  retinal  and  choroidal  vessels, 
especially  however  of  the  retinal  veins,  which,  notwithstanding  their 
repletion  and  tortuosity,  have  a light  pink  shade,  similar  to  that  of 
the  small  apoplexies. 

Tills  is  in  contrast  to  the  black-red  tint  of  the  veins  in  optic  neu- 
ritis, and  m glaucoma.  Dr.  Becker,  of  Heidelberg,  who  describes 
two  cases,  speaks  of  the  indefinite  outline  or  contour  of  the  veins,  and 
o those  which  were,  m this  respect,  most  changed,  being  bordered 
by  small  whiUsh  margin,  which  made  them  look  ribbon-shaped,  and 
of  the  arteries  being  narrow  and  pale  yellow,  with  a tolerably  clear 
outline.  He  found  the  reflection  from  the  fundus  of  the  eye,  obtained 
advantageously  by  the  diffused  light  of  day  through  a hole  in  a 
dow  shutter,  to  be  of  a pale  orange-red. 

The  small  apoplexies  which  Liebreich  alludes  to,  are  those  which 
occur  m the  course  of  the  retinitis. 

retinal  1“  f **  PaPUla-  the  Elated  cloudiness  of  the 

macula  Uitem  regular  spots  close  to  the 

formed  toloraer  0f.fHsteTS  wMte  ™und  spots,  which  in  their 

tl  T q T t0  th°ae  {0™d  “ Bright’s  disease, 
but  diner  fiom  them  in  their  peripheral  situation.  It  is  added 

wZtSrtV11;  differenCe  bet™“  -d  other’ 

vessels  and  of  b “f  ^ m6r6ly  alllKle  to  the  colour  of  the 

the  coi’om  0/  H 1 extravasatlo“S-for  this  depends  exclusively  upon 

blood  but  also  to  the  colour,  shape,  find 

Striate^,!  r 1 suW,ose  he  means  by  the  opacity  the 

stunted  oleudmess.  He  concludes  with  the  remark  that  lie  1ms 
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found  in  general  the  same  appearances  in  all  his  cases,  although 
modified  in  one  way  or  another  by  the  greater  or  lesser  abundance  of 
the  extravasations,  and  by  the  degree  of  the  repletion  of  the  blood- 
vessels. 

Dissections  have  been  made  of  leucsemic  retinas  by  Renicke,  Roth, 
and  others,  from  which  I gather  the  following  facts.  The  capillaries 
contained  large  quantities  of  the  white  corpuscles  of  the  blood, 
especially  in  their  varicosities.  This  is  but  an  analogous  state  to 
what  has  been  observed  in  the  brain  and  the  lungs  of  leucoemic 
persons.  Some  of  these  peripheral  vessels  were  in  fatty  degenera- 
tion. In  the  central  vessels  of  the  retina,  which  also  abounded  in 
white  corpuscles,  there  was  scarcely  any  fatty  change,  but  enlarge- 
ment, with  thickening  of  their  walls.  There  were  numerous  small 
haemorrhagic  deposits.  Renicke  speaks  of  them  as  occurring  in 
numbers  towards  the  periphery,  being  round  and  prominent,  and 
occupying  all  the  retinal  layers ; red  corpuscles  of  the  blood  forming 
their  circumference,  and  white  ones  their  centre.  Other  observers 
speak  of  the  haemorrhages  as  being  confined  to  this  or  to  that  retinal 
layer.  Considerable  enlargement  and  a granular  condition  of  the 
rods  and  cones  seemed  to  be  the  only  change  which  could  account  for 
the  striated  cloudiness,  or  diffusive  opacity  of  the  fundus.  Nests  of 
hypertrophied  nerve  fibres,  near  the  macula  lutea,  seem  to  account 
for  the  white  spots  spoken  of  in  that  situation.  The  white  lines 
skirting  the  large  blood-vessels,  are  accounted  for  by  Leber  as  due  to 
haemorrhage,  consisting  of  an  aggregation  of  white  and  red  corpuscles 
of  the  blood,  which  in  some  places  actually  penetrated  the  wall 
of  the  vessel.  The  optic  nerve  appears  to  be  normal,  except  being 
congested.  Some  of  the  vessels  of  the  disc  were  compressed  by 
closely  packed  lymph  bodies.  The  choroidea  was  affected  chiefly 
by  hypersemia. 

No  definite  subjective  symptoms  are  described  by  any  author.  In 
one  case  it  is  said  that  none  existed. 


RETINITIS  PIGMENTOSA. 

This  name  was  given  by  Donders  when  he  looked  into  an  eye  and 
saw  the  retina  dotted  with  pigment,  along  with  certain  other  fundus 
changes.  As  there  is  certainly  as  much  of  a choroiditis  as  a retinitis, 
if  Donders’  name  be  retained,  it  should  have  the  prefix  of  ehoiio 
neuro-retinitis  pigmentosa,  but  it  might  scare  beginners.  . I liave’ 
from  the  force  of  example,  made  my  classification  under  diseases  o 
the  retina,  and  the  justification,  not  my  own,  is  on  the  score  o e 
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retina  being  more  affected  than  the  ohoroidea.  Spotted  retina  is  a 
uame  sometimes  applied. 

It  is  thought  by  some  physiologists,  who  base  their  opinions  on 
the  mode  of  development,  that  the  fifth  or  epithelial  layer  of  the 
ohoroidea,  containing  as  it  does  a single  layer  of  large,  well-formed, 
hexagonal  cells,  each  enclosing  a nucleus  surrounded  by  pigmentary 
matter,  belongs  more  to  the  retina  than  to  the  choroidea. 

• a"11  ^es°ripft°n  °I  acute  neuro-retinitis,  I have  shown  how 
inflammation  has  a selection  for  certain  parts  of  the  retina,  and 
that  when  its  posterior  layers  are  attacked,  the  choroidea  also 
sutlers.  I his  would  seem  to  be  exemplified  here,  if  it  be  not 

ra  ier  that  the  retina  and  the  choroidea  are  both  simultaneously 
attacked.  J 

Simple  as  retinitis  pigmentosa  is  to  be  understood  in  its  mere 
morbid  anatomy  aspect,  yet  owing  to  its  origin,  which  is  fcetal,  and 

J ,S  ”°  .f,en®ra,  -y'.  bemS  detected  in  infancy  unless  a child  be  born 
blind  with  it  its  insidiousness,  and  its  occasional  long  course  of  years’ 
duration  before  it  causes  enough  trouble  to  be  recognised,  no  one 
watches  a case  from  beginning  to  end.  Our  knowledge  is  built  up 
rom  ie  observation  of  cases  occurring  to  ourselves  and  to  others, 
and  to  some  post-mortem  examinations. 

A few  dots  of  pigment  in  the  retina  do  not  constitute  retinitis 
p gmentation  Physiological  pigmentation  around  the  disc  has  been 
described  and  I have  not  faded  to  speak  of  some  acquired  pigmenC 
tion  m optic  neuritis,  and  in  neuro-retinitis. 

proceed,  then,  under  this  understanding,  that  the  so-called 
retinitis  pigmentosa  is  a foetal  chorio-neuro-rSinitis,  and  so  li  as 

T bat  tl  “ ff  ,C0n0erne,d’  is  obie%  developed  in  its  posterior  layer 

=2,T"S  is*  r 

ment,  or?a  very  slow  ot  W dCTeloP- 

aight,  till  about  between ’the  ^ ^ 

whenit  culminates  in  blindness,  certainly  in  one  lye,  Td  sometime! 

unmistakable  Mhmeh^no  't  TI'eS6  T6ry  cll“acteristic  and 
I wm  give  those  rf  an^  oH  7 7e81C0ITe8P0Dd  * their  features, 
examined,  which  patient  is  trl”  t '°m  1 bave  Just  seut  for  and 
sight  from  his  birth  lias  lost  ]/'  "c  7°™  old’  llas  bad  defective 
sees  but  with  a very  smal  v s!  fit,  T7  in  ^ 

slmrt  range,  holding'objecteX::  to ILTf  ^ “d  a 
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'Right  eye.  An  astonishingly  variegated  appearance  over  the- 
fundus  of  the  eye,  produced  by  black  spots  of  most  varied  form,  size, 
and  relation  to  each  other,  and  grey  and  shining  white  spots,  the 
effect  respectively  of  the  loss  of  the  pigment  of  the  choroideal 
epithelium,  and  of  the  pigment,  and  of  the  stroma  combined,  by 
which  the  sclerotica  is  seen,  fringed  by  a belt  of  very  dark  pigment. 
In  proportion  as  pigment  is  removed  so  are  the  choroideal  blood- 
vessels exposed.  Where  the  second  choroideal  layer,  the  tunica 
vasculosa,  can  be  recognised,  it  has  a greyish  or  brownish  aspect, 
and  according  as  its  pigmentation  is  reduced,  or  increased,  will  the 
blood-vessels  be  apparent  or  hidden.  Here  these  vessels  are  tolerably 
intact ; still  those  of  the  third,  or  capillary  layer,  are  much  atrophied. 
The  retina  is  atrophied,  and  this  again  causes  parts  posterior  to  it  to 
be  the  better  seen.  The  optic  disc  is  atrophic,  and  contains  a few 
dots  of  pigment.  Pigment  is  not  deposited  in  the  disc  till  a late 
period  ; when  the  pigmentation  is  generally  very  marked.  The  central 
blood-vessels  of  the  retina  are  reduced  in  number ; both  arteries  and 
veins  are  contracted.  In  atrophy  of  the  disc,  from  whatever  cause,  these 
blood-vessels  undergo  like  changes  in  proportion  to  the  atrophy. 
Pigmentation  of  the  retina  may  be  very  marked  along  the  course  of 
the  large  blood-vessels,  at  their  bifurcation,  and  may  even  surround 
some  of  the  branches,  so  that  they  look  like  black  threads.  In  these 
situations  a granular  arrangement  of  the  pigment  is  generally  well 
marked.  Such  conditions  are  absent  here. 

Left  eye.  The  fundus  is  altered  chiefly  by  pigmentation,  the 
greyish  and  white  spots  which  were  observed  in  the  other  eye  are 
very  few,  and  are  entirely  at  the  equator  of  the  fundus.  The  optic 
disc  is  only  a little  impaired  in  transparency,  and  the  central  blood- 
vessels seem  unchanged. 

In  both  eyes  the  vitreous  bodies  and  the  lenses  are  clear. 

The  immunity  which  the  vitreous  body  enjoys  from  disease  is 
universally  admitted,  for  only  very  rarely  is  the  transparency 
affected,  and  then  it  occurs  in  the  region  of  the  optic  disc,  and 

obscures  it. 

The  crystalline  lens  is  prone  to  become  opaque  at  its  posterior  and 
central  parts,  posterior  polar  cataract,  which  hardly  ever  increases  to 
complete  lenticular  opacity ; but  this  is  a late  occurrence,  usually  not 
appearing  before  the  individual  is  thirty  years  of  age. 

There  are  no  outward  objective  symptoms  beyond  a contracted  or  a 
slowly  acting  pupil,  and  a degree  of  arrest  of  development  m t e 
eyeball  microphthalmos,  which  is  seen  in  those  infants  who  are  o 
blind  with  the  affection,  or  in  whom  it  is  rapidly  developing  a 
time  of  birth — I may  add  an  oscillating  movement,  nystagmus, 
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which.  persons  with  a very  limited  visual  field  display  in  examining1 
a large  objeot. 

Subjective  symptoms.  Those  proper  to  the  retinitis  are  feebleness 
of  letinal  power,  so  that  full  illumination  is  necessary  for  acute 
sight,  hence  by  a bright  light  the  eye  may  seem  to  be  normal  when 
it  is  really  defective.  This  loss  of  function  is  often  mistaken  for 
hemeralopia,  contraction  of  the  visual  field,  a deficiency  which  will 
be  best  ascertained  by  an  examination  under  artificial  light.  Central 
vision  by  day  may  long  continue  to  be  acute  in  association  with 
severe  peripheral  contraction,  but  afterwards  this  seeing  patch  is 
prone  to  grow  dim.  It  may  be  mentioned  that  in  this  regular  con- 
tractionof  the  field  we.  have  a contrast  to  the  irregular  contraction 

arising  from  optic  neuritis.  Again,  central  vision  is  rarely  so  sharp 
m the  neuritis.  r 

The  range  of  accommodation  is  seriously  shortened  when  the  visual 

field  is  much  reduced.  Myopia  and  astigmatism,  are  not  uncommon 
complications. 

It  seems  to  be  ascertained,  without  doubt,  that  the  subjective 
symptoms  may  appear  before  the  pigmentation.  That  the  decrease 
m visual  power  is  usually  in  equal  step  with  the  spotting  is  certain. 

V aneties  of  retinitis  pigmentosa  are  met  with.  The  objective 

symptoms  may  be  slight,  while  the  subjective  ones  are  severe,  and 
vice  versa . ’ 


. fa“8e-  S?P,ul18  has  to  it,  and  perhaps  not  without 

just  cause.  In  many  cases  syphilis  has  been  traced  to  the  one 
or  the  other  parent.  Intermarriage  is  largely  blamed,  but,  as  I 

heahlv  T f°Undation-  Modem  investigation  shows  that 

hea  thy  cousins  who  marry  do  not  beget  diseased  offspring.  Un- 

beeae™eetedT15  f1SeaSed  cHldren  i ^ surely  less  could  not 

be  expected  from  diseased  parents,  selected  under  any  circumstances 

apart  from  consanguinity.  But  in  general  we  cannot  fathom  the 
origin  of  it  in  any  bodily  disorder  of  the  parents. 

iere  is  nothing  peculiar  in  foetal  origin,  since  we  know  that  all 

funSveZme^  of\tIle  '***  “ ^ th°Se  Cental  to  the 

exisUttriT  Tt  B ltSOrganS>  and  t0  W teen  found  to 

exist  at  birth.  It  has  invariably  occurred  to  me,  when  in  the  first 

instance  it  has  seemed  that  I have  discovered  an  exception  and  been 

thatfrom8  riT  °f  a°qU’red  retinitis  Pig^tosa,  ultimately  to  find 
MZ:  °ry0Uth  thCTe  ha8  'bee”  <*  ™ visual 

afflicted  ZIT' °f,"  cMdren  V parents  being 

eongtnhd t 7 7*’  °f  transmitti>‘g  it  to  child,  of  other 

congenital  defect,  coexisting  with  it. 
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Morbid  anatomy.  I can  only  glance  at  this.  First,  as  to  the 
pigmentation,  which  is  chiefly  in  the  central  layers  of  the  retina. 
There  has  been  a great  deal  written  to  account  for  it,  and  the  expla- 
nations founded  on  dissection,  in  which  Pope,  Leber,  and  Wecker 
have  had  so  much  to  do,  run  thus. 

The  proliferated  tissue,  which  is  most  abundant  in  the  external 
granular  layer  of  the  retina,  throws  out  excrescences  which  embrace 
and  envelope  the  pigment  cells,  and  in  returning  carry  the  cells  into 
the  diseased  retina.  Of  course  this  supposes  the  destruction  of  the 
layer  of  rods  and  cones,  and  I believe  that  such  destruction  is  almost 
invariable.  Again,  the  fourth  choroidal  layer,  the  elastic  lamina, 
thickens,  and  gets  warty,  and  drives  the  epithelial  cells  with  the  pig- 
ment into  the  retina.  Again,  from  softening  of  the  posterior  retinal 
layers,  and  proliferation  of  the  cells  of  the  epithelial  layer  of  the  cho- 
roidea,  the  pigment  enters  the  retina,  according  to  the  degree  of  the 
disorganization  which  it  has  undergone. 

While  retinal  pigmentation  is  a marked  object  of  this  complaint 
it  is  really  the  least  important  event,  for  it  has  no  spoiling  influence. 
The  presence  of  pigment  within  and  between  the  histological  ele- 
ments of  any  tissue,  does  not  affect  the  vitality  or  function  of  such 
part.  If  the  pigmentation  be  not  about  the  macula  lutea,  this  of 
course  means  if  the  causes  which  produce  the  pigmentation  have  not 
spoiled  that  region,  and  if  the  optic  nerve  be  sound,  no  matter  how 
much  pigment  there  may  be  elsewhere  in  the  retina,  vision  is  scarcely 
affected,  and  there  is  sure  to  be  good  central  light. 

Without  denying  the  migration  of  the  pigment  from  the  choroidea 
to  the  retina,  a point  I think  scarcely  to  be  proved  by  dissection, 
unless  thereby  the  pigment  be  found  in  the  retina  in  its  epithelial  cell 
intact,  I offer  these  remarks.  I must  eliminate  from  the  consideration 
the  formation  of  pigment  out  of  extravasated  blood,  discussed  in  the 
chapter  on  Diseases  of  the  Optic  Nerve,  p.  1089.  < J 

Pigment  is  frequently  removed  by  absorption  from  the  choroidal 
epithelial  layer  during  the  development  of  retinitis  pigmentosa. 
Pigment  is,  indeed,  absorbed  under  a variety  of  circumstances  in 
posterior  internal  ocular  disease.  While  we  know  that  it  is  leally 
renewed,  we  do  not  want  to  account  for  pigment  in  a wiong 
place,  by  saying  that  it  has  gone  there  from  its  right  quarter, 
especially  as  the  “ running  of  the  pigment  into  a mass,  as 
the  phrase  goes,  is  more  in  quantity  than  such  a disposi- 
tion could  account  for.  We  know  that  there  may  be  an  in-,j 
crease  of  the  pigment  of  the  choroidal  stroma  under  inflam- 
mation, while  the  pigment  of  the  epithelial  layer  is  partia  y| 

removed. 
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^mentation  is  a very  common  form  of  degeneration  of  most  of 
issues  of  the  body.  It  is  frequently,  too,  the  effect  of  inflamma- 

br°me  °ha^eS  in  the  Wood-vessels,  or 
the  cmcnlatmn,  and  is  often  the  only  evidence  of  a preceding  inffflm- 

nitted  rC6SS'n  r f0Wth  formin»  in  ab°ut  a naturally  pig- 
snedal  l or6’  ^V^roidea,  P°^essing  cells  endowed  with  a 

111  ft  Tis  T 3 rg  Uring  matter  fr0m  the  Wood,  and 

tumours  of  /hi  7 ^ f .gmmted  ’ for  ^stance,  the  melanotic 

r8iZ«on  or  r’l,  Takmg  th68e  SCTeraI  circumstances  into 

S r'™  ,0t  tbem’  and  aU0™g  sufficient  credit  or  lati- 

S^StZSSil ECSr  “•  *- 

the  "Zm  tSsu.  oud  .olorooio  of 

r - cfiSioTst  t “sirs 

layers,  the  supposed  sensorial  nerve  elements  wf  wl  1 7 
replaced  by  connective  tissue  that  shrinks  and  hardens  The  “ 
tissue  layer  long  resists  destruction.  The  Derve- 

The  arteries  are  more  affected  by  sclerosis  then  n,„  • t,  . 

r*  vlA  e sririrs:  sr-  -- 

to  give  an  atrophic  appearance  to  the  disc  and  C retin"  “ 

epitheliaHayer  of^the^c^roffle^withlt8  deStrUCti°D  °f  ‘he  » 
fourth  layer,  the  elastic  lamina,  °f  ^ 

as  warty  excrescences,  lymphoid  cells  in  t]iP  l ’ g 61161  aly  desci’ibed 
dative  products  either  in  thp  nTi  - • i i . c toroidal  stroma,  exu- 

sclerotica,  and,  according-  to  Lebor  ^ a S °T  between  {t  and  the 
in  the  region  tf  the or!  ^ ^ posits 

fatty  granules,  by  which  the  retina^d  fl  °°!1Ilec^lve  tlsslle  a^d 
together,  and,  ultimately  atrophy  of  tlm  1 °boroidea  are  glued 

*«  »f  »a,.d  IZSZff?  ‘fW  «» ... 

'do  oot  tim.1  an  tl 

....  A.™  „ aa,  wlil*  i72*?T"i 
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symptoms,  and  where  there  has  coexisted  a marked  strumous  habit, 
of  which  debility  is  a strong  feature,  by  improving  such. 


HYPERJESTHESIA  OPTICA. 


It  can  be  said  of  the  puzzling  assemblage  of  symptoms  classed 
under  this  name,  that  it  occurs  mainly  under  two  conditions : 1st. 
Exalted  sensibility,  or  excessive  intensity  and  duration  of  the  sensa- 
tions, which  may  be  caused  by  irritation  of  the  optic  nerve  and  the 
retina  in  association  with  ciliary  irritation,  which  phenomena  aie 
supposed  to  be  due  to  external  influences  acting  on  the  retina,  and 
distinct  from  such  cases  of  reflex  spasm  as  arise  in  surface  ocular 
affections,  having  their  seat  in  the  conjunctiva  and  the  cornea.  2nd. 
A kind  of  high  excitement  of  the  optic  nerve  and  the  retina,  attended 
by  symptoms  which  do  not  depend  on  external  influences. 

In  the  first  condition  there  is  lacrymation.  Reflex  spasm  °f  the 
orbicularis  palpebrarum  muscle.  See  disease  of  this  muscle,  page  o31. 
Pain  in  the  eyeball,  and  pain  in  the  course  of  one  branch,  or  in  se\e-  ■ 
ral  branches  of  the  supra-orbital  division  of  the  fifth  pair  of  nerves, 
so-called  ciliary  hyperaesthesia,  or  ciliary  neuralgia.  Intolerance  to 
light,  less  than  full  illumination  perhaps  producing  dizziness.  I he: 
aggregate  of  these  constitutes  the  effect  usually  described  as  photo- 
phobia. 1 

Many  of  these  subjective  symptoms  have  been  described  as  symp-- 

toms  also  of  neuritis  and  neuro-retinitis,  and  it  is  exceedingly  c 
in  many  instances  of  disease  to  say  which  classification  should  be. 
adopted,  namely,  that  of  mild  neuritis,  or  mild  neuro-retinitis  with  a 

complications,  or  liypersesthesia  optica.  . 1 

Again,  over  and  over,  have  I described  hyperaesthesia  optica  as  a 
part  of  the  symptoms  of  several  affections  of  the  eyeball,  without, 

course,  naming  it  as  above.  . . ...  ,, 

But  there  is  a milder  form  of  hyperaesthesia  optica,  in  which  th 

labrymation  and  pain  are  absent,  only  intoleiance  to  lg  r^m  ’ 
the  optic  nerve  and  retina  seem  healthy,  and  theie  is  no  o jec 
symptom  of  ciliary  irritation.  I meet  with  it  in  myopic  and  hyper- 
metropic persons.  It  may  remain  long  after  such  optical  defects  hav 
been  remedied,  and  persist  in  spite  of  every  effort  to  OT.e.r^“does 
There  is  still  a milder  form,  in  which  the  intolerance  o ig 
not  appear  unless  the  eye  be  used  for  minute  work.  s 

In  the  second  condition  there  are  merely  subjective  apre‘ 
and  subjective  effects,  occurring  with  or  without  into  eran 

and  dazzling. 


HYPERESTHESIA  OPTICA. 


1119 


By  the  subjective  appearances  is  meant  the  so-called  phosphenes, 
winch  include  the  sensation  before  the  eye  of  sparks,  bright,  white,  or 
coloured  patches,  flames,  coloured  rings,  chromatic  clouds,  all  of 
winch  may  partially  or  entirely  cover  the  visual  field.  These  are 
frequently  described  as  photopsia  and  chromatopsy.  See  p.  1077  for 
some  further  remarks  on  the  subject. 

l>y.  the  subjeetn  e effects  is  meant  duration  of  retinal  impressions, 
especially  from  bright  objects,  for  minutes,  hours,  days,  or  even 
months ; or  such  duration  that  the  impression  of  one  object  on  the 
retina  is  not  lost  before  another  is  received,  by  which  confusion 

dizziness^  ^ ma7  ^ °bj6ots  seem  to  dance>'  and  produce 

The  first  and  the  second  conditions,  although  mainly  separable,  as 
I have  just  said,  are  sometimes  mined  in  varying  intensity 

T!,e  treatment  is  not  always  to  be  rationally  found,  because  many 
of  the  causes  of  the  affection  cannot  be  discovered.  It  is  very 
reasonable  to  suppose  that,  in  the  absence  of  all  objective  symptoms 
he  malady  has  its  origin  in  the  optic-nerve  apparatus  posterior  to 
the  eyeball  We  are  always  forgetting  how  much  of  this  apparatus 
lies  within  the  skull,  and  we  may  be  sure  that  a great  many  sub- 
jeotive  symptoms  which  we  cannot  account  for,  and  I call  functional 
s if  all  symptoms  were  not  evidences  of  loss  of  function,  have  their 
o.  igm  m the  optic  tract  and  in  the  brain.  Whence  arises  the  hyperes- 
thesia optica  in  concussion  of  the  brain,  in  fever,  in  headache  in 
high  mental  excitement  after  the  shock  of  fear  m-i„f  nTI(i  ’• 
fatigue,  the  eye  all  the  while  being  natural.  8 ’ * e“eSSIVe 

Ircatment.  Save  the  eye  from  any  influences  which  seem  to  affect  if 
prejudicially,  or  to  overtax  its  power,  and  endeavour  to  remotf  any 


: cystic  on  cystoh,  p.sease  or  the  keti;na,  also  called  cedema, 

and  colloid  cystic  disease. 

Pathological  conditions.  To  Iwanoff’*  i 

dissections  are  we  chieflv  in dpLfprl  f i ‘ Gtllc^ie8  and  extensive 

Nearly  all  if  not  aH  „f  « T ^ We  know  “ this  matter, 

belonging  to  the  affection  b™post-mortem°  in™  ^ °“I;T  as 

rmean  that  the  disease  cannot  he  surely  recogniseTte  fife.  7 ‘ “ 1 
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The  retina  suffers  partially,  either  peripherally  or  centrally.  Very 
rarely  is  it  implicated  in  the  entire  extent. 

A retinal  segment  thickens,  there  is  an  increase  in  the  length  of 
the  modified  connective  tissue,  or  framework  of  the  same,  and  some 
atrophy  of  the  granular  layers.  A space  is  developed,  or  several 
spaces  are  developed,  in  the  external  granular  layer,  between  the 
hypertrophied  fibres  of  Muller.  Such  development  is  after  the  manner 
of  the  independent  formation  of  a cyst,  by  the  enlargement  and  fusion 
of  the  spaces  in  the  connective  tissue,  and  the  contained  fluid  material 
is  serous  or  gelatinous.  Soon  after  spaces  are  formed  in  the  internal 
granular  layer.  The  inter-granular  or  external  molecular  layei  is  as 
yet  intact,  but  as  soon  as  opposite  cavities  enlarge  it  is  lost  and  a 
single  cavity  is  formed  ; and  so  on  it  may  be  gradually  removed,  and 
one  large  cavity  remain.  The  nerve-fibre  layer  is  not  readily 
diseased,  but  it  may  atrophy  and  be  partially  occupied  by  small 
cavities.  The  rods  and  cones  are  not  destroyed  till  a late  period. 
The  ultimate  cavities  enlarge  at  the  expense  of  the  vitreous  humour, 
which  may  be  partially  or  entirely  absorbed. 

Cystic  disease  is  chiefly  met  with  in  old  people,  and  causes  dis- 
organization of  the  eye.  In  such  instances  the  pathological  explanation 
of  Iwanoff,  degeneration  of  the  capillary  blood-vessels,  is  highly 

probable.  . , 

* Cystic  disease  is,  besides,  associated  with,  and  I suppose  arises  out 

of  disorganizing  states  of  the  eyeball,  such  as  we  meet  with  m 
glaucoma,  and  after  the  changes  following  traumatic  injuries,  by 

which  sympathetic  ophthalmitis  is  induced. 

We  find  here,  as  elsewhere  in  cysts  in  the  body,  that  there  occur 
sometimes  inflammatory  changes  in  the  cyst  walls  called  secondary 
action,  by  which  surrounding  parts  are  affected.  This  explains  ie 
thinning  of  the  choroidea  and  the  sclerotica  by  which  they  bu  ge 
just  outside  a cavity.  This  ensues  without  the  retina  being  detache 

from  the  choroidea.  ,.  , * 

The  objective  ophthalmoscopic  symptoms  are  not,  as  I have  nin  <-  > 
very  definite,  because  it  is  generally  impossible  to  say  whether  we  have 
before  us  cystic  disease  or  a partially  detached  retina.  ia_  e 

be  said  differentially  is  that  the  former  is  more  limited,  stands  ou 
with  sharper  outline,  and  the  separated  retina  is  less  opaque  an  oe 
not  tremble.  Again,  the  development  of  cystic  disease  o J P® 
phery  of  the  retina,  and  the  common  complication  ol  ieiiticiua 
opacity,  cataract,  more  or  less  present  an  efficient  examination. 

The  subjective  symptoms  are  deterioration  or  loss  of  sig  1 > acc 
to  the  extent  and  position  of  the  part  of  the  retina  involve  . 
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\S  ‘he  arrest  of  80lid  ^stance* 

circulating  mthe  blood,  by  blood-vessels  which  are  too  small  to  allow 
them  to  pass,  and  that  such  substances. are  numerous ; nameTy  plras  teJ 
Pigment  granules,  cancer  cells,  vegetations  or  oal areoZZ ath  rol 

thf°a“3  S6t  freS  fr°m  th<S  ™lTCS  °f  the  ^ or  the 

in  emb°Hsm  &eneraU7.  will  materially  assist 

elucidating  the  objective  and  subjective  ocular  phenomena  T 

ing  remaris°me  aI1USi°nS  *°  them  “ the  “ursl  <*  the  tiHoJ. 

^ ca  have  been  pu^ic £*£ 
ported"’ 

tjzzf  rtris*  rrr10- 

-b.il.  t,  rz  “ " *“f  “ «• 

f'"'"1*  i>-  •i“  ‘b?«tszr 

vessels  ot  the  retma  are  comnresspd  TW  ,*  : uiooa- 

intimate  connection  between  the  retinal  arteries  Zd  tZ  tut  W 
blood-vessels  of  the  disc  wonlrl  pi.0pfl  i nutrient 

retinal  circulation  to  a °f  fte 

mortem  examination  b v i m i J » ’ a teil  tJlat  a post- 
that  true  embolism  occurs  in  the  V 7 Settled  the  ^estion 

de  Physiologie,”  1870.  ^ artery  °f  the  retma-  “Archives 

JT  0f  s:ght-  Examination  of 
which  occupied  I*’"  larff6St  °f 

short  time  peripheral  sis-hf  wn  , ° was  healthy.  After  a 

woman  was  able  to  read  No  17  0f  restored’  so  that  the 

rapidly  declined  Then  the  re  l 1 ?8  * **  ^ Visi™  again 

its  branches  being  like  white  cords  c Z WaS  deV°id  °f  Uood’ 

Th.  ™ 
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natural  in  the  rest  of  tlieir  course.  Along  with  other  retinal  changes, 
there  was  considerable  infiltration.  The  heart  was  diseased,  there 
being  an  insufficient  auriculo-ventricular  opening.  Cerebral  symptoms 
caused  death. 

Post-mortem  examination.  Cerebral  haemorrhage,  fatty  degeneration 
of  the  posterior  arteries  of  the  brain,  with  central  brain  softening. 
A clot  in  the  left  central  artery  of  the  retina,  three  millimetres  from 
the  sclerotic  entrance  of  the  optic  nerve,  adhering  to  the  walls  of  the 
artery,  which  it  dilated  in  its  middle  part.  At  the  corresponding 
spot  the  ophthalmic  vein  was  completely  obliterated. 

Objective  symptoms.  We  shall  meet  a diversity  in  these  according 
to  the  positions  of  the  embolism  ; that  is,  whether  the  stoppage  be  in 
the  main  artery,  or  in  one  of  its  branches,  and  the  obstacles  to  the 
collateral  circulation. 


Ophthalmoscopic  signs  of  embolism  in  the  trunk  of  the  central  artery  of 
the  retina , before  its  entrance  into  the  eyeball.  This  varies  according  to 
the  time  which  has  elapsed  between  the  obstruction  of  the  artery  and 
the  first  examination  of  the  patient. 

In  the  beginning  the  papilla  is  pale  but  transparent.  The  arteries 
are  reduced  in  size.  Some  of  them,  or  all,  are  exsanguineous.  In 
those  which  are  not  actually  closed,  a feebleness  of  circulation  is 
unmistakable. 

The  greater  or  lesser  check  in  the  flow  of  the  arterial  blood 
depends  directly  on  two  conditions.  First,  the  stopper-action  of  the 
embolus,  whether  this  be  entirely  within  the  main  arterial  branch, 
or  at  the  point  of  bifurcation.  Secondly,  on  the  nature  of  the 
embolus  itself,  whether  derived  from  a soft  recently-formed  thrombus, 
in  which  case  it  will  readily  adapt  itself  to  the  blood-vessel,  or  consist 
of  an  irregular-formed  calcified  cardiac  vegetation,  when  it  is  not 
likely  to  °fill  the  blood-vessel.  The  same  remarks  apply  in  a 
mechanical  sense  to  all  other  causes  of  arterial  plugging.  There 
may,  therefore,  be  complete,  or  only  partial  plugging  of  the  artery. 
Hence  it  is  the  arteries  may  be  quite  empty,  and  look  like  whitish 
threads,  or  a few  only  empty,  while  others  are  cany  in  g some 

Small  coagula  are  commonly  seen  in  parts  of  the  arterial  branches 
in  which  some  circulation  yet  remains.  These  are  really  thrombi. 
In  embolism  in  general,  thrombi  frequently  form  in  front  an 
behind  the  plug;  and  usually,  though  not  necessarily,  extend  as  ar 
as  the  entrances  of  the  first  large  collateral  vessels. 

There  are  retinal  vein  changes,  characterized  by  more  or  ess 
emptiness,  with  irregularity  in  the  distribution  of  the  remaining 
volume  of  the  contained  blood.  Sometimes  the  greatest  fulnes 
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peripheral,  sometimes  central.  Before  the  nutrition  of  the  retina  is 
interfered  with,  feeble  undulatory  movements  of  the  venous  blood 
may  be  seen  in  the  peripheral  vein  branches.  The  occasional 
general  fulness  of  the  main  trunks  of  the  central  vein  is  merely  that 

ttTci“r‘r- 14  may  oocur  with  but  ^ 

Secondary  thrombi,  usually  called  clots,  may  form  in  the  veins 

miiT  ?T!  co“.cUtlOI1S  <Jepend’  as  reSards  the  Series,  on  the 
amount  of  obstruction  in  the  central  artery,  and  the  deeree  of 

anastomosis  which  exists  between  the  nutrient  blood-vessels  of  the 

disc  and  the  branches  of  the  central  artery  beyond  the  spot  of 

th^nlT  & “«  r6gaf^  theveins>  011  the  obstruction  or  not  of 

embX  lTem  “ u °Pt,f,  nOTVe  iudire0tly  * the  distention  of  the 

“•  “0  ■ — 

m^lv^r011  t™Ml™all'V  A ersyish  cloud,  I 3Uspe^ 

merely  cedema  covers  the  disc  and  the  immediate  neighbourhood 

preads  around  the  macula  lutea,  and  follows  the  course  of  the 

ptrts  blood-vessels,  but  does  not  affect  the  extreme  equatorial 

Next  follow  very  marked  alterations  at  the  site  of  the  macula 

marks  the  late  departure  from  heath  T,  tl 

atrophies,  and  so  does  the  retim  Tl  vi  /n  10  at  er  tbe  disc 

missing,  Lid  Zr0f  the  th“  « . bI°?d-TO88els  •»  "'ore  or  less 

remain,  may  be  bordered  with  whitehnes  “ °f  th°S6  Which 

thfviCX^X  mott11!  Cl°UfnT  °f  8iSh*’  ” eontraction  of 
central,  or  °f  the  field  of  ^ect, 

But,  as  the  affection  is  monoonh  “fl-  f followe(i  V blindness, 
■vision  may  not  be  nofipprl  /’  ^ 8 10rt  stage  of  impairment  of 
symptom  disTOvered.  “a£  ™uld  ba  «*e  first 

™pply.  is  but  a parallel  of  what  ZZ 
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the  arterial  circulation  elsewhere  ; for  instance,  on  the  occasion  of 
the  main  nutrient  artery  of  the  part  being  plugged.  Loss  of 
consciousness  and  paralysis  suddenly  follow  embolism  of  the  larger 
cerebral  arteries  ; embolism  of  the  pulmonary  artery  produces  sudden 
asphyxia,  &c.  In  each  instance  the  ultimate  organic  changes  'will 
depend  on  the  structure  of  the  organ  attacked,  and  particularly  on  its 
blood-vessel  arrangements. 

Partial  restoration  of  the  arterial  blood  supply  to  the  retina, 
whether  temporary  or  permanent,  is  attended  by  corresponding 
improvement  in  the  function  of  the  eye,  provided  there  has  been  no 
retinal  spoiling.  This  again  has  its  parallel  in  other  organs. 

Where  there  is  obscurity  in  diagnosis,  the  course  of  the  case,  in  a 
few  days,  will  probably  clear  up  the  doubt. 

In  embolus,  the  retina  is  quickly  deprived  of  blood,  the  occluded 
arteries  soon  contract,  optic  disc  and  retinal  changes  quickly  follow. 
This  is  just  the  reverse  of  what  occurs  in  optic  neuritis. 

The  shrinking  of  the  disc  vessels  in  embolism  causes  paleness, 
which  at  first,  at  least,  is  characteristic,  and  rather  different  from 
either  form  of  disc  atrophy,  the  grey  or  the  white. 

A case  has  been  published  of  incomplete  obstruction  of  the  trunk 
of  the  central  artery  of  the  retina,  with  more  obstruction  of  the 


upper  branch  of  the  same  than  ot  the  lower. 

Cause.  Ocular  embolism  is  intimately  connected  with  disease  of 
the  systemic  arteries  and  capillaries,  especially  those  of  the  brain,  and 
with  disease  of  the  left  cavities  of  the  heart. 

Ocular  embolism  has  been  followed  by  cerebral  embolism. 

Ophthalmoscopic  signs  of  embolism  of  some  of  the  branches  of  the 
central  artery  of  the  retina,  the  obstruction  taking  place  icithin  the  j 
eyeball  A few  such  cases  are  on  record,  and  are  quoted  m the 
“Archives  of  Ophthalmology,”  &c,  by  H.  Knapp..  In  one  ot 
them,  which  will  serve  as  a type,  the  blood-vessels  in  the.  upper  I 
half  of  the  retina  and  in  the  optic  disc  were  normal.  . I he.  interior 
principal  branch  of  the  retinal  artery  displayed,  a slight  intumes- 
cence, beginning  at  the  margin  of  the  optic  disc,  and  extending 
thence  about  half  the  length  of  the  diameter  of  the  disc.  I rom  this 
swelling  to  the  periphery  of  the  retina,  the  artery  appeared  as  a thin 
white  thread.  Nearly  the  entire  lower  half  of  the  retina  had  a 
milky-white  tint.  The  field  of  vision  was  affected  m correspondence 
only  to  the  retinal  lesion,  that  is,  in  the  upper  part.  The  direct,  or 
central  sight,  and  that  in  the  other  parts,  of  the  visual  field  were 
uninfluenced.  The  patient  noticed  his  defect  only  two  da)S  era, 
and  his  daily  habit  of  using  his  right  eye  to  shoot,  proves  t 7 
detection  of  the  disease.  The  opacity  of  the  retina  soon  disappeared, 
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the  visual  field 


but  the  contracted  artery  and  the  defect  in 
remained. 

Kuapp  gives  a case  of  his  own,  and  runs  on  through  seventeen 
pages  of  descriptive  and  clinical  remarks.  The  tortuosity  and 
enlargement  of  the  veins  corresponding  to  the  occluded  artery  is 

mentioned,  together  with  the  seeming  loss  of  continuousness  of  some 
ot  them  at  the  disc. 

A point  on  which  he  dwells  much  is  the  loss  of  pulsation  in  the  retinal 
ff . ’ which  happen  to  he  obstructed  from  any  cause.  He  argues  after 

tlus  manner : Pressure  on  the  eyeball  produces  visible  beating  of  the 
retinal  arteries ; obstruction  of  the  arteries  can  only  frustrate  the 
experiment ; consequently  such  obstruction  may  be  safely  assumed  as 
existing  whenever  pressure  on  the  eyeball  fails  to  produce  pulsation. 
He  applies i the  argument  to  embolus.  This  requires  a little  quali- 
fication. Some  arterial  circulation  might  continue,  provided  it  be 
eeble  without  the  possibility  of  inducing  pulsation  by  pressure. 

Jxetmal  haemorrhage  producing  apoplectic  spots  of  different  sizes.  I 
have  purposely  waited  until  now  to  introduce  systematically  this 
mgeney  of  embolism  m the  eye,  already  alluded  to.  Hemorrhage 

ember  kn°"S  ,the  kldn6y’  hmg’  and  sPleen’  ™ association  with 
m ,,,  Pathologically  speaking,  the  bleeding  arises  from  hyper- 
mrnia  of  the  blood-vessels  adjacent  to  the  obstructed  main  artery,  or 

en  “S  °bs‘™cted  seo°hdary  and  tertiary  arterial  branches  ; the 
engoiged  capillaries  are  ruptured,  and  blood  is  extravasated.  The 
bleeding  occurs  at  a definite  spot.  The  area  over  which  there  has 

a Jthe  entwfb  ^ from  the  Pegging  of  the  embolus 

and  the  ensuing  thrombosis,  and  which  is  more  or  less  infiltrated  with 
blood,  is  called  the  haemorrhagic  infarct. 

Treatment.  Where  the  central  retinal  artery  is  fully  plumed  the 
muted  collateral  arterial  circulation  is  so  poor  that  permanent  loss  of 
a power  is  inevitable.  No  help  can  be  afforded.  Where  there 

avoV^f11-8"  ° °nly  a brancll>  tlle  arterial  anastomosis  has  proved 
available  m some  respects  in  partially  restoring  a part  of  the  lost 

2 £22i““8‘  ? "«>■  x i 

in  t^Tit/r11-  ButrrtiaI  ^ and  partki  opir; 

this!  sS  nJrT6ry  S,“0t  enSUed-  What  «“  bo  done  for 

-a...  ,.y%,  *“•  ->  - 
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DETACHMENTS  OF  THE  RETINA  FROM  THE  CHOROIDEA  AND  FROM 

THE  VITREOUS  BODY. 


Detachment  by  a choroidal  tumour,  and  detachment  by  blood, 
have  been  described  in  the  chapters  on  Cancer  and  other  Malignant 
Affections  of  the  Eye,  and  Injuries  from  Mechanical  Agents. 

Detachment  by  cysticerci  has  been  considered  in  the  chapter  on 
Entozoa.  Since  writing  that  account,  I have  seen  a sub-retinal 
cystieercus.  It  occurred  in  a man,  aged  twenty-six.  The  bluish  pale- 
ness of  the  parasite,  together  with  the  raised  retina  just  around,  the 
yellowish  choroideal  change,  in  extent  corresponding  to  the  detached 
retina,  and  the  course  of  the  retinal  vessels  not  being  interrupted, 
although  thrown  forwards,  were  well  marked.  I am  watching  the 


case. 

Detachments  by  the  primary  effusion  of  fluid,  between  the  retina  and 
the  choroidea.  This  is  not  met  with  in  children  and  young  people, 
but  in  adults,  and  particularly  after  middle  life.  The  separation  may 
be  very  partial.  It  may  be  almost  entire,  there  being  freedom, 
except  at  the  optic  nerve  entrance.  It  may  be  absolutely  entire,  by 
loss  of  the  optic  nerve  connection.  As  the  last  does  not  occur  except 
in  eyes  so  disorganized  that  the  lens  is  opaque,  it  will  be  no  further 

noticed.  • . 

This  stripping  always  has  a small  beginning,  in  a circular  or  linear 

form,  without  any  point  of  selection,  but  occurs  anywhere.  A very 
marked  separation  always  has  its  largest  area  in  a depending  posi- 
tion, because  the  gravitating  fluid  determines  wide  detachment  in 

that  direction.  # . ,, 

It  is  said  that  effusion  may  quite  change  its  place  m a few  months, 

and  pass  from  an  upper  to  a lower  position ; while  the  portion  of 

retina  originally  raised  recedes  to  its  place. 

The  detached  portion  always  projects  to  an  extent,  and  m a form, 
which  depends  on  a loss  of  vitreous  body.  Such  loss  must  be  in 
equal  step  with  the  sub-retinal  effusion.  The  vitreous  body  is  quickly 
absorbed  under  pressure,  whether  it  be  extra  or  intraocular.  1 am 
sure  that  it  recovers  itself  when  only  partially  reduced,  and  tii 


influencing  pressure  is  removed.  , 

Some  retinal  opacity  is,  I believe,  inseparable  from  detaehme^ 
Complete  opacity  may  ensue.  We  meet  with,  as  such  e ec 
raised  retina,  the  appearances  of  slight  veiling,  J 

striatio-n,  spotting.  The  proper  aspeol its  modrfied  ,7  < 
the  effused  fluid,  when  it  is  marked.  With  all,  there  is  . o 
of  reflection,  duo  more  to  the  whiteness  and  degree  of  t 1 
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thaa  to  anything  else.  The  older  the  detachment,  the  more  opaque 
the  retina  becomes. 

Objective  symptoms.  An  extensively  detached  and  markedly  opaque 

retina,  projecting  well  forward  in  the  visual  axis,  may  be  indistinctly 

discerned  with  the  naked  eye,  and  better  if  the  pupil  be  dilated. 

let  the  appearance  is  rather  too  indefinite  to  admit  of  a sure 
diagnosis. 

Under  ophthalmoscopic  examination , with  clearness  of  the  dioptric 
media  which  implies  no  complication,  advance  of  the  retina  from  the 
c oroidea  is  unmistakable.  The  raised  membrane  may  at  first  sight 
e observed  as  a more  or  less  opaque  object  at  the  fundus  of  the  eye, 
or  just  as  we  catch  a view  of  a healthy  portion  of  the  fundus,  it  may 
flit  into  view,  and  flit  as  quickly  away.  Hanging  like  a membrane 
n olds  and  not  infrequently  with  a definite  edge,  vertical  or  hori- 
zon al,  it  always  trembles  or  waves  with  every  movement  of  the  eye 
an  1 s remaining-  in  view,  or  passing  out  of  view,  depends  on  such 
movements,  as  well  as  on  the  position  and  extent  of  the  detachment, 
he  recognition  of  some  of  the  retinal  blood-vessels  more  fully 

noVhtT  a,  detyhed  retina  is  bein&  looked  at.  These  vessels 
might  be  traced  m their  radiation  from  the  optic  disc,  but  not  always. 

eneially  they  appear  and  are  lost  as  the  retinal  folds  project  or 

aHw  lhe7l°°,k  darker’  or  P®tially  obscured,  or  even  shine, 

" , '7,  ma7  recllae  ln  shadows  0f  the  folds,  or  are  masked  by 
retinal  deposits,  or  he  on  flat  and  less  clouded  parts.  Even  under 

m con  tions,  the  radiating  arrangement  is  occasionally  visible 
We  rely  somewhat  on  the  disposition  of  blood-vessels  in  distin-' 

fr°m  raiSed  retina'  See  intra-ocular  malignant 

The  disc  and  other  parts  of  the  fundus  may  be  seen  by  the  side 
of  the  detachment,  perhaps  as  in  health,  perhaps  partially  opaque 

in  whi!h  tC  Tf  T”  1°  t"“  °Wrely  throueh  a detachment 
detachmen  which 7 T transparency.  With  almost  complete 

01  « - 

Cloudy  media  interfere  with  the  examination.  Haze  of  the 

vi  leous  body  from  hyalitis  mostly  obstructs.  With  or  without  the 
haze,  exudations  often  float  in  the  body. 

A small  retinal  separation  is  not  so  easily  judged  of  Onaeitv 

tt&r*  ” *•  h-  Hjl,  ;!  J:  ; 
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TIig  acquired  anterior  position  of  tlie  retina  allows  the  direct 
ophthalmoscopic  method  of  examination  to  be  made  at  several  inches 
from  the  eye.  It  is  only  by  this  method  that  the  position  and  volume 
of  an  extensive  attachment  can  be  ascertained. 

Subjective  symptoms  of  detached  retina.  Interruption  in  the  visual 
field.  This  is  wider  than  can  be  accounted  for  mechanically  by  the  ex- 
tent of  retina  detached,  a circumstance  showing  that  the  retinal  func- 
tion is  affected  beyond  the  actual  point  of  separation.  The  nature  of 
the  interruption  is  determined  by  the  condition  and  form  of  the 
detached  piece.  Some  power  of  vision,  not  amounting,  however,  to 
anything  which  can  be  called  accurate  or  definite,  might  be  for  a time 
retained  in  it.  If  the  spoiling  of  such  piece  by  inflammation  or  atrophy 
have  not  been  perfected,  a brightish  spot  or  cloud,  with  definite  coloured 
borders,  is  seen  moving  about.  Distortion  of  bodies  is  not  an  unusual 
accompaniment,  by  which  their  outline  is  broken,  or  hidden,  or  bent. 
The  appearance  of  corruscations,  fiery  wheels,  dazzling  lights,  chro- 
matic clouds,  sheets  of  frosted  silver,  &c.,  occur  as  additional  symptoms. 
Where  spoiling  has  occurred  and  full  opacity  is  established,  a black 
streak  or  spot  is  observed,  which  also  may  seem  to  move  a little,  or 
there  may  be  definite  hemiopia,  through  any  meridian. 

Such  interference  with  sight  is  always  in  direction  contrary  to  the 
part  of  the  fundus  of  the  eye  at  which  the  retina  is  disturbed ; from 
what  I have  said,  it  will  therefore  be  understood  that  the  visual 
interruption  is  for  the  most  part  in  the  upper  section  of  the  visual 
field. 

Dor  a long  time,  the  normally-lying  retina  may  be  sensitive,  and 
convey  accurate  impressions,  but  it  is  apt  to  lose  its  function,  which 
invariably  goes  if  the  detachment  increase  quickly. 

Cause.  This  is  essentially  inflammatory,  although  when  confined 
to  the  interior  of  the  eye  it  is  generally  overlooked.  A strong  reason 
for  its  being  disregarded  is  the  chronic  type  of  it,  for  the  accom- 
panying irritation  is  not  severe.  To  retinal  and  choroidal  inflam- 
mation, singly  or  combined,  must  we  look  for  such  influence. 
High  myopia,  with  staphyloma  posticum,  and  any  degree  of  pos- 
terior choroiditis,  are  agents  so  favourable  to  the  end  in  question,  as 
to  force  themselves  on  our  attention.  I blame  the  inflammation,  an 
not  the  attending  stretching  of  the  sclerotica. 

The  sub-retinal  fluid,  according  to  what  I have  seen,  bears 
evidence  of  inflammatory  origin.  Its  frequent  turbidity,  with  excess 
of  salts,  fibrinous  material  which  occasionally  adheres  to  the  choroii  ea 
or  retina  as  flocculi,  together  with  pigment  granules,  free  or  in  ce  s 
of  new  formation,  blood  corpuscles,  hematiue,  &c.,  substantiate  my 


view. 
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. Opacity  of  the  detaohed  retina,  already  spoken  of,  occurring 

“ he  Ter’  first>  °Pa<%<  and  then  raising,  is,  I believe,  an  inflam- 
niatory  eflect  sometimes  primary,  sometimes  secondary,  and  is  by 

fatal  mTscbTe°f  d SUPP°Se’  en°USh  8UPply  *he  fluid  wbich  does  tho 

Tlien  detachment  of  the  retina  is  a sequel  of  nephritic  retinitis, 

and  of  general  ophthalmitis,  especially  of  a traumatic  origin,  of  which 
i.  snail  say  more  presently. 

inflTamm!teqUent  00^oati“  of  hyalitis  adds  to  the  evidence  of 

noints  fr.  i-  causa‘10n-  1 bave  shown,  elsewhere,  that  hyalitis 
points  to  retinitis  of  a severe  kind. 

It  is  not  necessary  that  there  be  fluid  in  front  of  the  retina  as 
some  have  supposed,  and  which  they  have  attributed  to  partial  fluidity 
of  the  vitreous  body,  to  account  for  the  manifestations  of  those  tremb- 

nTcaflelrr  TT  “ 86611  * 

described  ii^ ftt  ! i he  TetT-  The  m0TCment  of  vitreous  body 
But  I belil P tr  I™  Ent°ptiCS  WiU  aCC0Unt  for  smaU  bating 
site  Ir  fiT  L P?  f °r  °0mpIete  fl“dity  of  that  bo<17  is  requi- 
such  flnidlt  movements,  and  that  detached  retina  and 

such  fluidity  are  common  associations  I well  know. 

Retinal  detachment  from  the  vitreous  body  primarily,  and  the  choroidea 

,hi  *“»,”“■«  £SS 

“p^teion  of  0,0  mombrllm  "teuibno  frou'lbe  Ctioo'^  bol 
repudiates  the  existence  of  a hyaloid  membrane  ■ l ■ a ° y’,  16 
products  on  each  side  of  the  severed  parts.  He  ’traoes'theTTnLf 

the  h chor“deal  disturbance,  whereby  fluid  is  efliised  in  front  of 
the  membrana  l.mitans,  and  not  to  that  of  the  vitreous  bodvTs  1 

ong  supposed  He  explains  the  post-retinal  fluid,  as  fluid  escaped 
there  from  the  front  of  the  retina,  necessarily  by  rupture.  P 

is  T dTAmhedfr°m  tmumatk  *nflamma’tion, 

SifXTSg;  r 're  *•**»<■*.  - tsa 

surrounded  by  turbid  ifuid.  P '°  U61'6  ^ clilary  attachments 

: thS  Cc?^  it:trirtn9  is  not  very  ciear- 

sclerotica,  that  conn X Vt*  1 f 

•ib.1.  — .o.te 
— - 
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The  tension  of  the  eyeball  is  more  increased  in  detached  retina.  It 
decreases  as  soon  as  the  detachment  is  well  marked. 

Treatment  in  cases  of  detachment  of  the  retina  from  the  clioroidea. 
Spontaneous  removal  of  the  sub-retinal  fluid  does  occasionally  occur 
when  the  detachment  is  very  small,  and  is  monocular.  It  is  said, 
I have  not  seen  it,  that  the  retinal  transparency  and  even  the  func- 
tion may  he  restored. 

In  nearly  all  the  cases  which  I see,  amelioration  from  treat- 
ment is  out  of  the  question,  from  the  causes  of  the  detachment 
which  are  irremediable,  the  general  disorganization  of  the  eye 
of  which  the  retinal  displacement  is  but  a part,  the  extent  of 
retina  raised  from  its  bed,  the  mechanical  disturbances  and  neces- 
sarily partial  spoiling  of  that  part  of  the  eye,  consisting,  as  it 
does,  of  extremely  minute,  exquisitely  delicate,  and  varied  struc- 
ture, and  possessing  the  most  exalted  and  complicated  function. 
But  all  of  them  are  not  quite  so  utterly  hopeless.  I believe  that  in 
some  of  rather  acute  origin,  with  small  and  chiefly  peripheral  strip- 
ping and  healthy  surrounding  retina,  farther  separation  might  be 
prevented,  and  some  sight  saved.  If  the  region  of  the  macula 
lutea  be  involved,  as  it  may  be,  in  small  circular  detachments  aiound 
the  optic  nerve,  vision  will  be  lost,  although  the  penpheial  letina 
is  not  displaced.  On  the  contrary,  with  very  extended  peripheral 
separation  sight  may  be  available  even  for  reading,  if  the  central 


retina  remains  intact. 

I adopt  general  treatment  and  topical  applications,  according  to  # 
the  nature  of  any  existing  ocular  inflammation,  as  in  ophthalmitis,  . 
for  instance.  Besides  this,  I evacuate  the  sub-retinal  fluid  by  tapping 

the  eyeball  posteriorly,  and  as  early  as  possible. 

The  tapping  only  need  be  considered.  It  can  scarcely  be  done 
except  the  vitreous  body  be  tolerably  clear,  and  general  treat- 
ment will  do  much  for  clearing  it  where,  the  opacity  . is  recent. 
Without  we  can  ascertain  the  exact  position  of  the  raised  piece, 
we  cannot  puncture  the  sclerotica  and  the  clioroidea  over  it.  lt| 
would  never  do  to  be  stabbing  the  eyeball  at  random. 

Having  made  up  my  mind  where  the  puncture  is  to  be  made, 
retract  the  eyelids  with  the  double  wire  retractor,  lay  hold  of  tlie  ? 
conjunctiva  with  a pair  of  forceps,  pull  the  eyeball  into  the  desired! 
direction,  and  with  my  third-sized  iris  knife,  make  the  desired  | 
puncture  through  the  sclerotica  and  clioroidea,  and  tuin  e I 

blade  half  round  on  its  axis,  to  make  the  wound  gape  tor  V 

of  the  fluid,  which  swells  the  ocular  tunic,  and  pushes  up  tiie  con 

junctiva,  but  is  soon  absorbed. 
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Sometimes  the  fluid  lias  re-aooumulated  and  been  re-evacuated 
without  benefit,  the  detachment  of  the  retina  remaining  till  the  eye 
SP?‘  6?'  kometimes  the  was  not  re-secreted,  tile  retina  has 

destruction 

the  result  for  thirteen  years,  tili  tVZl  “u  ,1X2^  * 

viewof ’ In  “ay  b«  ap-p ued  eV6U  When  si^Lt  is  lost>  and  with  the 
nreventinTf  H 8 ^ lnflammatoiT  Pr°duct  in  the  effused  fluid,  to 

vhiTl  attend  dr  ^“on  °f  ftf  eyeball  through  reaction, 

, „ 8 tended  by  symptoms  of  ophthalmitis.  The  iris  inflames 

and  adheres  to  the  capsule  of  the  lens,  and  the  lens  gets  opaque 
mpathetio  ophthalmitis  is  apt  to  be  produced.  1 

the  fliu°deff0n  f°r  ^argt  thr0Ugh  the  raised  retiua  and  allowing 
f d i * if  °ape  “ frout’  as  14  is  said  int0  the  vitreous  body  is 
founded  on  the  occasional  spontaneous  rupture  of  the  retina  when 

nr™  han  oorer  f dispIaced  flaid  is  ” i- lit 

him  m V h 03  lntroduced  throueh  the  sclerotica.  Judging 
fioin  my  own  essays,  and  from  the  practice  of  others  audZf 

Sn  “ usu^vd  rePOrtS’ t1  't°,0k  °U  “ “ “ bu"gIiDg’  “an  pro- 
cteuinOJ  usually  damaging  to  the  eye.  ^ 


HEMERALOPIA^  DAY  SIGHT. 

This  word,  of  doubtful  derivation  and  diversely  applied  is  em 
ployed  by  me  to  express  binocular  diurnal  vision,  or  power  to  see 
by  nfghf  7’  bln0Culal'  “°«turnal  blindness,  or  inability  to  see 

Symptoms.  Night-blind  people  see  quite  well  by  broad  d„vU  1 * 
even  to  read  fine  print,  and  as  this  can  be  done  for  W l 8 
fatigue,  it  shows  that  the  adjusting  apparatus  is  intact  Ziff 
eyes  are  equal  to  normal  ones,  bufthey  see  no  huger like  V T t ' 
person,  when  the  sun  goes  down  and  twilight  begins  ’ That  • fZ7 
is  not  a reduction  in  the  acuteness  , • S Ihat  18>  thel'e 
twilight,  but  with  slight  w f i m ProP°rtion  to  the 

very  misty  or  darkly  clouded  as  by  aLondf  Z*  V1SUal  field  is 
ally  With  some 

practically  blind,  or  nearly  so  7 7 y bo  said  to  he 

ssa't*  th°  f 1 ™d  *• 

bright  light  which  the  eyes  want.  ObjeoS  are"' no  1 °f 

whenever  light  is  withdrawn,  and  diffu^aZZ 
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illuminated  room  affords  sight,  or  the  direct  light  of  a lamp  or  candle 
thrown  on  anything  suffices  for  its  recognition. 

Variations  are  met  with,  and  in  chronic  night-blindness  the 
symptoms  intensify.  In  saying  this  enough  is  expressed. 

I do  not  believe  that  there  is  any  external  objective  symptom . Alter- 
ations in  the  pupil,  which  are  spoken  of  as  regards  dilatation,  are 
quite  within  the  range  of  health. 

An  ophthalmoscopic  examination  shows  slight  ansemia  of  the  fundus 
of  the  eye.  I have  met  with  no  exception. 

Causes.  Night-blindness  is  most  commonly  seen  in  this  country 
among  young  European  seafaring  men,  who  have  been  attacked 
while  they  were  in  the  tropics,  or  homeward-bound  from  such 
regions.  That  the  glare  from  the  sea  is,  in  them,  the  exciting 
cause,  cannot  be  doubted.  If  it  do  occur  among  Europeans  in  the 
tropics  who  do  not  lead  a seafaring  life,  in  creoles,  and  negroes, 
such  occurrence  must  be  very  rare,  since  enquiry  furnishes  me  with 
no  examples. 

But  other  agency  besides  the  sun-glare,  some  remote  or  predisposing 
cause  in  the  eye,  the  optic  nerve,  or  the  brain,  must  operate,  General 
feebleness  may  have  its  influence,  and  the  probability  of  this  is 
strengthened  if  we  find,  as  it  is  asserted  we  may,  a co-existence 
between  scurvy  and  the  defect.  The  better  sight  of  the  hemeralope  i 
in  shade,  soon  after  rising  in  the  morning,  may  be  owing  to.  his 
recruited  powers  at  that  time.  Again,  the  rareness  of  night-blind- 
ness, as  compared  with  the  loss  of  acuteness  of  sight  in  association 
with  hypersemia  of  the  fundus  oculi  and  of  the  conjunctiva,  in- 
tolerance to  light  and  pain  produced  when  minute  sight  is  employed,  L 
the  result  of  tropical  glare  on  the  sea  and  glare  on  land,  or  from 
snow-fields,  directs  us  to  seek  for  some  peculiarity  determining  its  • 
development.  The  same  kind  of  vascular  and  nervous  irritation  of  i 
the  eye,  induced  by  tropical  weather,  is  seen  here  among  those  who 
work  under  the  influences  of  bright  light,  heat,  and  dust,  as  in  our  i 
factories,  but  I am  sure  that  the  workmen  never  have  night-blind*  - 

H6SS.  j 

In  1866  I published,  with  remarks,  in  the  “ Medical  Times  an 
Gazette”  the  particulars  of  an  example  which  occurred  m a sailor. 

I will  reproduce  a little  of  it. 

The  sailor  youth  had  been  at  home  more  than  a week.  He  was  in  « 
robust  bodily  health.  When  he  was  coming  from  Calcutta,  the  re  urn  • 
nassaee  of  his  first  trip  to  sea,  and  half  seas  over,  he  disco%eiet  su 
denly  one  night  after  sunset  that  he  could  npt  see.  He  groped  .a  o • 
with  difficulty.  A lamplight  gave  him  scarcely  any  he  p.  ^ 
within  a week’s  sail  of  England,  his  vision  returned.  H “ •> 


hemeralopia. 
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mamed  well  while  at  home,  and  even  during  a second  outward  voyage, 
hut  when  at  the  Bombay  Harbour,  where  he  had  been  for  five  months 
on  came  the  night-blindness  suddenly,  and  in  a worse  degree  than 

before  The  blindness  lasted  for  four  months,  and  disappeared,  as  at 
nrst,  when  near  home. 

That  his  day  sight  was  good  may  be  inferred  from  this  fact.  Up 
to  the  latest  period  prior  to  his  attack  during  the  first  voyage  he 
was  often  sent  aloft,  to  keep  a look-out.  On  the  second  passage 
home  the  glare  from  the  water  produced  intolerance  to  light. 

e acuteness  of  vision,  and  the  accommodating  power  of  the  eye 
were  unimpaired.  J ’ 

. Th™’  fro“  ‘J1®  atfcack  coming  on  after  the  eyes  had  been  used 
in  a.  tropical  glare,  from  its  suddenness,  from  the  day  sight  being 

pei  feet,  and  from  the  complication,  the  intolerance  to  light,  when  thf 

affection  may  have  been  said  to  be  chronic,  is  the  chief  history  of 
these  cases  told.  J 

Night-blindness  is  said  to  occur  even  among  landsmen  in  Europe 

ifThegfatUmmer\aD,d  Tde,miCS  °f  14  ^ re°°rded-  Ifc  would  *»»  as 
if  the  fatigue  which  the  harvesters  and  soldiers,  the  victims  of  it 

were  subjected  to,  were  elements  in  its  production.  A very  great 

recordsof  outbreak  of  night-blindness  which 
find  published  by  surgical  writers  is,  I am  sure,  unreliable  from 
eabsenee  of  ophthalmological  knowledge  among  the  historians. 

We  know  not  the  pathology  of  this  ophthalmic  affection 
There  is  often  mistaken  for  night-blindness,  such  affections  as  optic 
neuritis  retinitis  pigmentosa,  and  hyalitis  ; because  with  them  high 

TTU  18  requlI'e<1  for  seelng  wel1  at  any  time.  To  this  is  to  be 
attributed  the  accounts  one  hears  of  the  contractions  of  the  visual 

field,  scotomata,  loss  of  visual  acuteness,  showers  of  musem  volitlnte 
&c.,  as  bemeralopic  symptoms.  s’ 

The  jirognosis  is  most  favourable  • if  the  ^ i , 

mftted  to  heat  and  glare,  visual  Wion  isCst^d  SoTeaTis' 

* s be  ;st ‘0 Iitely>  if 

LuencT  thl  huiSulTw  lid  rem0Ving  ** 
and  attending  to  any  general’  feeblenefs 
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NYCTALOPIA,  NIGHT  STGHT. 

It  has  been  suggested  that  this  is  an  affection  invented  as  a com- 
panion one  for  hemeralopia,  and  the  humour  supplies  all  that  need 
he  said,  since  that  is  no  complaint  in  which  a person  can  see  by 
night  and  not  by  day.  Intolerance  to  light,  so  common  to  many 
ocular  affections,  is  altogether  a different  affair.  Even  an  albino 
cannot  be  called  a nyctalope. 

Students  are  much  puzzled  with  the  words  nyctalopia  and  hemer- 
alopia, because  authors  and  teachers  use  them  in  different  senses, 
and  even  in  confusion. 


CHAPTER  XLIX. 

DISEASES  OF  THE  CHOROIDEA. 


PHYSIOLOGICAL,  ANATOMICAL,  AND  OPHTHALMOLOGICAL  REMARKS— 
HYPERASMIA  OF  THE  CHOROIDEA— CTELITIS— CHOROIDITIS- 
TUBERCLE  IN  THE  CHOROIDEA— RUPTURE  OF  THE  CHOROIDEA— 
DETACHMENT  OF  THE  CHOROIDEA  FROM  THE  SCLEROTICA— 
COLLOID  DISEASE  OF  THE  CHOROIDEA-COLOBOMA  OF  THE 
CHOROIDEA— GLAUCOMA. 

PHYSIOLOGICAL,  ANATOMICAL,  AND  OPHTHALMOLOGICAL  REMARKS. 
Physiological  conditions  of  the  choroidea  are  likely  to  be  rnistnl-m, 

fKS  * 

Introduction,”  and  read  what  is  said  under  “ Choroid  A^atoiflcal 
306  which  a little  anticipates  what  I am  about.  °r  t0  P' 

t;tuuio;  vaTIosa’ - 

stellate  pigment  cells,  in  relation  to  i^bt  7 ^ th° 

vorticosie,  calling  for  notice  >„,*  i • , ood- vessels,  the  venal 
little.  ? °tlCe’  Wt  Whlch  must  ^ deferred  for  a 

as  a distort  hyTJ’dthouXoonr19  *o  speak  of  it 

To  the  UooJuZ 2t-Z  tr  r <le8titUte  * **“«“• 

lament,  is  the  colour  of  the  fundus  of  TT"-  f -f  md  to  the 

AH  that  is  yellow  red  is  derived  frZ  theT  ^ ^ 

a nom  thG  ^nica  vasculosa  and  the 
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capillary  layer.  All  that  is  brown  is  derived  from  the  tapetum,  the 
general  pigmentation  of  the  stroma,  and  from  the  first  choroidal 
layer,  or  membrana  Fusca,  far  back  as  it  is.  Where  the  pigment  is 
removed  in  any  part  from  the  fundus  of  the  eye,  from  any  cause,  the 
white  sclerotica  is  seen.  The  more  the  pigment  abounds  the  darker 
will  the  fundus  appear,  and  necessarily,  as  it  darkens,  will  the  red 
reflex  from  the  blood-vessels  be  shut  out.  Let  it  then  be  understood 
that  the  colour  derived  from  the  blood-vessels  is  always  in  an 
inverse  ratio  to  the  amount  of  pigment.  Pigmentation  in  the  eye 
has  a proportion  to  pigmented  tissues  in  other  parts  of  the 
body;  hence  it  is  that  in  blondes,  fair  people,  who  have  little 
pigment  in  their  choroids,  the  reflex  from  the  fundus  is  a light 
yellowish  red  colour ; and  in  brunettes,  who  have  a great  deal  of 
pigment  in  their  choroids,  the  reflex  from  the  fundus  is  of  a light 
brownish  red  colour.  In  the  negro’s  eye,  as  I have  stated  at  p.  307, 
the  fundus  is  almost  black.  In  it  the  retina  shines  with  a faint  bluish 
film.  I am  repeating  what  has  been  written  at  p.  307,  in  order  to 
give,  as  I now  think  necessary,  more  detail. 

The  pigmentation  of  the  different  parts  of  the  choroidea  also 
varies  ; so  that  while  the  tapetum  is  very  dark,  the  stroma  may  be 
deficient  in  colour,  and  vice  versa . An  excess  of  normal  pigmen- 
tation, in  a line  around  the  optic  nerve,  has  been  spoken  of;  see 
p.  303,  also  retinitis  pigmentosa.  The  region  of  the  macula  lutea  is 
generally  somewhat  more  deeply  coloured,  and  occasionally  has  a 
marked  shade  of  brown. 

The  degree  of  illumination  which  is  used  in  an  ophthalmoscopic 
examination,  that  is,  the  brightness  or  the  dulness  of  it,  the  purity 
or  impurity  of  the  light,  together  with  the  kind  of  ophthalmoscope 
which  is  employed,  see  what  is  said  on  this  subject  in  the  short 
review  on  ophthalmoscopes,  will  very  materially  alter  the  character 
of  the  reflex  from  the  fundus  of  any  eye,  and  much  of  the  detail  of  its 
several  parts.  When  a strong  light  is  employed  the  whole  of  the 
fundus  is  equally  bright ; when  a weak  one  is  applied  the  brightness 
of  the  same  decreases  from  the  centre  to  the  circumference.  e 
direct  method  of  examination  gives  a brighter  reflex  than  the 
indirect.  A young  eye  illuminates  fuller  than  an  old  one. 

It  is  certain  that  the  epithelial  layer,  with  its  pigment,  the  tape- 
turn  while  it  checks  the  progress  of  some  amount  of  light,  does  no 
altogether  shut  out  all  light  from  parte  posterior.  This  is  reachly 
accounted  for  by  the  disposition  of  the  pigment  in  the  cells,  anc 
manner  in  which  they  are  set,  so  as  to  leave  interspaces,  io  tins 
partial  interruption  of  light  is  due  the  well-known  granular  appear- 
ance of  this  layer. 
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The  pigmented  epithelial  cells  mag  be  discerned  in  slightly  pigmented 
eyes,  under  examination  by  the  inverted  method,  with  the  magnifying 
power  obtained  from  a low  object-lens,  ami  a high  ocular  or  correct- 
ing one.  Sec  p.  299.  These  may  be  discerned  about  the  equator  of 
ie  retina  when  they  are  not  visible  in  other  parts.  By  learning  to 
-cognise  it,  we  avoid  mistaking  it  for  a morbid  state.  We  are  too 
enabled  to  ascertain  from  its  position  the  exact  locality  of  morbid 
changes  whether  in  the  retina,  or  in  the  choroidea.  In  high  y 
pigmented  eyes  the  epithelium  is  invisible.  X 

A few  words,  which  I promised,  about  the  pigmentation  in  the 
stroma  of  the  second  choroidal  layer,  the  tunica  vasculosa.  It  is  in' 
ie  interstices  oi  the  larger  trunks  of  the  blood-vessels  here  espe 
cm  ly  the  veins  which  are  in  front,  that  the  pigment  is  apparent 
o dy  where  the  epithelial  layer,  the  tapetum,  is  very  dar  can 
wo  not  discern  it.  Under  what  may  be  called  tolerabi;  fefr 
ppoitumties  for  examination,  the  choroidal  vessels  will  appear  of  a 
uniform  colour ; like  reddish  bands  in  the  region  of  the  d sn  nfi 
nating  with  light  brown  or  black  angular  or  roundish  snots  \ hi" 
granular  borders,  really  pigment  marking,  and  about  the  equator 
alternating  with  such  marking  of  elongated  form,  with  tile  loTuxk 
turned  towards  the  disc.  This  stippling,  or  feathering,  in  its  many 
but  slight  variations,  where  very  marked,  is  sure  to  be  mistaken  Z 
a diseased  state,  unless  the  student  will  take  the  trouble  to  study  it 
m the  living  eye  and  to  become  familiar  with  it  Their  forms  r i 
-ally  define  the  outlines  of  the  vemc  vortices*, 

n!,1"0  ",1S  :i  vCn  ior  blood  extravasations,  or  acquired  pigmentation 
They  are  best  seen  in  a well  pigmented  choroid  that  is  an  “ 

mav’he  f f ^ ',!00d'vessel  s’Jstem  «f  the  fundus  of  the  eye 

'3e  seen,  under  very  reduced  rn'o-monfoi,'  ^ 

pigment  in  the  epithelial  ay^td" T the  eb  " it^6  °f 

whether  as  a normal  condition  oi  the  effect  of  di  ‘ 
be  explained.  ( * disease,  should 

- a. dsisz  z:  ™j,t,  r,s  r1,  ir 

rarer  cases  and  with  greater  difficulty,  it  is  possible  to  t e,”1 

pr <*■* 

“'A  l"  >»  «*  Mir. 

»*.*«•*« M,  fliTSTiS' ' y 

« tX VS  j tf"  j wi.  SS 

.1  (Hose  of  the  blood-vessels  of  the  retina  and  larger 

O > 


I) 
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and  being  further  unlike  them  in  disposition,  by  frequent  divisions, 
anastomoses,  and  intertwinings,  especially  about  the  macula,  and  band- 
like  aspect,  from  the  absence  of  dark  margins  and  a central  bright 
line.  The  veins,  the  vasa  vorticosa,  cannot  be  distinguished  from 
the  arteries.  The  more  or  less  absence  of  pigment,  the  many 
physiological  differences  in  the  sizes  of  these  blood-vessels  in 
different  persons,  and  the  varying  conditions  in  the  circulation, 
must  be  taken  into  consideration,  when  reviewing  their  thickness. 
See  lithograph  in  “ Anatomical  Introduction.” 

The  third , or  capillary  layer , cliorio  capillaris,  is  only  visible  in  un- 
pigment ed  eyes.  The  influence  which  it  exercises  in  the  reflex  from 
the  fundus,  is  to  add  the  orange  to  the  redness  of  the  vascular  parts 
posterior  to  it. 

Senile  changes  in  the  choroidea  modify  the  appearance  of  the 
fundus  of  the  eye  more  than  senile  alterations  in  the  retina.  Of 
course  they  occur  at  different  times  of  life  in  different  people,  as  is 
the  case  with  all  senile  degenerations,  for  such  they  are,  forms  of 
atrophy. 

That  which  is  readily  to  be  detected  with  the  ophthalmoscope  is 
the  failing  in  the  pigment,  in  patches,  or  even  generally,  especially 
that  in  the  epithelial  layer.  According  as  this  is  removed  can  we 
see  the  choroidal  blood-vessels,  or  the  sclerotica.  The  epithelial 
pigment  may  be  diminished  in  the  cells,  or  be  removed  and  replaced 
by  fat,  or  it  and  the  cells  quite  lost.  Fatty  degeneration  and 
atrophy  of  the  blood-vessels  of  the  vascular  layer  and  of  the  capillary 

layer  ensue. 

The  other  pigment  cells  undergo  fatty  change,  or  are  quite; 
absorbed. 

The  stroma  cells  long  resist  change,  but  they  become  tatty. 

The  elastic  lamina  becomes  thickened  and  irregular,  by  hyaline, 
material,  which  may  project,  and  even  at  points  pass  through  tliej 
epithelial  layer,  whereby  they  are  surrounded  by  rings  of  pigment 

and  molecules.  J 

According  to  the  expertness  of  the  ophthalmoscopist,  will  moie  o 

less  of  these  degenerations  be  discovered.  . j 

A great  deal  of  the  pigment  may  be  removed,  and  that  wliictt 
remains  may  be  reduced  by  bleaching  several  tints  from  its  normal: 
blackness.  The  first  changes  are  usually  in  the  immediate  vicinity, 
of  the  large  vessels  of  the  tunica  vasculosa,  hence  the  arborescen  ■ 
lightish  streaks  by  the  side  of  such  vessels.  As  soon  as  the  depigl 
mentation  produces  a dirty  greyish  white  the  sclerotica  is  seen.  J 
We  cannot  say  in  life  whether  the  pigment  be  remoiec  "1 
the  cells  of  the  epithelial  layer,  or  with  them. 
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t is  oas}  to  understand  how,  from  all  the  varying  circumstances 
<ler  which  even  a healthy  eye  is  examined,  a mistake  may  he 
made  with  respect  to  the  condition  of  its  vascular  system. 


The  -diseases  of  the  iris 

XXXIII. 


iris. 

have  been  disposed  of. 


See  Chapter 


choroidea. 

Sypercemia  of  the  Choroidea. 

likf  cboroi<,ea-  “jUung 


IRIDO-CYCLO-CHOROIDITIS. 

This  is  not  a frequent,  but  a very  severe  disease. 

part  or  Sfrf  the‘‘Iritil’IP;937’  1 W sh°W“  that  no  «*<> 

equal  ei“  1 that rf  ",  T aI°M  With 

an  inflammatory  ^L^whS  P“*  <* 

extend  over  the  heater  r>nrh’  n ' 1 ^ Gntlre  llveal  tract>  and 
Tha  B C &leatei  Potion  or  the  whole  of  the  eyeball 
-the  same  reasons  under  whioh  T j n 
“iritis”  a species  I lound  shelter  in  making 

the  above  classification  tint  f 1<>a.el  m ^ refer  to  I claim  for 
tion  of  the  intensitvof  bf  °ul^  to  the  situa- 

x thus  nosological]/  proceed  ” a°tl0n'  **  “°  °tW  wa?  “uld 

IXt^l“tTOto7twUhTbeerC°^Uedt0  th6UVeal  tract  aIo“«- 

komical  relations  wdeh  eisl  betw  ^ “e°UUted  for  * ‘he  ana- 
dea  and  the  neighbouring  tin  . ?tU,  10  jIo°d-vessels  of  the  choroi- 
[regulative  influence  which  tl  7”  partIy  **7  disturbances  of  the 
t*pon  the  cntir"  "f  btood  “'“t  T,  ^ th<J  *“■*  ^ exercise 
ion  of  the  interior™ the  eyeball  ’ ^ UP0n  th— ‘ri- 

1 ought  to  say  at  once  that  I am  about  to  describe  a different  form 

4 n 2 
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of  inflammatory  attack  to  that  which  is  denominated  “iritis.”  So 
different  is  it,  that  at  a glance  I can  diagnose  the  one  from  the  other. 
Would  that  I could  write  a description  so  plain  as  to  convey  to  my 
reader  this  appreciation.  In  each  instance  the  same  tissues  are 
attacked,  but  in  a different  manner,  and  from  different  causes.  Take 
the  skin  as  an  example  of  a pathological  parallel,  selecting  the  exan- 
themata. There  we  have  inflammation  of  the  cutis  vera  in  all,  hut 
in  each  a dissimilar  effect,  because  in  each  there  is  a different  cause  of 
disease. 


CYCLITIS. 


The  term,  a modern  one,  is  used  to  express  inflammation  of 
the  ciliary  body,  a pathological  condition  recognised  half,  a 
century  ago.  Dr.  Ammon  went  so  far  as  to  describe . inflammation 
of  its  several  parts.  I do  not  know  of  the  affection  except  in 
association  with  inflammation  of  the  cornea  or  . of  the  iris,  and,  m 
the  latter  case,  necessarily,  from  what  I have  said,  of  the  choroidea 
also.  It  will  be,  I hope,  remembered  that  the  basement  membrane 
of  the  posterior  elastic  membrane  of  the  cornea  sends  posterior  fibres 
to  the  iris  to  form  the  anterior  pillars  of  the  same,  anterior  fibres  to 
the  sclerotica,  and  middle  fibres  to  the  ciliary  muscle. . I recapitulate 
this  to  show  the  connection  with  corneitis.  Cyclitis  is  spoken  of  as 
occurring  in  an  isolated  form,  very  erroneously,  and  as  a cause  occa- 
sionally of  iritis  and  choroiditis.  . 

Its  symptoms  are  declared  in  the  ciliary  region,  that  is  speaking 
of  the  outer  surface  of  the  eye,  in  the  sclerotic  zone  near  to  the  cornea, 
the  part  which  corresponds  to  the  internal  situation  of  the  ciliary 
body,  or  the  space  extending  from  the  ora  serrata  to  the  insertion  orl 
circumference  of  the  iris.  Where  they  are  well  marked,  we  find  a 
redness,  or  hypersemia,  of  the  sclerotica  and  the  conjunctiva  and  a 
little  chemosis,  sensitiveness,  or  pam,  when  such  region  is  touched. 
The  eyeball  is  painful  under  pressure  made  on  any  part,  but  tliflf 
ciliary  region  is  by  far  the  most  sensitive.  When  the  choroidea  * 
much  diseased  or  disorganized,  the  anterior  cilhary  veins  become  IiylJ 
and  enlarged,  and  form  a coarse  network.  Yellowish  and  opaque! 
shreds  are  said  to  occur  in  the  vitreous  body,  just  behind  the  crys  aj 
line  lens.  I never  saw  any  exudation  there  except  m general  Wj 
I The  hypopion,  and  hypereemia  of  the  ret.ua,  which  are  usually 
described  as  further  symptoms,  are  respectively  the  effect  o coj| 

^I  recognise  active  and  passive  forms  of  cyclitis,  and  well  know  that! 
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m them  there  may  be  a degree  of  independence  from  the  co-existing 
contiguous  inflammation  of  iris  or  ohoroidea.  This  means  that  with 
very  severe  intis,  &o„  the  cyclitis  may  he  low  ; with  a mild  attack,  it 
may  be  strikingly  prominent.  Occasionally  in  iritis,  particularly  the 

t^solemtrrbnlgeddatl0nS  ^ ^ ~ wWebl' 

• 0bj'f  ™ s?y(om-  Ttero  is  an  absence  of  that  lively 

inflammation  of  the  ms  which  is  so  marked  in  the  syphilitic  and 
lheumatic  forms  of  iritis,  especially  in  the  former.  Very  early  and 

ofthTlens  nT  loSes,?ol * * * * * *°ur’  amI  the  P“Pil  adheres  to  the  capsule 

lr  01  evln  P ,°r  ; eonstitutiug  «™plete  synechia  poste- 

nini  of  ej!en.^nechla ^^Postenor  totalis,  see  p.  942,  and  in  the  begin- 
ning of  the  inflammation  there  may  be  some  nodules  on  it,  but  these 
disappear  as  soon  as  atrophy  of  the  tissue  of  the  iris  sets  in  The 

gut  * ST  l C°Utrrted’  aUd  « less  S 

be  seen  w,  1 “ tb°  Sm'faCe  of  tbe  iris  sufficiently  enlarged  to 

suenti  Tft  T occur  they  are  from 

_ \ essels.  If  there  be  synechia  posterior  totalis,  the  iris  now  more 

discoloured,  and  the  departures  iu  this  course  dep  nd  ou  Its  na  uri 

colour,  bulges  forward  uniformly  in  a circle,  or  irLulariy  at  i! 

points,  from  posterior  exudations,  and  lessens  the  anterior  chamber 

o.  actually  destroys  it  by  lying  on  the  hack  of  the  cornea 

- srssr  t ir • 

I he  cornea  is  more  or  less  hazy  y 

symptoms-  H~ 

the  fundus  of  the  eye  from  beilt  8'T  *°  that  wbiob  Puente 
hyalitis.  Occasional  t til  isT’  ”ld  ““et,ime8  very  marked 

exudation  in  its  area  that  ft  1 l ti  i°°  coutlactecl>  or  has  so  much 

I do  not  know  The e t ™ 1»  used, 

evidence  of  there  being-  a “ choroiditis  ? * V iaV0  glvei1 110 

about  the  enlargement  of  the  an f • -'ce])tmg  what  1 have  said 
give  any  other, , Tess  “t  indeed,  I cannot 

and  choroido-selerotic-staphyloma  im"  .1 lm,IIllg  of  1110  sclerotica 
which  more  will  be  said  presently  15  fCGSSanly  11  Iate  occm-renoe,  of 
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is  tender,  especially  in  the  ciliary  region,  and  of  slightly  abnormal 
tension.  This  tenderness  is  traced  to  the  nerve  supply  to  the 
ciliary  muscle,  the  only  part  of  the  uveal  tract  besides  the  iris  which 
is  supplied  with  nerves.  Intolerance  to  light,  and  suffusion  of  tears 
prevail.  Flashes  of  vivid  reddish  orange  coloured  light,  or  a lumi- 
nous point  constantly  enduring  in  the  axis  of  vision,  are  perceived. 

Sight  is  always  worse  than  the  objective  symptoms  would  seem  to 
account  for.  A cloud  overspreads  the  visual  field,  the  acuteness  of 
seeing  is  lost,  and  large  bodies  might  not  he  correctly  discerned. 

Contraction  of  the  visual  field  may  exist  in  the  latest  course  of 
the  disease. 

Only  one  eye  is  usually  affected.  If  the  two  eyes  suffer,  it  is 
rarely  together,  hut  consecutively. 

Constitutional  disturbance  of  a febrile  kind  is  seldom  absent,  and 

may  be  very  considerable. 

Now  and  then  we  meet  with  a more  sthenic  form  of  irido-cyclo- 
choroiditis.  In  a short  time  all  the  symptoms  reach  their  highest 
point,  and  lead  quickly  to  permanent  results. 

Undoubtedly  the  tendency  of  the  disease  is  to  pass  into  a chronic 

course. 

Certain  alterations  in  the  ciliary  region  are  sure  to  follow  long 
persistence  of  irido-cyclo-choroiditis.  A ring  of  blackness  sur- 
rounds the  cornea  after  the  manner  expressed  in  the  admirable  wood  , 


Fig.  293. 


cut,  Fig.  293,  which  also  portrays  an  adherent  pupil,  atrophied  iii3: 
and  hypercomic  eye 


Mor/adv^ced  pathological  changes  in  the  sanre  region  arc  applet 

- i i i r annular  > 


in  thinning  of  the  sclerotica  and  bulging,  hence  the  anter 

sclerotico-dioroidal-stapliyloma,  described  at  p 971.  Anote^J 

in  an  opposite  direction  is  the  result  of  contraction  of  the  ciin  j 
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region,  whereby  the  eyeball  is  elongated -a  little  in  a conical  form. 
Hus  occurs  only  in  milder  but  prolonged  inflammation. 

1 ostenor  to  the  ciliary  region,  the  sclerotica  may  become  staphylo- 
matous.  Atp.  Oil, a partial  lateral  sclerotieo-choroidal  staphyloma 
is i delineated.  In  the  chapter  in  which  it  occurs,  the  formation  of  sta- 
pnylomata  is  discussed. 

Further  disorganization  of  the  eyeball,  the  greatest  which  can 

frouT’tr  6"PPUfati0n’  is  f°Uud  in  8eParation  of  the  retina 

horn  the  choroidea,  elsewhere  fully  described,  and  atrophy. 

hind  n ffindfltken  ‘If*’  reaHty’  We  ba™  beeu  oo“sidering  a peculiar 
kind  of  inflammation  of  the  eyeball. 

Mild  irido-cyclo-choroiditis. 

This  is  by  far  the  most  common  form  of  the  two.  whilst  it  is  the 
most  insidious  and  deceptive  of  ocular  inflammations 

hist^Tb^r  rth°UienCepti0n  d0GS  thG  Patfent  discover 
ms  malady  by  finding  his  sight  hazy  or  dim,  to  which  is  soon  added 

n unpeasant  sensation  of  fulness  in  the  eyeballs.  To  one  not 

versed  in  eye  matters  nothing  may  be  observed,  for  there  need  be  as 

y t no  hypersemm  although  already  the  pupil  is  partially  adherent 

to  the  capsule  of  the  lens,  and  a little  of  the  iris  lustre  is  lost.  Soon 

fined  to  rt  f T6”9  ab°ut  the  cili”y  region,  and  is  nearly  eon- 

it  i foot  Ue  “ ff  ,Even  wbere  hyperiemia  is  an  early  symptom 
t is  not  severe  Haziness  of  the  vitreous  body  is  always  presen  ’ 

them  ^ght ' bft  TteliZ  f f0t  ^ “ a attack,  & far, 
mere  mignt  be  no  demonstrable  evidence  nf  0^-1  .v-  1 , 

Srirr*  itzz 

judge  of  the  presen  cfof  f horoidfli s tuST*  ^ °“  We 

would  require,  haziness  of  r’  “ 

my  b.  y T“  “ “mar  < yyl  ml 

;'r 

vhen  it  has  been  already  injured.  ’ hor  dotenoratlo“  of 

Staphylomata  do  not  occur. 
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Cause.  What  this  is  I -have  not  been  able  to  satisfy  myself.  It 
certainly  is  not  the  result  of  traumatic  injury.  Disorganization  of 
the  eyeball  from  stick  a cause,  has  a different  course,  as  I have 
explained  in  the  proper  place.  It  is  true  that  the  choroidea  becomes 
inflamed  in  such  cases,  and  we  have  staphylomata  of  it  and  the 
sclerotica.  The  term  “ choroiditis  ” is  often  loosely  used  in  inflam- 
matory affections  of  the  eyeball.  All  that  I can  say  is  that  the  - 
affection  occurs  about  middle  age,  or  after  that,  and  most  frequently 
in  persons  of  a debilitated  constitution.  It  is  a prevalent  belief  . 
among’  surgeons  that  over-use  of  the  eyes  is  at  least  an  exciting 
influence.  It  is  said  that  syphilis  is  the  most  common  origin  of  the 
malady.  If  so,  in  my  cases  at  least,  the  eye  affection  has  been  the 
only  secondary  manifestation  of  such  disorder.  If  inherited  syphilis 
be  claimed,  as  well  as  direct  syphilitic  infection,  there  is  necessarily 

much  in  such  a line  to  fall  back  upon. 

Nor  am  I able  to  say  what  is  the  cause  of  the  mild  form  of  the 
affection.  The  inflammation  certainly  differs,  if  I may  say  so,  from 
the  other  in  appearing  in  persons  earlier  in  life,  even  before  adult 
age,  and  generally  in  those  who  might  be  selected  for  their  appear- 
ance of  health,  and  most  commonly  in  women.  As  powerful  a 
young  man  as  ever  I saw,  and  in  whom  I could  trace  no  constitu- 
tional cause,  no  syphilitic  origin,  however  remote,  lost  an  eye  after 
five  or  six  attacks.  The  more  slowly  damaging  power  of  this  species 

is  another  difference.  _ . 

Gfrafe  propounded  the  theory  that  adhesion  of  the  pupil  to  the 

capsule  of  the  lens,  is  a cause  not  only  of  the  ciliary  body  and! 
choroidea  becoming  inflamed,  but  of  the  repeated  attacks  of  inflam- 
mation of  which  I have  spoken.  I have  already  at  p.  9o2  noted 
my  dissent  from  this.  The  oyclo-  choroiditis,  and  the  adhesions  o I 
the  pupil,  are  parts  of  the  same  disease.  I disbelieve  in  any  dis- 
posing influence,  which  it  is  alleged  adhesions  possess  of  producing  I 
irritation  of  the  eyeball,  from  stretching,  to  which  it  is  said  they  arel 


On  the  morbid  anatomy  changes,  I must  be  very  brief  especially  as 
a good  deal  of  the  more  advanced  states  is  described  m the  chapter  on 
the  Diseases  of  the  Sclerotica,  in  connection  with  staphylomata,  an 
presently,  under  choroiditis,  the  subject  must  again  be  entertained. 

1 Treatment.  The  measures  propounded  for  iritis,  p.  949,  aie  tlio- 
applicable  to  which  I add  tapping  of  the  eyeba 11,  paracente  , 
and  frequently,  that  is  daily,  or  not  quite  so  often,  till 
the  tension  of  the  eyeball  is  reduced.  Loss  of  pain,  and  lessening 
of  cmary  irritation,  Ire  proofs  of  the  efficacy  of  the  treatment,  but 
still  better  is  that  of  improvement  m sight. 
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Iii  the  rapidly  developing  sthenic  cases,  vision  is  in  some  degree 
always  early  damaged.  In  the  less  severe  cases,  which  have  a 
tendency  to  pass  into  a chronic  course,  treatment  may  prevent  the 
attacks,  and  save  the  sight. 

The  mild  irido-cyclo-choroiditis  is  still  more  remediable.  Local 
treatment  is  not  often  called  for.  I begin  with  the  mercury  pills  at 
once,  and  reduce  them  as  quickly  as  the  symptoms  lessen. 

Iridectomy  is  much  adopted  for  this  affection,  here  and  abroad. 

It  does  not  prevent  the  recurrence  of  attacks,  and  if  trusted  to 

alone,  as  it  often  is,  the  eye  will  be  the  worse,  instead  of  the  better 
for  it. 

T\  here  vision  is  destroyed,  the  eyeball  more  or  less  atrophic,  and 
attacks  of  inflammation  recur,  extirpation  of  the  spoiled  organ  should 
be  adopted. 


CHOROIDITIS. 

^ e cannot  describe  this  from  observation,  as  we  may  a retinitis,  if 
we  desire  to  speak  of  developing  inflammation.  It  has  no  visible 
vascular  turgescenoe.  This  is  prevented  by  the  natural  tension  of 
the  eyeball,  for  so  long  as  the  outer  coats  are  healthy  and  have  not 
yielded,  and  the  vitreous  body  has  not  been  reduced,  an  effectual 
barrier  is  placed  to  the  over-filling  of  the  blood-vessels  of  the 
choroidea,  or,  indeed,  of  any  intra-ocular  blood-vessels.  Besides  this 
the  choroidal  pigment  screens  vascular  excitement,  and  as  soon  as 
t lere  is  any  disturbance  in  the  epithelial  pigment,  which  necessarily 
follows  much  choroidal  inflammation,  neuro-retinitis,  and  hyalitis 
are  developed  enough  to  add  to  the  obscuration.  Remember,  I 
said  that  inflammation  was  never  confined  to  the  uveal  tract.  We 
must  look  for  outward  objective  symptoms  to  determine  the  affec- 
tmn  m question,  collateral  and  direct,  such  as  the  co-existence  of 
mhs  be  it  ever  so  slight,  and  the  same  of  cyclitis.  The  sclerotica 
does  not  show  much  participation  in  early  choroiditis,  at  most  it 
may  be  faintly  liyperamiic.  Congestion  of  the  anterior  ciliary 
veins  will  be  found.  It  is  to  the  effects  of  inflammation  that 
we  must  trust  for  ophthalmoscopic  signs,  in  order  to  say  that 

atroplry"’  " * ^ choroiditis‘  Tllese  effusion,  hmmoilhage, 

tiofTtl  Cffl7n'  TnS  18  ften  Sp°ken  °f’  and  if  ifc  mean  infiltra- 
tion of  the  stroma  with  such,  it  is  assumed  rather  than  proved  for 

we  caimot  see  it.  Effusion  may  separate  the  choroidea  from’ the 
such  exudation?"11  ^ ^ ^ ^ Uot  ^ its  * 
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CHOROIDITIS  DISSEMINATA . 

In  describing  this,  I wish  to  represent  chiefly  what  is  called 
an  exudative  form  of  choroiditis ; one  in  which  there  are  plastic  j 
deposits. 

Taking  into  consideration  what  has  been  said  about  retinitis  pig- 
mentosa, nosological  difficulties  at  once  present  themselves.  The  j 
retina,  as  well  as  the  choroidea,  is  involved  in  it,  as  well  as  in  choroi- 
ditis disseminata,  indeed  in  both,  the  choroidea  is  the  starting  point  ; 
of  mal- action,  and  there  is  a strong  subjective  and  objective  resem- 
blance between  the  two.  Some  authors  think  that  the  term  retinitis  \ 
pigmentosa  is  a mistake.  Others  class  as  choroiditis  disseminata,  ' 
conditions,  which  a third  set,  class  as  retinitis  pigmentosa.  Cases  j 
come  under  my  notice  which  I am  very  much  puzzled  to  classify. 

Pigmentary  changes  in  the  fundus  of  the  eye. 

I desire  to  speak  at  once  about  the  anomalies  which  are  met  with 
in  the  choroidal  pigment,  especially  in  that  of  the  epithelial  layer. 

It  may  clear  lip  what  might  otherwise  be  a puzzle  to  the  student 
when  he  looks  into  an  eye  and  finds  black  dots,  or  black  patches 
interspersed  with  lightish  or  white  ones. 

I have  said  in  the  chapter  on  Diseases  of  the  Retina  that  congenital  j 
pigmentation  may  be  found  around  the  optic  disc,  and  even  in  the 
retina  ; their  congenital  origin  being  assured  by  their  limit,  the  per- 
fect healthiness  of  the  choroidea  and  retina  around,  and  the  normal  5 
condition  of  vision. 

Pigment  disturbance  is  always  partial,  as  regards  the  extent  of  the  j 
choroidea. 

The  pigment  may  he  removed  partially,  or  entirely.  Such  dete-  j 
rioration  is  always  spoken  of  as  choroidal  atrophy.  The  effect  is  j 
respectively,  tints  of  clearness  in  the  fundus,  till  the  full  white  . 
shining  of  the  sclerotica  is  seen.  If  the  retina  in  the  pale  of  the 
clear  patch  be  sound,  its  blood-vessels  will  stand  out  m full  distinct- 
ness (see  p.  639).  If  the  choroidal  blood-vessels  be  not  atrophied,  j 
they  will  be  seen  with  corresponding  clearness.  In  the  reference  ■ 
o-iven,  I discover  two  blunders  : line  sixteen,  the  word  going  ought! 
to  be  shining in  the  last  sentence  of  the  paragraph,  it  should  be  ; 

written,  the  pigment  of  the  epithelial  cells. 

There  may  be  an  increase  of  pigmentation,  supplied  by  enlarge* 
ment  of  the  cells  of  the  epithelial  layer  and  augmentation  in  th* 
quantity  and  the  blackness  of  the  pigment.  This  is  called  prolifera-  ! 
tion  of  the  epithelial  layer. 

When  choroidal  atrophy  ensues,  be  the  cause  mere  stretching  o 
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tearing,  or  effusion  into  it  of  a serous,  plastic,  or  hsemorrhagio  land, 
and  be  the  effect  sudden  or  slow,  the  choroidea  in  the  immediate 
vicinity  of  the  atrophy  is  always  abundantly  pigmented,  in  the  form 
of  partial  or  complete  rings,  or  spots,  or  streaks.  The  contrast 
between  this  blanching  of  one  part,  and  deep  pigmenting  of  another 
close  by,  produces  the  black  and  white  spots  with  which  we  are  now 
so  much  concerned. 

Proliferation  of  pigment  takes  place  over  a choroidal  exudation, 
and  appears,  for  a while  at  least,  as  a very  black  spot. 

I cannot  escape  describing  several  varieties  of  this  affection,  but 
before  so  doing,  I must  acknowledge  how  much  we  are  indebted  to 
Forster  and  Iwanoff  for  their  pathological  researches. 

Areolar  choroiditis  disseminata  of  Forster.  There  are  developed  in 
the  choroidal  stroma  small  colourless  cells.  These  are  soon  trans- 
formed into  fibrillated  tissue,  from  the  particular  areolar  aspect  of 
which,  the  disease  has  merited  the  name  that  Mr.  Forster  has  given 
it.  The  retina  over  the  deposit  is  depressed.  In  proportion  as  the 
new  areolar  tissue  shrinks,  the  subjacent  retina  is  drawn  towards  the 
cicatrix,  and  destroyed  in  isolated  jioints.  Immediately  around  these 
deposits,  the  choroidea  inflames  and  adheres  to  the  sclerotica,  but 
outside  of  this,  the  retina  and  the  choroidea  are  healthy. 

Ophthalmoscopic  symptoms.  Black  and  white  patches,  of  variable 
form  and  extent,  are  chiefly  grouped  around  the  macula  lutea,  and, 
with  the  exception  of  the  smallest  black  spots,  they  all  affect  a 
roundish  form. 

Tlio  less  voluminous  black  spots  have  a deep  blackness,  and  are 
probably  produced  by  a simple  proliferation  of  the  epithelial  layer, 
but  in  proportion  as  the  spot  increases  and  the  deposit  behind  is 
developed,  its  centre  whitens,  and  the  pigment  is  driven  towards  the 
border  in  roundish  outlines.  There  is  thus,  at  first,  a black  patch  or 
spot,  by  the  enlargement  of  which,  and  the  whitening  in  the  centre, 
the  black  and  white  patch  is  produced. 

During  these  metamorphoses,  the  character  of  the  exudation  may 
be  studied  at  the  circumference,  and  its  atrophy  in  the  centre.  A 
variety  is  described  in  which  the  spots  have  an  intimate  relation  to 
the  distribution  of  the  retinal  blood-vessels. 

Second  form.  This  differs  from  the  above  in  that  the  inflammatory 
symptoms  are  more  limited  to  the  morbid  centres,  and  leave  the 
intermediate  parts  absolutely  healthy.  The  morbid  anatomy  consists 
in  a warty  thickening  of  the  elastic  lamina  of  the  choroidea,  which 
thickening  is  out  of  all  proportion  to  the  little  outgrowths  which 
occur  m old  persons.  These  vitreous  excrescences  grow  so  large  as 
to  enter  the  retina,  and  destroy  it  in  parts  corresponding  to  their 
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pressure.  It  is  probable  that  the  nerve-fibres  escape  destruction  by 
lateral  displacement.  The  excrescences  are  surrounded  by  black 
pigment,  some  of  which  is  enclosed  in  the  retina.  Of  course  I see 
the  almost  inappropriateness  of  placing  this  under  an  “ exudative  ” 
heading. 

The  ophthalmoscopic  image  corresponds  to  the  pathological  ii 
changes,  but  unfortunately  a variety  is  met  with  in  the  areolar  forma 
just  described,  in  which  there  is  more  interspace  of  healthy  retina,, 
and  we  cannot  always  distinguish  it  from  this  form. 

Later  pathological  changes  take  place  in  both  forms.  Neoplastic 
masses  occur  between  the  remains  of  the  clioroidea  and  sclerotica,  and' 
the]  retina  and  the  vitreous  body,  followed  by  atrophy  of  the  optic 
nerve,  the  retina,  and  the  entire  clioroidea. 

I have  said  that  cases  come  under  notice  which  are  difficult  to 
classify,  according  to  the  headings,  retinitis  pigmentosa,  and  choroid-  - 
itis  disseminata.  In  the  phase  of  the  latter,  when  the  exudations  aret 
absorbed  and  the  sclerotica  is  seen,  who  can  tell  the  difference* 
between  it  and  a case  of  the  former,  where  the  choroidal  atrophy 
alone,  unpreceded  byr  exudation,  exposes  the  sclerotica  f 

A third  form,  described  by  Liebreich,  consists  of  white  exudative 
points  in  the  neighbourhood  of  the  optic  disc,  and  in  other  parts,-, 
some  with  black  borders,  all  deeply  seated  in  the  clioroidea,  and  offj 
large  irregular  white  patches  of  exudations  upon  the  inner  surface  of*l 
the  clioroidea,  some  of  which  have  no  pigmentary  border. 

Another  form  he  describes,  and  particularly  distinguishes  by  the* 


groups  of  epithelial  cells  which  are  enlarged  and  filled  with  abnor- 
mally black  pigment,  forming  black  spots  of  most  varied  shapes,- 
which  are  almost  always  surrounded  by  a narrow  light-coloured 
border,  in  which  the  epithelium  is  either  absent  or  deprfv  ed  of  itil 
pigment.  In  the  illustration  which  accompanies  the  description, 
there  are  atrophic  portions  of  choroidea  with  pigmentary  maigins.  j 

Choroidal  hmmorrhage.  This  is  an  occurrence  incidental  to  the 
blood-vessel  degeneration  of  choroiditis. 

Apart  from  wounds  or  blows  which  rent  the  choroidea  singly , ob 
along  with  other  ocular  tissues,  it  may  safely  be  assumed  that 
haemorrhage  is  due  to  an  abnormal  condition  of  the  ehorio-capilhirie*, 
arising  out  of  inflammation,  so  called  inflammatory  relaxation, 
whereby  they  become  distended,  or  even  sacculated,  or  undeigfl 
atheromatous  change.  Under  such  conditions  of  disease,  any  strain, 
as  that  arising  from  the  check  given  to  the  blood  returning  to  t ^ 
heart,  from  coughing,  sneezing,  vomiting,  stooping,  or  great  exertionj 
is  apt  to  cause  haemorrhage.  So,  again,  pressure  on  the  eye  >a  , 01  a 
slio-ht  blow,  either  of  which  would  be  nothing  to  a healthy  eye.  i 
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almost  sure  to  produce  the  haemorrhagic  effect.  Fortunately,  where 
the  tension  of  the  eyeball  is  not  reduced,  the  hcomorrhage  is  not 
large. 

In  speaking  of  the  operation  for  the  extraction  of  cataract,  abscis- 
sion of  the  eyeball,  &c.,  I have  alluded  to  the  intra-ocular  hemor- 
rhage which  sometimes  arises.  It  is  from  diseased  chorio-capillaries. 
As  soon  as  the  eyeball  is  opened,  and  the  capillaries  lose  their  support, 
they  burst  and  pour  out  blood.  The  hemorrhage,  as  I have  said, 
may  be  severe  and  even  fatal.  The  conditions  requiring  such  opera- 
tions usually  prevent  the  state  of  the  choroidea  and  retina  from  being 
seen , but  we  m.ay  always  suspect  disease  of  the  chorio-capillaries,  if 
there  be  varicosity  of  the  anterior  ciliary  veins. 

The  effused  blood  may  be  confined  to  the  choroidea,  pass  between 
it  and  the  sclerotica,  or  burst  the  retina  and  enter  the  vitreous  body. 
Except  where  the  extravasation  is  large,  it  is  usually  between  the 
choroidea  and  the  sclerotica,  or  partially  in  the  true  vascular  layers. 
Several,  extravasations  may  occur.  The  rarest  position  is  the  last, 
but  it  is  seldom  acquired  unless  the  rupture  be  near  the  ora  serrata. 
There  the  nerve-elements  of  the  retina  are  thinnest  and  the  licemor- 
lhage  more  leadily  breaks  through  them  to  enter  the  vitreous  body. 

We  must  learn  to  discriminate  these  hemorrhages.  Small  extrava- 
sations may  be  sufficiently  near  the  extremity  of  the  choroidea  to 
elude  detection,  except  by  dissection.  The  rules  which  I have  given 
for  discriminating  the  positions  of  retinal  hemorrhage  are  partially 
applicable  here.  The  anterior  position  of  the  blood-vessels  to  the 
hemorrhage  and  their  complete  disassociation  with  it,  which  means 
that  the  trouble  is  posterior,  is  a characteristic  of  choroidal  bleeding. 
It.  adds  to  the  certainty  of  diagnosis  of  this  symptom  if  it  be  ascer- 
tained that  the  retinal  vessels  are  healthy,  being  free  from  de°*enera- 

bon,  that  there  is  no  probability  of  the  effused  blood  having  come 
from  them.  & 


I forgot  to  say  m my  retinal  hemorrhage  remarks  that  when 
Ktrayasated  Mood  is  of  certain  thickness,  and  the  central  part 

olackish  it  may  be  impossible  to  tell  whether  the  retinal  vessels  pass 
)ver  the  blood,  or  the  blood  over  them. 

The  very  dark,  uniformly  coloured  blood  patch,  regular  or  irresru- 
ar  m form,  with  defined  or  undefined  edges,  but  without  striation, 
ire  m he,  marks  ol  choroidal  hsemorrhage.  During  the  absorption 
t the  exti avasated  blood  we  may  sometimes  bo  more  sure  of  its'  posi- 
! m the ' ohwoid  at  which  time,  too,  some  surrounding  pigmenta- 
lon  is  not  unusual  The  binocular  ophthalmoscope  may  now  be 

Persistence  of  the  blood  spot  is  much  more  common  than  in  the 
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retina,  where  absorption  begins  quickly,  and  is  soon  finished,  and  so  j 
is  degeneration  into  pigment  spots. 

Small,  choroidal  haemorrhages  away  from  the  macula  lutea  do  not  I 
affect  vision.  Large  apoplexies,  which  thrust  back  Muller’s  limiting  * 
membrane  and  compress  the  rods  and  cones,  generally  produce  blind 
spots  in  the  visual  field.  Haemorrhage  into  the  vitreous  body  neces- 
sarily impairs  sight. 

The  subjective  symptoms  of  defective  sight,  of  choroiditis  dissemi- ! 
nata,  are  those  of  retinitis  pigmentosa.  The  variations  in  vision  are  j 
very  great,  owing,  of  course,  to  the  contingent  morbid  changes  in  the 
vitreous  body,  the  retina,  the  optic  nerve,  and  the  choroidea,  so  that 
we  cannot  assign  any  proper  symptoms  to  either  of  these  affections ; ; 
hence,  it  is  impossible  to  declare  in  any  given  case,  from  impaired  j 
sight  alone,  which  of  these  are  present.  The  greatest  deterioration  j 
of  sight  goes  with  retinal  and  optic  nerve  alterations.  Choroidal  1 
disorganization,  provided  it  be  not  about  the  macula  lutea, . may  be  j 
very  extensive  and  yet  impair  sight  but  slightly ; indeed,  it  might 
not  affect  it  at  all. 

Causes.  I have  clearly  ascertained  that  choroiditis  disseminata 
may  be  found  after  the  decline  of  irido-cyclo-choroiditis.  I have 
learned  that  it  may  appear  without  any  of  the  external  tunics  of  the 
eye  being  involved.  In  the  latter  case  I have  seen  it  as  a sequel  of! 
primary,  and  of  inherited  syphilis.  But  I am  equally  sure  that  1 1 
have  seen  it  in  adults,  in  whom  there  was  no  syphilis,  either  inherited  I 

or  acquired. 

I cannot  give  any  differential  objective  ocular  symptoms,  from  myjr 
own  knowledge,  by  which  a syphilitic  case  can  be  told  from  a 11011- 
syphilitic  one,  and  I am  sure  that  what  have  been  pointed  out  as? 
reliable  in  such  diagnosis  are  not ; no  one  would  trust  to  them  abso- 
lutely. To  the  history  of  a case  and  the  presence  or  absence  of  con- 
stitutional syphilis  must  we  rely  for  discrimination. 

The  treatment  is  that  which  I have  recommended  for  retinitis  pig- 
mentosa, namely,  the  same  as  for  “ Iritis,  p.  949. 


TUBERCLE  IN  THE  CHOROIDEA. 


This  has  chiefly  a pathological  interest,  since  it  is  not,  seen  anioijB 
ophthalmic  patients.  I doubt  whether  an  ophthalmologist  am 
meet  with  an  example,  unless  he  seek  it  amongst  those  who  areco|j 


sumptive. 

The  association 
culosis,  particularly 


of  ocular  tubercle  with  acute  miliary  tuber*j 
where  tubercular  meningitis  is  developed 
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thanks  especially  to  Colnheim,  is  now  fully  established,  both  by 
ophthalmoscopic  appearance,  and  morbid  anatomy  inspection.  By 
the  latter  only  was  the  discovery  first  made.  There  is  nothing  very 
remarkable  in  this  new  pathological  fact,  for  not  an  organ  of  the 
.body,  and  scarcely  a tissue,  escapes  being  the  seat  of  tuberculous 
deposit. 

Symptoms.  Both  eyes  usually  suffer,  and  at  the  same  time. 

ffliis  new  formation  is  generally  developed  in  the  vicinity  of  the 
optic  disc,  very  rarely  at  any  distance  from  it,  in  one  or  several 
points.  When  well  developed,  it  appears  as  a round  pale  yellow,  or 
3 ellow  rose  spot,  the  limit  of  which  is  lost  in  the  parts  around.  In 
the  earliest  recognisable  stage,  when  it  just  separates  the  choroidal 
epithelium  a little,  it  is  a spot  of  a palish  grey.  It  may  increase  only 
a little,  and  not  even  push  the  epithelial  layer  forward,  or  grow  sen- 
sibly and  projecting,  and  show  a diameter  of  from  half  to  three  milli- 
metres. Very  rarely  is  there  any  surrounding  pigmentation,  and  in 
this  we  see  a marked  difference  between  it  and  any  exudations  or 
h}  aline  growths  in  choroiditis  disseminata.  The  surrounding  choroid 
is  not  inflamed,  and  the  retina  does  not  lose  transparency.  This  is 
not  quite  in  accordance  with  our  modern  ideas  of  such  growths  being 
inflammatory  in  their  nature. 

To  sum  up,  then,  the  polar  position  of  the  growth  near  the  disc,  its 
increase, , its  peculiar  colour,  the  almost  absence  of  pigmentation 
around,  in  an  eye  otherwise  healthy,  are  the  characteristics.  The 
recognition  of  the  general  tubercular  disease  unmistakeably  confirms 
the  ocular  implication. 

No  subjective  symptoms  seem  to  have  been  noticed,  the  sight  beino- 
perfect,  and  the  visual  field  not  contracted. 

The  starting  or  developing  point  of  the  growth  is  not  quite  settled 
but  I agree  with  Colnheim,  that  the  lymphoid  cell  in  the  choroidal 
stroma  is  the  primary  seat.  This  agrees  with  the  present  belief  of 
the  development  of  tubercle  from  the  tissues  belonging  to  the  lym- 
phatic system.  It  is  certain  that  the  tubercle  begins  in  the  tunica 
vasculosa,  and  generally  rests  on  the  vessels.  It  is  stated  that  a 

large  tumour  having  a tuberculous  character  has  been  discovered 
m the  choroidea. 


RUPTURE  OF  THE  CHOROIDEA. 

Choroidea!  injury  has  been  partially  noticed  in  the  chapter  on 
injuries  from  Mechanical  Agents. 

The  Cmaes  °f  rupture  are  blows,  or  other  mechanical  damage 
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inflicted  on  tlie  eyeball,  on  the  orbit,  on  the  face,  or  even  on  the  head.  1 
See  the  fourth  paragraph,  p.  438. 

Our  knowledge  of  this  lesion  is  generally  not  ascertainable  until  I 
after  the  severe  effects  which  nearly  always  accompany  it  have  \ 
passed  away.  There  is  more  or  less  opacity  of  the  vitreous  body, 
accompanied  or  not  with  ophthalmitis,  the  extent  and  intensity  of  I 
which  may  be  much  influenced  by  any  cutting  or  tearing  of  the  outer 
ocular  tunics  and  haemorrhage. 

Ophthalmoscopic  symptoms.  The  clearing  of  the  vitreous  body  and 
the  absorption  of  extravasations  need  not  be  described.  A\  lien  the 
ophthalmoscope  may  be  advantageously  used  we  find  one,  two,  or 
more  streaks  of  tearing,  and,  whether  single  or  many,  the  same  cha- 
racters exist.  A single  tear  is  rather  exceptional,  but  I will  select  it 
for  conciseness.  It  seems  to  stand  out  as  a yellowish  white  rather  I 
than  a dead  white  streak,  of  varying  width,  perhaps  with  serrations, 
which  colour  is  due  to  the  tunica  fusca  not  being  (puite  di\  ided. 
Remains  of  the  tunic  may  appear  as  a cloudy  tracing  or  a little 
pigment.  Wounds  through  the  eyeball  which  divide  the  entire 
choroidea,  leave  the  sclerotic  shining,  as  we  see  it  in  complete 
choroidal  atrophy. 

Almost  invariably  the  rent  is  at  the  pole  of  the  fundus  oculi,  near ; 
to  and  at  the  outer  side  of  the  optic  disc,  with  the  axis  vertical,  or 
nearly  so,  and  if  curved,  lying  as  a segment  nearly  parallel  to  the 
disc.  The  edges  are  sharp,  everted,  and  much  pigmented,  oi  roughl 
and  "reddish.  Some  choroid  vessels  may  be  seen  in  the  breach.  The 
retinal  vessels  pass  over  it,  as  across  a staphyloma  posticum.  The 
superimposed  retina  may  be  clear  or  cloudy.  The  rest  of  the  fundus 

oculi  appears  healthy.  . ,!, 

Dissection  has  proved  what  the  ophthalmoscope  had  determined,  that 

the  choroidea  alone  may  be  ruptured,  and  not  infrequently,  if  we 
consider  the  epithelial  layer  as  belonging  to  the  choroidea.  Rupture 
of  the  retina  and  choroidea  are  noticed  elsewhere. 

I have  given  a chromo-lithograph  delineation  of  a case  of  double 
rupture,  which  is  a beautiful  representation  of  the  original.  It  was 
taken  from  a man,  twenty-seven  years  of  age.  The  ruptures  united 
at  their  lower  edges.  When  there  are  several,  there  is  usually  an 

The  amount  of  extravasated  blood  is  usually  small.  T lei 

b^hebronfseems  to  increase  from  shrinking  and  atrophy  of  its  edges- 

An  outward  objective  symptom  may  appear  in  a sluggish  a dila  « . 
or  an  irregular  pupil,  owing  to  tension  or  rupture  of  the  eilury. 

nerves. 
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The  principal  subjective  symptom  is  impaired  vision,  loss  of  acute- 
ness  of  sight,  which  usually  increases  from  inflammatory  reaction 
and  secondary  changes,-  especially  if  the  retina  be  secondarily 

damaged,  for  there  may  be  but  little  intra-ocular  irritation  or  a 
great  deal. 

We  know  that  it  is  possible,  from  the  record  of  two  cases,  for 
sight  to  be  restored  after  the  rupture;  but  unfortunately  we  know 
also  that  there  is  permanent  impairment  of  it,  according  as  the  retina 
is  damaged ; such  as  loss  of  visual  acuteness,  scotomata,  distortion 
o objects,  actual  blindness.  Sometimes  the  vision  improves  but 
only  to  become  worse.  The  very  healing  of  the  choroidea, 
duimg  which  the  retina  is  drawn  backwards  and  united  to  the 

sclerotica,  by  the  cicatrized  tissue  in  the  choroideal  gap,  spoils  the 
retinal  elements.  1 

I need  not  stop  to  consider  the  various  theories  which  have  been 
resorted  to,  whereby  to  explain  this  form  of  accident. 

It  is  very  probable  that  cases  of  this  kind  are  frequently  over- 
ooked  because  patients  are  examined  before  the  conditions  which 
mark  the  rupture  have  passed  away,  and  no  further  inspection 

is  made.  No  doubt  they  are  sometimes  mistaken  for  retinal 
nmmorrhage. 

Knapp  thinks  that  choroidal  rupture  is  not  always  followed  by 
haemorrhage,  and  that  evidence  of  such  lesion  would  be  shown  by 
c loro  1 dal  atrophy.  Other  observers  consider  atrophic  patches  near 

tearingS.C  “ & °f  stretcllinS  of  tbe  choroid,  short  of  actual 
traumatic  ophthalmitis^  ^ ^ recommended  for  internal 
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inctonMntraTr  hy  Liebreich>  ^ho  candidly  admits  that 

appearances  ' The « T™  Pr°dUCe  '&mUa*  ^almoscopic 
appearances  The  symptoms  are  said  to  be  a well-defined  and 

g lt  y,  ?trctcbed  tumour,  which  protrudes  into  the  vitreous  body 

sj'iS  is  = 

- — - * 
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SUPPURATIVE  CHOROIDITIS,  OR  PANOPHTHALMITIS. 

X introduce  tliis  heading  because  some  writers  employ  it.  The 
affection  it  is  meant  to  represent  is  that  which  I have  described  m 
Chapter  XXXIV.,  “ Ophthalmitis,”  p.  955,  under  the  section  “ Oph- 
thalmitis in  General.”  I again  refer  to  errors.  Line  2,  after  “ with,” 
add  “ or  without.”  “ Suppurative  ” should  be  added  to  the  headings 

of  the  second  and  third  sections. 


COLLOID  DISEASE  OF  THE  CHOROIDEA. 


This  has  no  relation  to  cancer.  What  we  know  of  it  is  derived 
from  microscopic  research,  chiefly  in  the  disorganized  eye  a so 
very  old  people.  It  has  escaped  my  notice  in  the  living  eye.  . 

Ophthalmoscopic  appearances.  It  is  said  that  only  late  m tie 
affection  are  there  ophthalmoscopic  signs,  and  then  they  appear  m 
the  periphery,  rather  than  at  the  pole  of  the  fundus.  They  are 
described  as  a blotched  patchy  appearance,  due  to  the  irregular  dis- 
tribution and  partial  atrophy  of  the  choroidal  epithelium.  I he 
choroidal  vessels  are  hidden  by  cretaceous  masses,  which  lie  m ion 


Mr.  Hulke  has  written  two  papers  on  the  subject  m the  “ Loyal . 
London  Ophthalmic  Hospital  Reports.”  After  speanng  o le* 
investigations  of  Lenders  and  Muller,  he  enters  into  details,  fio 
which  I gather  the  following  remarks.  The  inner  surface  of  t 
choroidea  is  studded  over  with  small,  transparent,  highly  reflecting, 
bodies,  the  largest  compound,  and  looking  like  tiny  seed 
smaller  ones  simple ; all  being  adventitious  thickening  of 
lamina.  The  appearance  gives  the  idea  of  a forcible  erup^. 
the  colloid  bodies  start  up  from  the  inner  surface  of  the  choioidea,. 

upheave  and  displace  the  epithelial  layer.  , A 

The  colloid  bodies  are  prone  to  calcify,  and  form  sto  y g 
masses,  or  beads  of  a glassy  aspect.  Simdtaneoudy  with  such 
calcification  other  structures  of  the  choroidea  undergo  simiM 
changes.  Sometimes  the  retinal  vessels  as  well  unc  ergo  ca  ci  ca  1 SB 
Colloid  disease  is  so  frequently  associated  with  infiamma 
ohanffe  that  inflammation  may  be  considered  a cause  o • JT 
itoft ’always  present  in  those  shrunken  eyeballs  which  have  been 

repeatedly  inflamed. 


1155 


COLOBOMA  OF  THE  CHOROIDEA,  ETC. 

The  globular  form  of  the  eyeball  is  completed  about  the  third 
mouth  of  foetal  life,  by  the  filling  up  of  an  opening  in  the  lower 
part,  which  passes  from  near,  and  a little  to  the  inner  side  of  the 
op  ic  nerve  to  the  iris,  and  is  known  under  the  name  of  the  foetal 
fissure  of  the  eyeball.  The  sclerotica  first  unites,  then  the  choroidea, 
back  thedPetina’  tlie  union  commencing  in  front  and  proceeding 

The  failure  in  the  completion  of  this  work  of  growth,  by  which  the 
fissure  becomes  permanent,  constitutes  coloboma. 

Coloboma  of  the  iris  and  of  the  choroidea  usually  coexist  The 
former  may  be  present  without  the  latter.  The  reverse  is  rare. 

1 he  iris  deficiency  is  described  among  the  diseases  of  the  iris. 

It  is  only  to  be  told  how  coloboma  of  the  choroidea  is  to  be 
recognised,  for  it  is  an  irremediable  condition.  This  necessitates 
recounting  of  some  of  the  several  kinds,  and  a little  explanation  of 
the  anatomical  conditions. 

defect  ^ ft<5  °ClJar  tUni°3  Parfake  m0r®  01  l6SS  ‘n  tMs  congenital 

The  only  outward  symptom  is  a protrusion  of  the  sclerotica,  stapliy- 
ma  sclerotic*,  which  is  m correspondence  with  the  deficiency  of  the 

different  depths.  ^ ^ ^ ^ ^ very 

There  may  be  a mere  escape  from  a coloboma,  which  is  declared  in 
thinning  of  the  choroidea,  the  retina,  and  the  sclerotica,  in  the  line 

the  sole™  “a  ’ “d  by  °“ly  tbe  sligtte8t  bulging  of 

The  coloboma  may  extend  through  the  ciliary  processes,  there 
being  no  interruption  between  it  and  coloboma  of  the  iris  to  the  side 

fissure  °^TT  T\  The  ^ na™  e™n  “V  be  included  in 
fissure  Usually,  however,  even  in  an  extreme  case,  a process  of 

— y * S" 

« 1VS  o7th^“l  £ a draw9 

cilfary  pTo’  °Dly  ° haH'  HneS  lon»-  mid  sPa“  betwean  the 

y processes  and  the  optic  nerve.  The  sheath  only  of  the  optic 

H ™ “ay  ,be  affected’  and  Liebreich  has  dissected  such  a case 

sheathStoTedd-f  °“g!t“dlnal  sectlon  °f  ‘he  optic  nerve,  he  found  its 
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Ophthalmoscopic  effect.  Reflection  from  the  fundus  of  the  eye  is 
interrupted  by  an  oval  patch,  of  varying  width,  widest  behind,  of 
whitish  grey,  or  dead  white,  according  as  the  choroidea  is  merely 
attenuated,  or  nearly  absent,  or  deficient,  and  shows  the  exposed 
sclerotica,  with  sharp  edges,  more  or  less  pigmented.  The  retina 
lines  the  fissure,  or  partially  lines  it,  and  partially  bridges  over  it, 
according  to  the  varying  depths.  It  is  a question  as  to  the  mem- 
brane being  really  retina  or  not.  The  present  conclusion  is  that  if  it 
be,  the  elements  of  the  nerve  tissue  layer  are  miserably  wanting. 
It  has  some  of  the  characters  of  a detached  retina,  in  its  displace- 
ment, strong  reflection,  and  some  folding  while  a little  hides  the 
blood-vessels. 

Where  the  optic  disc  is  included  in  the  coloboma,  it  is  scarcely 
distinguishable  from  the  bluish  white  sclerotica,  except  by  the 
definition  of  its  upper  margin  and  its  reddish  tint.  It  has  been 
seen  as  an  ellipse,  with  the  long  axis  horizontal.  Where  the  sheath 
of  the  optic  nerve  is  alone  involved,  Liebreich  writes,  in  describing  a 
case  : “ At  the  place  of  entrance  of  the  optic  nerve  a clear  round  disc 
was  seen,  of  the  same  greyish,  transparent  colour  as  the  optic  nerve, 
and  separated,  as  it  were,  from  the  rest  of  the  fundus  oculi  by  those 
lines  which  I have  described  as  the  choroidal,  sclerotic,  and  true  nerve 
boundaries  of  the  disc.” 

The  mode  of  distribution  of  the  retinal  vessels  is  peculiar,  chiefly 
on  account  of  the  manner  in  which  they  are  thrown  out  of  then- 
natural  plane,  by  more  or  less  following  the  bulging  of  the  sclerotica 
or  foldings  of  the  retina.  Sharp  angles,  as  well  as  curves  and  inter- 
mingling, are  thus  produced.  Some  choroidal  blood-vessels  may  be  ; 
discerned,  being  recognised  by  their  coming  out  of  the  sclerotica, . 
keeping  close  to  it,  and  entering  the  choroidea,  but  it  may  be  difficult 
to  make  them  out  from  those  of  the  retina.  Some  other  congenital 
malformation  may  exist  with  the  coloboma,  especially  microphthalmos  = 
or  smallness  of  the  eyeball,  from  imperfect  development. 

Subjective  symptoms  always  exist  in  some  form  of  defective  sight. 

The  analogy  to  staphyloma  posticum  is  striking. 


GLAUCOMA. 

While  we  retain  this  very  old  name,  originally  used  by  the 
ancients  to  signify  opacity  of  the . crystalline  lens,  and  by 
writers  to  express  a green  or  greenish  colour  of  the  pupil,  u ■ j 
posed  distinctive  characteristic  of  a particular  disease,  we  do  so  - 
out  any  reference  to  its  etymology,  and  m a purely  arbitrary 
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I shall  endeavour  to  show  that  we  must  recognise  diseased  con- 
ditions, some  of  them  peculiar,  of  all  the  tissues  of  the  eyeball,  in 
hud,  a combination  ol  well  recognised  diseases,  with  some  uncommon 
phenomena. 

Glaucoma  seldom  appears  till  after  the  middle  period  of  life, 
much  oftener  in  females  than  in  males,  and  in  those  of  dark  com- 
plexions, who  are  pale  and  unhealthy  in  appearance. 

I shall  class  the  symptoms  of  glaucoma,  under  the  headings  of 
acute  and  subacute. 

Acute  inflammatory  glaucoma. 

1 re  monitory  symptoms.  There  may  be  definite  premonitory 
symptoms,  chiefly  subjective.  A halo  or  corona,  grey  or  coloured, 
sometimes  as  one  circle,  sometimes  as  several,  in  the  same  or  different 
colours,  surrounds  the  flame  of  a candle  or  lamp,  or  any  luminous 
object,  which  is  looked  at.  Occasional  dimness  of  sight,  or  dimness 
of  a part  of  the  visual  field.  Flashes  or  wheels  of  light,  perceived 
in  t e dark  as  well  as  in  the  light,  with  or  without  intercurrent 
obscurations  of  sight.  Rapid  increase  of  presbyopia,  together  with 
reduction  m the  range  of  accommodation,  ciliary  neuralgia,  head- 
aches There  is  no  preference  in  the  perception  or  order,  where 
several  occur,  nor  is  there  any  usual  time  of  duration,  where  they 
remit  or  intermit,  nor  of  period  over  which  they  may  extend,  so 
that  their  occurrence  may  occupy  hours,  days,  weeks,  months,  or 
years.  The  pupil  may  dilate. 

Direct  symptoms.  After  some,  or  all  of  the  premonitory  symptoms 
or  without  any  one  of  them,  acute  glaucoma  appears  as  an  inflammatory 
attack,  ushered  m by  the  subjective  symptoms  of  sudden  and  severe 
although  alternating,  ciliary  neuralgia,  popularly  called,  throbbing 
pam  in  the  eyeball  and  corresponding  side  of  the  face.  The  eyeball 
is  most  intolerant  to  any  touch.  Flashes  frequently  appear,  some- 
times of  a vivid  red,  sometimes  of  a deep  orange  colour,  with 
mtolerance  to  light.  These  are  increased  by  exertion,  or  anything 
hich  quickens  the  heart’s  action,  even  the  taking  of  food. 

he  outward  symptoms  declare  ophthalmitis , or  inflammation  of  the 
eyeball  in  which  the  uveal  tract  is  much  implicated.  We  fiud 
acjmation  and  intolerance  to  light,  swelling  and  redness  of  the 
y us  sigi  conjunctivitis  with  serous  chemosis,  but  scarcely  any 
purulent  discharge,  hypermmia  of  the  sclerotica,  and  congestion  of  the 

V /T  Clhary  vems,  which  are  much  distended  and  livid.  These 

disturbances  vary  very  much  in  intensifv  T 

UarW  , -n  t it  y intensity.  1 am  sure  that  my 

rnnin  /rse  my  giving  SOme  of  the  variations.  Who 

could  describe  all  of  them  ? 

The  surface  of  the  cornea  is  hazy,  like  a slightly  steamy  glass, 


1158 


DISEASES  OF  THE  CIIOROIDEA. 


and  a little  roughened,  or  even  vesicular  in  spots.  There  may,  too, 
he  interstitial  opacity.  Some,  or  all  of  its  sensibility  is  lost ; there 
is  much  variety  here,  not  only  in  the  degrees  ot  loss  ol  sensation  in 
the  entire  part,  but  in  the  manner  in  which,  portions  only  of  it,  are 
so  affected. 

The  entire  cornea  flattens,  the  iris  inflames,  loses  its  colour  and 
fibrous  look,  acquiring  a slate-like  aspect,  but  rarely  throws  out  j 
exudation.  It  is  pushed  against  the  cornea,  by  which  the  anterior 
and  posterior  chambers  are  lessened,  and  the  turbid  aqueous  humour 
is  reduced.  The  pupil  is  dilated,  irregular,  and  fixed.  Its  area,  or 
pupillary  aperture,  differs  from  the  normal  greyish  blackness  of  j 
middle,  and  especially  of  old  age,  in  showing  less  blackness  and 
more  drab  colour  ; and  sometimes  it  may  be  said,  with  a little  imagi- 
nation, a shade  of  green,  but  no  tint  of  green  is  ever  met  with. 
This  coloration,  of  which  many  varieties  are  described  with  con- 
siderable exaggeration,  is  to  be  accounted  for  by  the  natural  amber 
coloration  of  the  lens,  see  Senile  Changes  of  the  Crystalline  Lens, 
p.  734,  and  the  greater  exposure  of  surface  so  changed  by  the 
dilated’  pupil,  the  colour  of  the  aqueous  humour,  and  the  reflected  ; 
light  from  the  hazy  vitreous  body,  to  which  is  added,  in  later  stages, 
slight  atrophy,  or  opacity  of  the  lens.  Immature  cataract  is  no 
uncommon  association  with  advanced  glaucoma. 

The  eyeball  is  harder  than  natural,  and  if  other  glaucomatous 
symptoms  increase,  so  in  all  probability  will  the  hardness,  till  the 
sclerotica  is  scarcely  to  be  indented.  It  is  an  early  symptom. 

This  hardness,  or  tension,  as  it  is  usually  called,  is  rarely  absent,  and 
is  the  symptom,  above  all  others,  which  the  majority  of  surgeons  rely 
on  to  substantiate  the  presence  of  glaucoma,  and  so  much  is  it  thought 
of,  that  some  surgeons  of  deservedly  high  repute,  define  glaucoma  as 
“ tension  of  the  eyeball.”  But  this  is  saying  a little  too  much,  for  1 
shall  show  that  we  may  have  glaucoma  without  abnormal  tension, 
very  exceptionally,  I admit,  and  abnormal  tension  without  glaucoma. 
The  student  must  therefore  learn,  as  far  as  it  is  possible,  for  he  can 
at  best  get  but  a close  approximation, . to  estimate  what  is 
natural  tension  of  an  eyeball.  Softness  is  as  muc  a s} mp°™  i 
disease  as  hardness,  and  it  is  only  by  repeated  practice  that  the 
amount  of  firmness  and  elasticity,  indicative  of  a.  sounc  ocu  ar  ’ j 

can  be  tolerably  ascertained.  I must  explain  a little.  . 

The  natural  resistance  or  tension  of  the  eyeball,  varies  so  muc 
youth,  in  the  prime  of  life,  and  in  old  age,  and  in  c eien  m 
victuals  of  the  same  age,  that  the  extreme  in  the  one  direction “ ^ 
pass  for  abnormal  softness,  and  in  the  other  for  abnorma  d 

This  physiological  variation  is  at  times  a little  puzzling,  ai  * y 
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a source  of  error,  when  we  are  taking  into  account  slight  softness  or 
slight  hardness,  as  indicative  of  disease. 

Let  me  give  a ready  method  for  determining  the  resistance  which, 
in  any  instance,  the  eyeball  gives  to  pressure.  The  patient  gently 
closes  his  eyelids  and  looks  a little  downwards.  The  examiner 


places  the  point  of  the  forefinger  of  each  hand  on  the  upper  part  of 
the  eyeball  just  beyond  the  cornea,  one  on  the  right  side,  the  other  on 
the  left,  and  presses  centrally,  first  with  both  fingers  simultaneously, 
and  then  in  alternation,  all  the  while  keeping  them  adapted.  Ac- 
cording as  the  eyeball  yields  or  fluctuates,  do  we  speak  of  its  softness, 
and  according  as  it  resists,  do  we  speak  of  its  hardness. 

It  has  been  proposed  to  express  degrees  of  glaucomatous  tension, 
thus  obtained,  by  numbers  1,  2,  3,  to  which  are  given  certain  ranges, 
to  be  represented  by  letters  of  the  alphabet.  But  diseased  gradations 
are  too  numerous  to  admit  of  anv  such  tabulation,  and  normal  ten- 


sion  m one  eye  may  even  exceed  that  of  acquired  or  abnormal  ten- 
sion in  another  eye.  Besides  this,  I know  that  no  one  could  use  any 
of  the  suggested  formulae,  for  there  are  several,  with  even  an  approxi- 
mation to  accuracy,  any  more  than  he  could  tell  slight  differences  in 
the  weight  of  bodies  which  he  may  take  in  his  hand.  How  is  he  to 
get  his  unit  ? The  other  eyeball,  if  even  healthy,  may  not,  as  I 
have  shown  from  physiological  variations,  be  sufficiently  reliable. 
And  then  no  two  men  would  ever  agree  in  their  recognition  of  the 
degrees  of  tension.  I think  that  we  ought  to  be  contented  to  be 
able  to  ascertain  that  a glaucomatous  eyeball  is  a little  harder  than 
natural,  or  very  hard,  availing  ourselves  of  the  state  of  the  other 
eye  in  comparison,  and  to  express  the  same  in  simple  words.  Be- 
sides, we  do  not  form  our  diagnosis  of  the  extent  of  the  glauco- 
matous changes,  or  our  prognosis,  by  mere  tension  alone.  We 
take  into  consideration  other  symptoms.  I must  not  forget  to  tell 
that  attempts  have  been  made  to  take  the  glaucomatous  tension  by 
instruments,  by  Monik  and  others,  which  to  my  mind  are  inferior 
to  the  fingers.  In  Knapp’s  “ Arcliiv.  of  Ophthalmology,”  &c.,  is  a 

tedious  paper  of  fifteen  pages  on  Ophthalmotonometrie  by  I)r 
Pfluger.  ’ 17 

Vision  is  always  much  deteriorated  in  acuteness , and  generally 
declines  in  a gradual  manner,  and  for  a while,  higher  illumination 

and  approximating  the  object  to  the  eye,  overcomes  in  a measure 
its  deficiency. 

It  gets  worse,  a thick  fog  pervades  the  visual  field  by  daylight, 

and  a halo  with  prismatic  colours  surrounds  objects  by  artificial 
light. 

I he  visual  field  has  already  contracted,  beginning  at  the  inner 
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side,  and  tlio  contraction  may  continue  till  only  a diagonal 
slit  of  it  remains,  which,  is  soon  lost.  Perhaps  it  never  escapes 
reduction. 

An  ophthalmoscopic  inspection  is  generally  prevented  hy  the  hazy 
state  ol  the  vitreous  body.  When  the  fundus  can  be  seen,  the  disc 
is  hypersemic,  or  much  reddened.  The  arteries  are  normal,  or 
reduced  in  size.  The  veins  are  always  enlarged,  generally  tortuous, 
and  some  slight  disc  cupping  may  exist,  although  this  is  not 
generally  met  with  on  the  occasion  of  a first  inflammatory  attack, 
unless  it  have  been  unusually  severe. 

Intra-ocular  haemorrhage  is  not  uncommon,  and  proceeds  from  the 
disc,  the  retina,  or  the  choroidea,  singly  or  combined  Its  presence 
is  generally  expressed  by  the  term  haemorrhagic  glaucoma.  It  is 
most  common  in  the  disc,  as  small  apoplexies.  It  occurs  next  in 
frequency  in  the  retina,  and  the  extravasation  is  usually  about  the 
ora  serrata.  But  it  may  occur  about  the  optic  disc  and  the  macula 
lutea.  It  is  like  retinal  haemorrhage  in  neuro-retinitis,  see  p. 
1097.  We  find  round  and  well-defined  blood-spots  in  the  substance 
of  the  retina.  Blood  may  pass  into  the  vitreous  body,  or  between 
the  retina  and  the  choroidea,  where  it  is  more  copious.  The  cho- 
roidal haemorrhage  is  as  often  about  the  macula  lutea  as  the  equa- 
torial region  of  the  fundus  oculi.  It,  too,  has  the  aspect  of  choroidal 
haemorrhage  in  general,  see  p.  1149,  exhibiting  black  or  dark 
patches,  with  defined  or  undefined  edges,  without  striation,  occurring 
in  the  outer  layers  of  the  choroidea,  or  between  the  choroidea  and 
the  sclerotica.  Haemorrhagic  effusions,  when  extensive,  may  inter- 
fere with,  or  even  prevent  ophthalmoscopic  investigation. 

Haemorrhage  is  not  so  common  nor  so  copious  in  subacute  inflam- 
matory glaucoma,  which  commences  as  such,  except  where  the  veins 
of  the  iris  have  become  varicose,  when  blood  may  be  effused  into  the 
aqueous  chambers. 

Glaucomatous  cupping , or  excavation , requires  special  consideration. 
At  p.  308  I have  spoken  of  physiological  cupping.  At  p.  1086  I ■ 
have  dwelt  on  atrophic  cupping,  it  remains  for  me  to  speak  of  this 
the  third  form  of  cupping. 

Glaucomatous  cupping  occurs  in  two  forms.  As  an  excavation  as 
large  as  the  disc  will  admit  of.  It  occupies  the  entire  calibre  up  to  ^ 
its  edge,  is  concave  and  flask-shaped,  so  produced  by  the  stretching 
and  falling  back  of  the  lamina  oribrosa,  and  the  falling  outwards  of 
the  sides,  so  that  they  shelve  under  the  edge  of  the  disc.  As  an 
excavation  with  steep  or  straight  sides  without  shelving.  The  latter 
is  a slighter,  as  well  as  an  earlier  stage  of  disease. 

This  cupping  produces  a very  marked  effect  on  the  course  of  the 
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central  blood-vessels  of  the  retina.  The  veins  show  the  most  physical 
change,  because  they  are  dilated,  and  more  posterior  than  the  arteries. 
All  these  vessels  follow  the  sides  or  superficies  of  the  cup,  being 
separated  from  the  lamina  cribrosa  and  the  nerve-sheath,  by  the  nerve 
fibres,  or  whatever  may  remain  of  them,  if  atrophy  has  taken 
place,  and  by  contracted  proliferated  areolar  tissue.  Therefore,  to  pass 
fiom  the  centie  of  the  disc  up  to  its  edge,  and  over ‘the  sclerotic  ring' 
to  the  retina,  they  must  go  in  a curved  form,  following  the  lateral 
exca^  ation,  or  climb  the  steep  sides  where  there  is  no  excavation,  and 
in  both  instances  make  a sharp  elbow  in  clearing  the  sclerotic  ring. 
The  effect  of  the  elbow,  with  lateral  excavation  of  the  disc,  is  to  throw 
parts  of  the  vessels,  or  segments  of  them,  out  of  view  under  the  disc 
edge,  and  so  prevent  the  tracing  of  the  continuity  of  some  or  all  of 
them,  particularly  the  veins.  It  may  hence  appear  that,  the  portions 
of  the  vessels  at  the  back  of  the  disc,  which  may  have  an  atrophic 
appearance  and  are  sometimes  difficult  to  be  seen,  do  not  belong  to 
those  at  the  edge.  A little  clever  turning  of  the  ophthalmoscope 
will  enable  more  to  be  seen  than  would  otherwise  be  visible.  The 
elbowed  portion  of  the  vein  is  darker  than  the  rest.  Where  there  is 
no  lateral  excavation,  but  merely  steep  sides,  the  continuity  of  the 
vessels  may  be  traced.  The  straight  piece  in  each  will  necessarily, 
as  I have  shown  in  atrophic  cupping,  look  very  dark. 

The  central  blood-vessels  within  the  cupped  disc,  may  undergo 
certain  physical  changes.  Some  of  the  small  ones  may,  by  inter- 
weaving and  contortions,  produce  an  effect  likely  to  be  mistaken  for 
cavities.  Later  in  the  disease,  most  or  all  of  the  small  central  twigs 
are  veiled.  Even  isolated  branches  may  disappear.  With  this  reduc- 
tion in  number,,  one  or  two  which  remain  may  be  so  unnaturally 
placed  as  to  give  the  idea  of  being  merely  a collateral  venous 
branch  or  branches.  All  the  blood-vessels  may  be  thrown  aside  from 
the  porus  opticus,  a.  condition  accounted  for  by  pressure,  in  associa- 
tion with  some  physiological  deviation. 

Deeply  excavated  discs  have  a mottled  aspect,  the  effect  of  the 
maimer  in  which  the  incident  rays  of  light  necessarily  fall,  and  of 
atrophic  changes.  The  markings  of  the  exposed  lamina  crihrosa  are 
apparent,  see  p.  1086,  and  add  to  such  effect.  In  the  end  the  disc 

lute  White7’  °rSreyisl1  Uue’  sP°tte<i  with  dirty  grey,  or  abso- 

Cupped  discs  were  supposed  for  a long  time  to  be  prominent.  This 
mistake  was  the  result  of  an  optical  delusion,  and  remained  till  we 
learned  that  their  real  shape  is  to  be  gathered  from  the  shadow  which 
the  cupping  forms,  which  is  affected  by  any  movement  of  the 
ophthalmoscope.  The  shadow  surrounds  the  porus  opticus,  is  ring. 
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shaped,  indistinct  in  the  central  part,  and  sharply  bounded  towards 
the  periphery  of  the  disc. 

Atrophy  of  the  choroidal  ring  around  the  cupped  disc  is  a fundus 
oculi  change  incidental  to  glaucoma.  There  is  produced  a yellowish- 
white  arch  or  ring,  which  is  generally  wider  as  the  cupping  is  the 
more  marked. 

Now  and  then  we  are  very  much  puzzled  to  account  for  the  little 
or  no  loss  of  acuteness  of  sight  or  reduction  in  the  visual  field,  where 
marked  glaucomatous  cupping  exists.  It  is  supposed  that  a slight 
glaucomatous  effect  has  been  grafted  on  deep  physiological  cupping, 
and  that,  too,  the  nerve-fibres  are  as  yet  uninjured.  It  is  said  that 
it  may  be  possible,  at  an  early  stage  of  the  glaucoma,  to  recognise 
both  forms  of  cupping,  by  the  double  sinking  of  the  disc,  and  the 
double  distortion  and  displacement  of  the  central  retinal  blood- 
vessels. 

Marked  physiological  cupping,  with  atrophy  from  optic  neuritis, 
may  be  mistaken  for  glaucomatous  cupping,  where  the  feeble  disc 
ring  becomes  pale  and  weakened,  and  the  excavation  tends  more 
towards  the  sclerotic  ring.  The  absence  of  atrophic  choroidea  around 
the  disc,  of  pulsation  in  the  central  blood-vessels,  or  of  its  production 
by  pressure,  and  the  reduction  in  the  size  of  the  same  vessels,  will 
prevent  a mistake. 

Partial  glaucomatous  cupping  is  met  with,  by  which  only  a portion 
of  the  disc  is  affected.  In  it  the  characteristic  symptoms  are  readily 
discerned. 

Pulsation  of  the  central  retinal  vessels,  already  spoken  of  as  an 
occasional  physiological  state,  at  page  304,  is  a very  common  patho- 
logical one  in  glaucoma,  and  verifies  the  glaucomatous  condition 
nearly  as  well  as  the  ocular  tension.  In  the  first  instance  the  veins 
pulsate,  and  afterwards  the  arteries,  in  their  disc  course.  If  only  the 
former  beat,  the  latter  will  do  so  if  the  eyeball  be  slightly  pressed 

by  the  finger. 

Very  marked  constitutional  disturbance  accompanies  acute  glaucoma. 
The  pain  prevents  sleep.  The  head  is  so  tender  that  it  cannot,  be 
laid  on  the  pillow.  Giddiness,  foulness  of  tongue,  nausea,  and  thirst 

exist.  , 

There  may  be  several  slight  glaucomatous  attacks,  before  tne  eye 

is  destroyed.  Or  the  symptoms  may  remit,  till  the  destruction 
ensues.  Or  one  short  and  severe  attack,  may  accomplish  the 

*V°Again,  the  inflammatory  and  other  symptoms  may  not  proceed  so  far 
as  I have  pictured  them,  nor  be  so  destructive,  for  arrest  may  ensue 
with,  or  even  without,  treatment.  The  opacity  of  the  cornea,  the 
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cloudiness  of  the  aqueous  humour,  and  that  of  the  vitreous  body, 
may  subside,  the  pain,  too,  disappear,  and  the  sight  so  far  return 
that  a patient  may  think  he  has  recovered  since  he  can  read  small 
type  ; but  the  dilated  pupil,  some  degree  of  abnormal  ocular  tension, 
and  prominence  of  the  iris,  point  to  the  damaged  state  of  the  eye. 
A relapse  may  never  arise,  but  it  is  to  be  expected.  Even  then, 
destruction  of  sight  may  not  be  the  consequence,  unless  they  be  fre- 
quent. They  may  become  less  severe,  and  so  fall  into  the  state  which 
is  called  subacute  or  chronic  glaucoma. 

Subacute  inflammatory  glaucoma , usually  called  chronic  glaucoma. 

"We  meet  with  all  the  symptoms  which  have  been  enumerated  as 
characteristic  of  the  acute  affection,  but  less  definitely  marked, 
although  equally  destructive  to  the  eye.  Those  which  are  to  be 
especially  relied  on,  as  demonstrating  the  subacute  stage,  are  cupping 
of  the  disc,  and  reduction  or  contraction  of  the  visual  field. 

We  shall  find  more  variety  here,  in  the  beginning,  development, 
and  termination,  than  in  acute  attacks.  However  diversified  the 
several  forms  may  seem,  they  are  variously  connected,  and  frequently 
pass  into  each  other. 

In  some  cases  the  vascular  action  shows  no  prominence.  Inflam- 
matoiy  symptoms  may  be  but  faintly  marked.  They  may  never 
exist.  Such  exceptions  have  tempted  some  surgeons  to  make  a 
subdivision  of  them.  Under  these  circumstances,  there  is  no  sudden 
attack  with  pain.  Whatever  be  the  symptoms,  they  succeed  each 
other  slowly  and  insidiously,  so  that  nothing  is  noticed  till  the  eye  is 
much  affected.  Both  eyes  are  generally  simultaneously  involved,  but 
in  different  degrees.  There  is  a decline  of  acuteness  of  vision, 
sometimes  for  awhile  noticed  in  distant  vision,  sometimes  in  near. 

I he  range  of  accommodation  is  reduced,  and  presbyopia  or  hyper- 
metropia  is  acquired,  the  victims  being  usually  about  middle  age. 
The  pupil  is  generally,  not  always,  dilated,  but  is  dull  in  action. 
Undue  ocular  tension  is  perceptible,  but  not  in  excess.  The  dioptric 
media  are  clear,  and  ophthalmoscopic  examination  discovers  some 
degree  of  optic  disc  cupping,  with  enlargement  of  the  retinal  veins 
and  contraction  of  the  arteries.  Pulsation  of  the  retinal  vessels  is 
scarcely  seen,  unless  the  eyeball  be  pressed  on.  A little  ocular  con- 
gestion might  arise,  but  it  is  slight,  and  scarcely  ever  is  there  oph- 
thalmitis, through  which  hyalitis  occurs.  Proceeding  in  this  inactive 
manner,  the  pupil  gets  more  dilated,  the  iris  is  thrust  against  the 
cornea,  which  retains  its  transparency,  the  disc  gets  more  excavated, 
and  the  visual  field,  which  has  been  all  along  contracting,  is  very 
much  reduced.  Disc  atrophy  follows,  and  vision  is  lost. 

I lately  watched  a typical  case  of  the  kind.  When  I saw  the 
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patient  tho  symptoms  were : in  tlie  right  eye,  deeply  cupped  optic 
disc,  slightly  dilated  pupil,  very  much  contraction  of  the  field  of 
vision,  and  dimness  of  central  sight ; in  the  left  eye,  sluggishness  of 
the  pupil,  slight  cupping  of  the  disc,  contraction  of  the  visual  field, 
reduction  in  the  range  of  accommodation,  and  slight  liypermetropia. 
In  both  eyes  the  dioptric  media  were  clear,  and  in  neither  had  inflam- 
mation or  redness  been  noticed.  Pain  had  not  occurred.  The  right 
became  blind,  from  atrophy  of  the  disc  and  detachment  of  the  retina. 
The  other  remained  stationary,  and  with  the  aid  of  a convex  cylindri- 
cal lens,  No.  1 Jaeger’s  test  type  could  be  deciphered,  although  a 
larger  type  could  be  more  easily  read.  A striking  clinical  feature  in 
this  case,  was  an  absence  of  abnormal  ocular  tension  in  both  eyes.  I 
was  never  able  to  detect  any  although  I sought  it  frequently.  It  is 
said  that  it  may  intermit.  A surgeon  saw  the  case  in  consultation 
with  me.  He  could  not  detect  it,  but  he  advised  iridectomy  in  the 
better  eye  on  account  of  the  disc  excavation.  Another  also  saw 
the  patient  with  me.  When  I told  him  that  iridectomy  had  been 
suggested,  he  remarked,  “ There  is  not  the  slightest  excuse  for  it,  as 
the  tension  is  normal  in  both  eyes.” 

This  form  of  glaucoma,  which  has  been  called  “ glaucoma  simplex,” 
may  continue,  as  it  remained  in  my  patient’s  left  eye,  for  months,  or 
years,  without  any  material  change  ; and  if  it  increase,  it  is  by 
advance  of  disc  excavation,  by  which,  of  course,  the  sight  is  more 
impaired.  This  is  the  variety  by  which  an  eye  may  be  unconsciously 
blinded. 

As  a rule,  however,  in  subacute  inflammatory  glaucoma,  slight 
inflammatory  symptoms  are  present  from  the  first,  and  the  disease 
progresses  with  perceptible  objective  and  subjective  symptoms,  subject 
to  temporary  exacerbations,  intermissions,  and  remissions,  to  which 
constitutional  disturbance  responds.  In  this  way  it  may  run  on  for 
years,  apparently  excited  by  external  causes,  or  errors  in  diet,  or 
fatigue  of  body  or  mind,  exposure  to  strong  light,  sitting  up  late,  &c. 

The  surface  congestion  becomes  more  palpable.  The  ciliary  veins 
are  more  distended  and  tortuous.  The  sclerotica  becomes  ot  a mottled 
dirty  reddish-yellow  hue,  generally  called  waxy.  The  ocular  tension 
rises  to  its  maximum.  The  cornea  flattens  more  and  becomes  further 
ansesthetic.  The  crystalline  lens  and  the  much-discoloured  iris  are 
more  pushed  against  the  cornea,  still  more  reducing  the  ocular  cham- 
bers. The  pupil  is  dilated  far  beyond  what  could  be  eflected  by 
atropine,  there  being  a mere  ring  of  iris.  If  it  be  possible  to  obtain 
a view  of  the  fundus  oculi,  the  disc  will  be  found  deeply  cupped, 
with  atrophic  palor,  and  the  retinal  vessels  much  displaced  at  its 
margin.  With  this,  the  contraction  of  the  visual  field  is  greater,  the 
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point  of  fixation  more  eccentric,  while  sight  declines  more  and  more, 
till  absolute  blindness  ensues. 

There  is  occasionally  a sensation  of  illumination  of  the  visual 
field  which  persons  with  subacute  glaucoma  experience,  after  blind- 
ness has  ensued.  It  is  of  the  nature  of  the  subjective  sensations 
spoken  of  in  the  chapter  on  the  Diseases  of  the  Optic  Nerve,  at 
p.  107  <,  last  paragraph.  Such  persons  often  deceive  themselves  by 
supposing  that  their  sight  is  'returning,  and  with  the  addition  of 
a little  fancy,  will  declare  that  they  see  certain  things,  generally 
naming  this  or  that  of  which  they  remember  the  place. 

The  occurrence  of  pain  is  very  uncertain.  It  may  be  quite  as 
severe  as  in  the  acute  inflammatory  form,  and  of  longer  duration. 

The  subacute  state,  more  correctly  then  called  a chronic  process, 
may  be  the  termination  of  a primary  acute  attack,  in  which  the 
inflammatory  symptoms  have  never  quite  declined,  but  merely 
remitted,  springing  up  into  activity,  and  oscillating  for  months  or 

years,  between  exacerbations  and  remissions,  till  the  extreme 
symptoms  arrive. 

Glaucoma  always  begins  in  one  eye,  and  is  very  apt  to  be  de- 
veloped in  the  other,  in  the  course  of  months  or  years.  The  second 
manifestation  of  it  is  not  necessarily  like  the  first,  but  may  show  the 

greatest  possible  variation,  for  while  the  first  is  acute,  the  second  mav 
be  subacute,  or  so  on.  J 

That  there  is  a family  tendency  to  this  disease  I doubt  not  in 
which  case  the  attack  occurs  earlier  in  life. 

Atrophy  of  the  eyeball  may  succeed  any  form  of  glaucoma. 
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This  is  understood  to  be  the  appearance  of  glaucoma  in  an  eye  which 
is  already  the  subject  of  disease. 

Abnormal  tension  of  the  eyeball  is  considered  the  sign  which  renro- 
sents  the  presence  of  glaucoma.  ^ 

Undue  ocular  hardness  is  very  common.  It  is  invariably  produced 
by  the  operation  for  the  solution  of  cataract,  lasts  all  the  while  the 
cataract  is  being  absorbed,  and  for  a period  afterwards.  It  becomes 
very  exalted  if  the  operation  should  be  attended  by  ophthalmitis  It 
always  appears  too  when  traumatic  cataract  is  induced,  and  remains 
tdl  the  cataract  m absorbed  or  removed  from  the  eye.  It  is  brought 
about  by  all  injuries  which  produce  any  degree  of  ouhthilrmf- 
whether  inflicted  on  the  eyeball  itself,  on  the  ocular  appendages  or 
on  the  surrounding  parts,  and  especially  where  orbital  cellulitis  is  set 
up.  In  the  most  marked  examples  which  I have  seen,  I have  not 
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known  tlie  optic  disc  to  become  excavated,  nor  the  interior  of  the  eye 
to  become  damaged  from  pressure,  and  therefore  I cannot,  in  the 
undue  tension  alone,  recognise  glaucoma.  An  eye  so  affected  may 
perish  from  the  effect  of  ophthalmitis,  or  nerve  damage,  other  than 
excavation  of  the  optic  disc.  A few  weeks  ago  Dr.  Howard  Barrett 
called  me  to  see  a patient,  whose  protruded  and  inflamed  eyeball,  of 
stony  hardness,  was  so  affected  from  orbital  cellulitis,  consequent  on 
a palpebral  wound.  When  the  fundus  of  the  eye  could  be  seen,  I 
discovered  what  is  a usual  occurrence  in  such  cases,  and  elsewhere 
described  in  this  book,  that  the  optic  nerve  was  inflamed.  White 
atrophy,  and  of  course  blindness,  soon  followed,  but  there  was  no 
glaucomatous  excavation  of  the  nerve.  Where,  then,  was  the  glau- 
coma ? 

In  certain  inflammatory  diseases  of  the  eyeball,  abnormal  tension 
is  very  apt  to  arise  ; for  instance,  parenchymatous  corneitis,  where  I 
have  ascertained  over  and  over  that  the  eye  has  not  suffered  from  the 
pressure.  Also  in  staphyloma  of  the  cornea  following  penetrating 
ulceration,  and  staphyloma  posticum.  In  the  latter,  Yon  Gfriife,  to 
whom  we  owe  so  much  for  clinical  exposition  of  glaucoma,  tries  to 
prove  glaucomatous  invasion,  as  confirmed  by  some  disc  cupping.  I 
have  never  witnessed  such  disc  excavation.  In  reading  Grafe’s 
writings  on  the  subject,  it  seems  to  me  that  this  great  observer  was 
looking  about  him  rather  too  loosely  for  such  identity.  This  great 
man  writes  elsewhere  that  there  is  scarcely  any  inflammatory  affection 
of  the  eyeball  which  may  not  be  followed  by  glaucoma. 

An  ingenious  but  not  satisfactory  explanation  of  this  escape  of  eye 
damage  under  increased  ocular  tension  is  that,  the  tension  occurs  in 
young  people,  in  whom  the  sclerotica  yields,  and  saves  damage.  If 
there  were  yielding,  there  would  be  no  tension. 

It  is  said  that  glaucoma  attacks  eyes  affected  with  cataract.  My 
observations  tell  me  that  in  such  instances  the  cataract  is  the  effect  of 
the  glaucoma. 

I do  not  say  that  an  eye  more  or  less  diseased  may  not  become 
glaucomatous,  as  it  were,  accidentally,  like  a normal  e}re. 

It  is  undeniable  that  certain  inflammatory  actions  of  the  eyeball, 
although  very  high,  do  not  cause  ocular  tension.  I do  not  know  that 
I have  ever  seen  this  tension  in  syphilitic  or  rheumatic  iritis,  ophthal- 
mitis, as  I call  it.  . 

The  practical  bearing  to  be  sought  for  in  this  consideration  is, 
whether  the  treatment  agreed  on  as  beneficial  in  glaucoma  should 
be  applied  to  such  cases  of  tension  as  I consider  not  glaucomatous. 
I will  answer  this  when  I am  speaking  of  the  treatment  o 
glaucoma. 
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Cause  of  glaucoma.  For  aught  that  can  he  said  under  this  head 
definitely,  respecting  the  essential  glaucomatous  characteristics, 
I might  as  well  and  at  once  make  the  statement  that  I have 
nothing  to  tell.  However,  there  is  scope  for  a few  relevant  remarks, 
which  may  he  made  without  dragging  the  reader  through  the  large 
and  dreary  wilderness  of  speculative  opinions  on  the  subject. 

For  most  of  the  phenomena  of  glaucoma  we  have  some  explana- 
tion, for  others  we  have  none.  This  agrees  with  what  I said  at  first, 
that  glaucoma  is  a combination  of  well  recognised  diseases,  with  some 
peculiar  phenomena. 

The  pain  in  the  eyeball,  and  tenderness  to  touch,  are  well  known 
conditions  in  ophthalmitis. 

The  visual  disturbances  are  those  met  with  in  optic  neuritis,  and 
neuro-retinitis,  with  the  exception  of  the  hazy  visual  field  by  day, 
and  the  halo  with  colour  around  luminous  bodies,  due  to  slight  degrees 
of  opacity  of  the  vitreous  body  from  hyalitis.  When  optic  nerve 
atrophy  sets  in,  then  comes  the  contraction  of  the  visual  field. 

The  increase  of  any  existing  presbyopia,  or  the  acquirement  of 
hypermetropia,  is  to  be  accounted  for,  in  the  latter,  by  the  flattening 
of  the  cornea,  and,  indeed,  the  shortening  of  the  eyeball  from  before 
to  behind,  the  effect  of  the  more  special  form  which  it  assumes,  and 
in  the  former  by  loss  of  accommodation,  from  paralysis  of  the  ciliary 
muscle,  due  perhaps  to  cyclitis. 

Loss  of  corneal  sensibility  can  only  be  from  damage  to  the  corneal 
nerves  in  their  course,  but  hardly  to  be  explained  by  attributing  it  to 
pressure  on  them. 

A dilated  and  irregular  pupil  may  certainly  appear  before  the  iris 
is  pushed  against  the  cornea,  therefore  pressure  does  not  dilate  it, 
as  it  is  generally  supposed.  I know,  on  the  contrary,  from  observation 
in  other  cases,  that  an  iris  may  be  pressed  against  the  cornea  and 
paralysed  in  action,  while  the  pupil  is  no  more  dilated  than  its  change 
in  position  lendered  necessary,  lo  disorder  of  the  ciliary  nerves,  is  the 
dilatation  due,  and  the  pupillary  irregularity  to  implication  of  some 
nerve  twigs  more  than  of  others.  See  Paralytic  Affections  of  the 
Muscles  of  the  Eye,  especially  p.  646. 

Crystalline  lens  opacity,  or  cataract,  is  indisputably  occasioned  by 
bss  of  lens  nutrition,  a subject  discussed  in  the  chapter  on  Cataract, 
ihe  cataract,  or  the  unaffected  lens,  as  the  case  may  be,  and  the  iris, 
are  certainly  pressed  forward  by  some  cause  acting  permanently  and 
posteriorly  to  them. 

Pulsation  of  the  central  blood-vessels  of  the  retina  is  but  a little 
excess  of  that  which  is  known  as  a physiological  condition,  and  then 
attributed  to  normal  tension  of  the  eyeball.  It  is  easy  to  understand 
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how  a little  more  tension  would  render  an  occasional  condition  a 
permanent  one. 

The  constitutional  disturbance  is  not  met  with  unless  the  attack  of 
glaucoma  is  markedly  inflammatory.  This  is  no  more  than  what  we  1 
meet  with  in  ophthalmitis  in  general. 

The  nature  of  the  glaucomatous  tension  has  eluded  our  discovery,  \ 
This  preternatural  hardness,  as  I have  told,  might  be  absent.  Are 
we  not  then  to  consider  glaucomatous  excavation,  with  accompany-  , 
ing  disturbances  of  sight,  as  true  glaucoma.  Such  examples  are  not  j 
at  all  liked  by  those  who  insist  on  glaucoma  and  tension  as  synony-  ^ 
mous,  and  they  certainly  make  the  least  of  them.  It  will  not  do  to  j 
attribute  the  tension  to  blood,  turgescence,  and  blame  the  choroidea  j 
especially,  saying  that  the  vence  vorticosse  are  obstructed  in  their 
afferent  duty  by  this  or  that  cause,  for  we  know  that  there  is  glau- 
coma with  tension  with  scarcely  any  or  no  inflammatory  or  congests  e 
symptoms,  and  that  therefore  such  symptoms,  when  they  are  present, 
may  be  called  a complication.  If  tension  be  attributed,  as  it  certainly  ■; 
may  plausibly,  to  increased  serosity  of  the  vitreous  body,  due  to 
loss  of  balance  between  secretion  and  absorption,  or  to  perverted  j 
nutrition,  in  other  words,  to  some  disorder  of  the  nerves  presiding 
over  secretion  ; we  shall  be  reminded  that  rigidity,  or  conti  action  of  j 
the  sclerotica,  may  be  as  much  concerned  in  the  tension  question,  parti-  j 
cularly,  as  I believe,  that  glaucomatous  eyes  become  reduced  in  size. 

The  contradictory  statements  of  experimenters  on  the  lower  ani- 
mals, who  have  endeavoured  to  learn  the  respective  influences  j 
of  the  sympathetic  and  fifth  cerebral  nerves  in  producing  ab- 
normal tension,  is  no  more  than  what  might  be  expected,  since 
the  experiments  require  a nicety  hardly  to  be  commanded,  and  the 
nervous  system  in  man  differs  remarkably  from  that  m the  lower 


animals.  . , 

The  glaucomatous  cupping,  usually  ascribed  to  pressure,  must  have 

some  other  origin,  else  how  can  it  occur,  as  we  know  it  may,  when, 
abnormal  ocular  tension  is  absent.  How  it  is  induced  is  one  o . 0 
glaucoma  puzzles.  I have  seen  it  even  where  the  lens  and  the  ms 
have  not  been  pushed  forward.  An  attempt  is  made  to  meet  tins! 
exception,  by  asserting  that  the  cupping  may  be  due  to  two  causes, 
atrophy  being  one,  and  thrusting  back  of  the  disc  from  pressure 
beino-  the  other.  My  own  impression,  after  much  consideration,  is, 
that  the  disc  is  primarily  at  fault,  from  neuritis  and  atrophy , am 
that  the  abnormal  tension  produces  but  a secondary,  and,  as  sue  , aU^ 

“postWem^xammation  of  the  disorganized  eyeball  shows 
nothing  beyond  varicose  and  enlarged  capillaries,  atrophy  o 
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several  tissues,  haemorrhagic  and  other  effusions  met  also  with  in 
eyes  spoiled  from  other  causes. 

Treatment.  I will  speak  first  of  acute  inflammatory  glaucoma. 
Ihe  premonitory  symptoms  afford  scope  for  treatment  where  they 
arise  from  slight  optic  neuritis,  or  neuro-retinitis,  or  choroiditis, 
-oesides  the  local  and  general  measures  requisite  for  such  affections, 

heat.eye  Sh0Uld  be  Shaded’  and  SaVed  fr0m  brlgllt  light  and  artifioial 

L\  en  when  glaucoma  is  developed  as  an  acute  ophthalmitis,  with- 
out  the  glaucomatous  characteristics,  especially  the  tension,  being- 
c ecidedly  marked,  the  eye  may  be  saved  by  attention  to  the  inflam- 
ma  ory  processes,  through  local  and  general  measures. 

~iVer  Sinf  the  ?bnormal  tension  was  discovered,  a great  many 

lZ\rS?’  r l\hem  tb°nghta  bad  featoe,  “d  hafe  surgeons 
eyeball  Tfb  ° 'edl“®  lt>.  by  Iettmg  out  some  of  the  contents  of  the 

method  w t T Vltre°US  °r  tbe  a(l,le0'ls  chamber-  Tbe  latter 

century  Z °M  T W Z aUd  abr0ali  Tbree  1uarters  of'  a 
PublMed  „ 7’  one  of  the  leading  surgeons  of  his  day, 

C ben  fletrrr  7 “^^hirurgical  Transactions,”  to  show 

trnu  affftio  ft  evacuatinS  tbe  ^ueous  humour  in  inflamma- 
toiy  affections  of  the  eye,  under  which  he  includes  glaucoma.  It  is 

themne7  * “d  ^ **  everything  of 

buted  to  hidSomyW  " daimS  for  lfc>  oomprises  what  is  attri- 

En7m]G  T To6)1  ,tb*  tl'eafc“6nt  of  glaucoma  was  much  discussed  in 
“ Medical  CSS*  PaPer  °n  COmeal  PaIaCenteSiS’  *°  tbe 
. J.  ^ Proposed  the  operation  “Iridectomy,”  which  he 

a.  h,1 

aboutiridertom;! T *,°  7 ^ aftei'  aU  tbe  controversies 

differing  from  or  o,'  yoph““lo^J»  ber®  and  abroad,  whether 

^ IS  at  fault,  and  apart  from  glaucoma,  even  to  restore  konnal 

4 F 


1170 


DISEASES  OF  THE  CIIOItOIDEA. 


tension  where  the  eyeball  has  become  soft.  More  than  this,  it  is 
declared  to  be  antiphlogistic,  by  which  inflammatory  action  is  reduced, 
or  even  prevented.  Most  exaggerated  reports  have  been  published 
respecting  its  potency,  less  however,  lately,  than  some  years  ago.  No 
ophthalmic  operation  has  been  so  much  abused,  by  application  to 
eases  which  were  not  glaucomatous,  and  to  disorganized  eyeballs  from 
all  causes.  Of  course  this  does  not  touch  the  merit  of  the  question. 

It  has  been  proved  by  Mr.  Windsor,  of  Manchester,  see  “ Ophthalmic 
Review,”  that  acute  glaucoma  may  occur  where  there  is  congenital 
absence  of  the  iris. 

It  is  my  judgment  that  iridectomy  possesses  no  advantage  over 
any  other  operation  practised  for  glaucoma,  by  which  the  tension  of 
the  eyeball  is  reduced,  and  through  which  the  engorged  intra-ocular 
blood-vessels  are  enabled  , to  be  relieved.  I believe  that  this  relief  is 
best  ensured  by  frequent  tapping. 

Paracentesis  Cornem,  or  tapping  the  cornea,  is  very  simply  per- 
formed with  an  iris  knife.  I introduce  the  point  of  the  knife  close 
by  the  margin  of  the  cornea  into  the  anterior  chamber,  and  in  with- 
drawing it  extend  the  incision  at  the  one  or  other  extremity.  The 
withdrawal  should  be  gradual,  so  that  the  aqueous  humour  may 
escape  slowly.  Quick  evacuation  of  it  might  too  suddenly  release 
the  diseased  intra-ocular  blood-vessels  from  pressure,  and  produce 
severe  intra-ocular  haemorrhage.  See  p.  1148,  Choroidal  Haemor- 
rhage. 

The  crystalline  lens  is  apt  to  be  wounded,  where  the  iris  is  actually 
in  contact  with  the  cornea,  unless  the  greatest  care  be  exercised.  The 
knife  must  not  be  pushed  beyond  the  pupil  margin.  The  ms  may 
prolapse.  The  more  aqueous  humour  there  is,  the  greater  will  be  the 
effect  of  its  withdrawal.  Only  in  the  earlier  stage  of  acute  glaucoma 
is  it  not  much  diminished. 

The  operation  for  iridectomy,  which  is  nearly  the  same  as  that  for 
the  operation  for  artificial  pupil  by  excision  when  the  pupil  is  free, 
is  thus  performed.  After  the  eyeball  has  been  sufficiently  steadied,  a 
keratome  or  an  iris  knife  is  pushed  into  the  sclerotica,  at  the  point 
selected  for  the  operation,  about  half  a line  behind  the  cornea,  and 
carried  on  slowly  until  the  anterior  chamber  is  opened,  the  incision' 
being  enlarged  during  its  withdrawal,  which  should  be  done  slowly. 
If  the  iris  protrude  it  should  be  seized  with  a pair  of  forceps,  drawn 
a little  further  out,  and  excised  by  a single  cut  with  a pair  of  scissois, 
or  by  two  or  more  cuts,  if  the  operator  should  desire  to  remove  "\ery 
much,  and  at  the  same  time  to  tear  some  from  the  ciliary  attachment. 
Grriife  insists  on  excision  quite  up  to  the  ciliary  attachment,  an 
directs  a slight  compression,  through  bandaging,  to  be  applied  o 
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the  eye  for  half  an  hour  or  more,  and  to  be  gradually  relaxed,  in 
order  to  prevent  haemorrhage.  Where  there  is  glaucoma  with 
synechia  posterior,  the  operation  must  be  done  according  to  the 
rules  given  for  making  an  artificial  pupil  by  excision  under  such 
circumstances.  The  crystalline  lens  is  prone  to  accidental  wounding 
when  the  pupil  is  widely  dilated,  to  avoid  which  it  may  be  necessary 
to  incise  the  cornea,  as  in  the  operation  for  extraction  with  a cataract 

knife, ^ the  point  of  which  should  not  be  allowed  to  pass  beyond  the 
margin  of  the  pupil. 

S“'geons  are  not  agreed  as  to  the  amount  of  the  iris  to  be  removed. 
Some  are  satisfied  with  the  excision  of  a mere  speck,  while  others 

take  a third,  a quarter,  or  more.  Some  quiokly  resort  to  a second 
iridectomy. 

The  objections  to  iridectomy  are  these.  The  liability  to  cataract, 
from  the  violence  done  to  a diseased  eye  in  which  the  nutrition  is 
much  perverted,  and  in  the  immediate  attachment  of  the  crystalline 
ens ; also  to  rupture  of  the  capsule  of  the  lens,  and  rupture  of  the 
zonule  of  Zinn.  Intra-ocular  hemorrhage,  especially  into  the  vitreous 
chamber. . There  is  always  much  bleeding  in  the  anterior  chambers 
but  this  is  of  no  consequence  beyond  what  may  arise  from  the  W 
persistence  of  the  blood.  I have  shown  elsewhere  that  blood  is 
never  quickly  absorbed,  unless  it  be  in  an  eye  with  a healthy 
aqueous  humour.  A dazzling  sensation,  and  distortion  of 

ummous  bodies,  the  effect  of  a large  lateral  pupil,  in  association 
with  the  natural  pupil.  To  endeavour  to  obviate  this,  iridectomy  is 
usually  performed  at  the  upper  part  of  the  eyeball,  the  most  difficult 
position  m the  hope  that  the  upper  eyelid  may  partially  cover  the 
pupil.  I he  formation  of  a cystoid  cicatrix  at  the  sclerotic  wound  con- 
sisting of  bridles,  the  interspaces  of  which  are  filled  by  a fine  tissue 
an  which  cicatrix  protrudes,  and  gives  way  now  and  then,  allowing 
the  escape  from  time  to  time  of  a little  of  the  aqueous  humour  The 

" “Titati°n  acute 

V°n  Grafe  makes  this  unexpected  remark.  If  iridectomy  be 
executed  in  the  first  stages  of  an  acute  inflammatory  glaucoma 
during  or  just  after  one  of  the  first  manifest  attacks  of  inflammZn 

other6 'eye"1  nZiI  Pf°e.ntaSotlle  appearance  of  glaucoma  in  the 
t iei  eye.  Notwithstanding,  he  recommends  an  early  operation 

believing  such  disadvantage  to  be  outweighed  by  the  gZTbfnefit 

“ “*•  ~ 4 a 

e A,' . ^ancock  1-  introduced  an  operation  for  glaucoma.  It  is  an 
excellent  one  for  extracting  blood  from  a congested  eyeball ; and  in 
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my  opinion  if  it  be  modified,  as  I have  suggested  at  p.  920,  whereby 
the  aqueous  humour  is  discharged,  it  is  admirably  adapted  for  glau- 
coma. Where  the  vitreous  body  is  at  all  reduced  in  consistence  some 
of  it  generally  escapes. 

Treatment  by  practical  surgery  alone  is  not  enough  ; it  should  be 
but  a part,  an  auxiliary  of  a therapeutic  system,  embracing  those 
details  which  help  so  much  in  subduing  the  abnormal  conditions 
which  are  common  to  other  affections  and  to  glaucoma.  I allude, 
of  course,  to  the  abnormal  conditions  of  inflammation  of  the  uveal 
tract,  particularly  choroiditis,  to  neuro-retinitis,  and  hyalitis. 

The  vascular  excitement  in  the  eyeball  and  around  it  are  further 
reduced  by  judicious  local  blood-letting.  Exalted  ocular  tempe- 
rature is  lowered  by  the  application  of  cold.  Continuous  pain,  which 
might  yield  to  nothing  else,  may  give  way  under  the  subcutaneous 
injection  of  morphia  at  the  temple.  In  a word,  the  system  comprises 
the  measures,  subject  to  modifications  according  to  the  glaucomatous 
signs,  and  the  general  state  of  the  patient,  whether  that  of  excitement 
or  depression,  as  laid  down  at  p.  949  for  the  treatment  of  iritis. 

Glaucoma  may  prove  to  be  beyond  all  control,  or  the  treatment  may 
be  only  a little  salutary  for  a while,  and  this  expresses  the  prognosis 
in  the  majority  of  cases.  Fortunately  it  does  not  always  pass  to  a 
destructive  end  at  once,  nor  even  after  several  exacerbations  or 
attacks.  Even  when  not  treated,  it  may  cease  at  any  stage. 
If  we  can  fortunately  apply  treatment  before  degenerative 
changes  have  been  effected  in  the  tissues  of  the  eye,  that  is, 
where  we  have  evidence  that  the  visual  field  does  not  show  any 
decided  contraction  and  the  sensitiveness  to  light  is  still  acute,  tole- 
rable indications  of  the  integrity  of  the  optic  nerve  and  of  the  retina, 
the  function  of  the  eye  may  be  restored,  or  enough  of  it  saved  for 
practical  purposes  ; and  if  the  eye  be  sufficiently  spared  from  mmute 
work  for  some  months,  there  may  be  an  end  of  the  glaucoma. 

The  diminution  of  pain  and  the  decline  of  inflammatory  synip-; 
toms  show  that  the  disease  is  yielding.  The  clearing  of  the  hazy 
aqueous  humour  and  of  the  vitreous  body,  and  the  absorption  ot 
effused  blood  may  occupy  weeks  or  months.  j 

Normal  ocular  tension  is  extremely  seldom  restored,  but  I havffl 
seen  it.  The  increased  tension  is  frequently  a little  reduced.  n| 
general,  it  remains  unaltered,  unless  the  eyeball  undergoes  atrop  } • 

The  iris  never  recovers.  Therefore  the  pupil  is  always  nn  , 

"The  crystalline  lens  never  returns  to  its  proper  position,  hence 
the  anterior  and  posterior  chambers  are  never  restored  to  t 6 ■ 
proper  size. 


SECONDARY  OR  CONSECUTIVE  SARCOMA. 


1173 


I Where  there  is  proof  of  the  optic  nerve  and  the  retina  having 
undergone  degenerative  changes,  or  where  there  has  been  much 
haemorrhage  prior  to  any  operation,  or  where  the  eye  strongly 
exemplifies  the  glaucomatous  state,  in  association  with  great  pain, 
treatment  can  do  nothing  beyond  reducing  the  pain  and  the  infiam- 
matory  paroxysm. 

Subacute  inflammatory,  or  chronic  glaucoma,  affords  little  latitude 
for  treatment  beyond  the  reduction  of  pain.  How  can  an  atrophied 
optic  disc  and  a more  or  less  atrophied  choroidea  be  restored  ? 

Where  abnormal  tension  of  the  eyeball  arises  under  the  conditions 

I expressed  at  p.  1165,  as  soon  as  the  cataract  is  absorbed  or  ex- 
tracted, or  the  ophthalmitis  is  reduced,  the  tension  will  decline. 
Where  real  glaucoma  supervenes,  in  an  eye  already  more  or  less 
diseased,  the  same  treatment  is  applicable  as  where  it  is  an  original 
disease. 

I am  sure  that  where  there  is  much  intra-ocular  degeneration 
any  operation  will  make  the  eye  worse,  by  causing  intra-ocular 
haemorrhage. 

The  glaucomatous  pain  may  continue  so  perseveringly,  in  spite  of 
all  treatment,  as  to  demand  extirpation  of  the  eyeball,  or  extraction 
of  the  lens  and  evacuation  of  some  of  the  vitreous  humour. 

Where  glaucoma  is  developed  without  ocular  tension,  treatment 
by  operation  is  inadmissible  ; but  I think  that  constitutional  treat- 
ment may  sometimes  arrest  it,  where  there  is  feebleness  of  consti- 
tution. 

It  remains  for  me  to  mention  that  incising  the  sclerotica,  sclero- 
tomy, has  been  revived  in  the  treatment  of  glaucoma,  by  Wecker, 
Quaglino,  and  others. 

In  a paper  published  by  Quaglino,  in  the  Beport  of  the  Fourth 
International  Ophthalmological  Congress,  held  in  London,  in  1873, 
the  author,  in  referring  to  other  methods  of  treatment  than  iridec- 
tomy, writes  thus  : — “ The  conviction  of  these  excellent  practitioners, 
as  well  as  my  own  persuasion,  render  it  a matter  of  reasonable  pro- 
bability that  the  cure  of  glaucoma  does  not  depend  on  excision  of 
the  iris ; and  the  well-known  fact  that  the  efficacy  of  the  operation 
bears  no  relation  to  the  amount  of  the  iris  excised  has  led  me  to  seek 
other  explanations  of  the  enigmatical  cure  of  the  affection.  No  one 
has,  as  yet,  suggested  any  probable  explanation  of  the  mode  in 
which  iridectomy  acts  in  glaucoma,  and  even  its  discoverer  stated, 
with  his  usual  candour,  that  it  was  only  an  empirical  proceeding-. 
13ut  is  it  not  true  that,  if  we  could  discover  the  connection  that 
exists  between  iridectomy  and  the  arrest  of  glaucoma,  we  might 
make  some  progress  in  pathology  and  therapeutios  ? In  other 
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diseases  does  it  not  hold  good  that  the  dispersion  of  error  is  as 
valuable  as  the  discovery  of  truth  ?” 

lie  describes  his  manner  of  incising  the  sclerotica,  which  is  a 
simple  incision  carried  through  it,  parallel  to  and  close  to  the  iris,  so 
as  freely  to  open  the  anterior  chamber.  He  has  had  to  repeat  the 
operation.  Ilis  result  is  thus  given  : — The  hardness  of  the  eye  was 
diminished,  and  ultimately  disappeared,  just  as  if  iridectomy  had 
been  practised,  while  the  disorders  of  the  dioptric  apparatus,  as  well  as 
the  arterial  pulsation  and  neuralgia,  similarly  vanished,  either  on 
the  following  day  or  soon  after  the  operation.  The  anterior  chamber 
also  increased  in  depth.  These  effects  were  always  produced  when 
the  sclerotic  incision  was  made  of  a sufficient  extent,  three  mille- 
metres. 

In  Wecker’s  incision  a bridge  of  sclerotica  is  left  in  the  centre,  to 
prevent  prolapse  of  the  iris. 

All  this  is  but  tapping  the  chambers,  on  a more  extended  scale. 

If  in  any  of  the  tapping  operations  the  iris  should  protrude,  it  had 
better  be  excised. 

Where  the  eyeball  is  far  advanced  in  degeneration,  and  the  iris 
too  atrophied  for  an  iridectomy,  and  sclerotomy  would  be  unavailing 
to  relieve  the  pain,  Wecker  proposes  to  trephine  through  the 
sclerotica,  close  to  the  edge  of  the  cornea,  avoiding  the  lens  and 
the  ciliary  body,  He  prefers  this  to  extirpation.  His  paper  is  in 
“ Annales  d’Oculistique,”  1872,  and  the  trephine  is  depicted. 
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16th  line  from  top,  read  “ direct”  for  “indirect.” 

8th  line  from  bottom,  read  “ sheaths  ” for  “sheath.” 

In  the  contents  of  the  chapter,  “Paralysis  of  the  Sixth  Cranial  Nerve” 
should  be  inserted. 

3rd  line  from  top,  the  words,  “ which  were  formerly  Roman,  but  are  now 
square,”  are  to  be  omitted. 

12th  line  from  top,  read  “ expressed  ” for  “ measured.” 

16th  line  from  top,  read  “ shining”  for  “ going.” 

In  last  sentence  of  same  paragraph,  it  should  be,  “ The  pigment  of  the 
epithelial  cells  is  removed.” 

6th  line  from  the  bottom,  read  “ irido  ” for  “ iridis.” 

4th  line  from  top,  after  “ with  ” read  “ or  without.” 

11th  line  from  bottom,  after  the  word  “ may,”  introduce  the  words  “occur 
and.” 

9th  line  from  bottom,  read  “ suppurative  ophthalmitis  ” “ for  it.” 

The  heading  should  be  “ Partial  Lateral  Sclero-Choroidal  Staphyloma.” 
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Abscess,  of  cornea  after  extraction  of 
cataract,  798 
interstitial,  915 
surface,  919 
from  iridectomy,  952 
in  frontal  sinus,  119 
intra-orbital,  110 

chronic  indolent,  112 
phlegmonous,  111 
secondary  from  pyaemia,  111 
of  Meibomian  gland,  724 
within  ocular  tunic,  114 
Abscission  of  eyeball,  928,  965 
Accommodation,  598 

classification  of  anomalies  of,  617 

paralysis  of,  344 

ranges  of,  605 

spasm  of,  604 

theory  of,  599 

squint  arising  out  of  forced,  912 
Acephalocyst,  34 
Acne,  132 

ciliaris,  724 
Amaurosis,  1092 
Amblyopia,  1092 
Amputation  of  eyeball,  928 
Anaemia,  of  optic  disc,  1063 
of  retina,  1063 
Anaesthesia,  907 
Anaesthetics,  11 
Anchyloblepharon , 512 
Aneurism,  by  anastomosis,  216 
in  orbit,  185,  217,  222 
of  central  artery  of  retina,  234 
of  carotid,  230 

of  frontal  branch  of  ophthalmic, 
232 

treatment  by  excision,  217 
by  ligature,  217,  219,  231 
Apoplexy  of  optic  nerve,  1092 
Arcus  and  annulus  adiposus,  928 
Artery,  embolism  of,  1121 

See  also  Aneurism 

Atrophy,  of  optic  disc,  1088 
of  nerve,  1085 

colour-blindness  in,  1089 
facts  in  association  with,  1089 
of  retina,  1088,  1100,  1101 


Atrophy,  white  and  grey,  points  in  com- 
mon, 1088 

Atropine,  355,  453,  761 
Asthenopia,  628 
Astigmatism,  abnormal,  651 
forms  of,  660 
grades  of,  656 
normal,  650 

methods  of  examination  of,  657 

Belladonna,  use  of,  in  diagnosis,  761 
Bichloride  of  methyline,  15 
Binocular,  ophthalmoscope,  294 
vision,  608 

in  strabismus,  610 
Blepharospasm,  332 
Blindness,  colour,  1050,  1053 

in  optic  nerve  atrophy,  1089 
night,  1131 
temporary,  1091 
uraemic,  1107 

Blood,  effusion  of,  from  choroidea,  424 
in  frontal  sinus,  122 
in  orbital  cellular  tissue,  108 
spontaneous,  109 
behind  retina,  423 

extravasation  of,  into  cellular  tissue 
about  eyelids,  417 
between  choroidea  and  sclerotica, 
426 

about  conjunctiva,  419 
in  retina,  1097 
Blows  and  their  results,  419 
on  the  eye,  419 
eyeball,  441 

causing  cataract,  427 
eyebrow,  438 
face,  439 
forehead,  438 
head,  439 

about  the  orbit,  440 

Bodies,  foreign,  adhering  to  conjimctiva, 
490 

in  sinuses  of,  491 
in  cornea,  486 
imbedded  in,  493 

between  conjunctiva  and  sclerotica, 
494 
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Bodies  impacted  in  crystalline  lens,  504 
in  iris,  501 

in  chamber  of  eye,  anterior,  497 
posterior,  503 

in  lacrymal  sac  and  duct,  560 
in  vitreous  body,  505 
on  surface  of  eye,  485 
within  eyeball,  496 
orbit,  71 
sclerotica,  494 

extirpation  of  eyeball  on  account  of, 
510 

Body,  ciliary,  inflammation  of,  1 140 
ossification  of,  1011 
vitreous,  degeneration  of  connective 
tissue  of,  978 

detachment  of,  from  retina  and 
choroidea,  1126 
diseases  of,  975 

dislocation  of  crystalline  lens 
into,  431 

encysting  of  a body  in,  508 
filaria  in,  39 
haemorrhage  into,  979 
inflammation  of,  975 
liquefaction  of,  978 
lodgment  of  a body  in,  505 
loss  of,  while  operating  for 
cataract,  786 
ossification  of,  1012 
spectrum  of,  1029 
suppuration  of,  979 
t Brain,  hydatids  in,  37 
Bums  and  scalds,  413 


Calabar  bean,  355,  453,  936 
Calculi,  in  canaliculi,  525 

in  glands  of  caruncle,  1008 
in  lacrymal  sac  and  duct,  560 
in  Meibomian  apparatus,  1008 
nasal,  1010 

Canaliculus,  congenital  deficiency  of,  525 
contraction  of,  526 
dacryoliths  in  lower,  1009 
division  of,  471,  525 
growths  within,  528 
obstruction  of,  524 
stricture  of,  531 
i Cancer,  980 

encephaloid,  in  eyelids,  988 
in  orbit,  992 

epithelial,  in  eyelids,  989 
in  orbit,  993 
scirrhus  of  eyeball,  981 
of  eyelids,  989 
of  orbit,  992 
of  lacrymal  gland,  1020 
treatment  of,  995 
I Capsule  of  crystalline  lens, 

alteration  in,  from  age,' 735 
injuries  of,  455 

opacity  of,  428,  743,  753 
* Caries,  80 

about  orbit,  81,  83,  1037 


Caries  about  obit,  causing  mal-position 
of  eyelid,  89 
deep-seated,  83 

around  lacrymal  sac  and  duct,  550, 
1037 

Caruncle,  calculi  in  glands  of,  1008 
enlargement  of,  144 
Cataract,  734 

absorption  of,  after  solution,  822 
accidents  likely  to  occur  during 
operation,  811 

acute  inflammation  after  extraction 
of,.  796 

sub-acute,  797 

adhesion  of  capsule  to  iris,  786 
adjustment  of  corneal  flap,  782 
black,  738 
capsular,  742,  770 

method  of  lacerating,  832 
capsulo-lenticular,  746 
causes  of,  427,  455,  459,  758 

which  interfere  with  success,  813 
complications  of,  762,  768 
conditions,  contra- indicating  opera- 
tion, 772  F 

which  retard  recovery,  792 
congenital,  75 1 

anomalies  of  crystalline  lens,  747 
contingencies  connected  with  extrac- 
tion of,  783 

corneal  abscess,  after  extraction  of,  798 
diagnosis  of,  748,  754 
dilatation  of  pupil,  752,  778,  820 
dislocation  of,  to  be  avoided,  819 
. spontaneous  of  hard,  815 
division  of  cornea,  778 
effect  of,  on  eyesight,  756 
entropium  after  extraction,  798 
fluid,  754 

haemorrhage  after  extraction,  792 
needle  operation,  811 
hard,  738,  749,  769 
inadequate  section  of  cornea,  784 
irreguiarity  of  pupil  after  extraction. 


l°ingf  786re°US  hum0Ur  while  °perat- 

non-union  of  cornea,  792,  793  794 
operation  for  displacement,  806 
by  depression,  807 
by  Egerton’s  plan,  8 1 0 
by  reclination,  808 
for  extraction,  776 
by  a crescentic  corneal  cut,  778 
modified  linear,  801 
through  a small  section 
cornea,  800 
for  solution,  775,  816 
anterior  operation,  818 
posterior  operation,  823 
tor  capsular,  829 
by  extraction,  831 
by  partial  separation,  832 
for  soft,  by  extraction,  826 


of 
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Cataract,  oporation  for  soft,  by  suction,  835 
partial,  748 

position,  of  operator,  779 
of  patient,  778 

preparation  of  patient  for  operation, 
770 

pressing  out  of  tire,  785 
progress  of,  747 

prolapse  of  iris  after  extraction,  792 
removal  of,  goneral  considerations,  769 
season  of  year  most  fitted  for  opera- 
tion, 775 

single  and  double,  748 
soft,  736,  740,  747 
spurious,  737 

states  of  eye  rendering  extraction 
particularly  difficult,  787 
traumatic,  427,  455, .459,  741 
treatment,  general,  759 
immediate  after,  788 
of  traumatic,  839 

vomiting  after  needle  operation,  812, 
813 

Cellulitis,  orbital,  42 
chemosis  in,  45 
effects  of,  50 

Chancres  about,  conjunctiva,  1039 
eyelids,  1038 

Chemosis,  after  wounds  of  eyelids,  472 
in  catarrhal  ophthalmia,  850 
in  orbital  cellulitis,  45 
incision  of,  862 

Chloroform,  as  an  anaesthetic,  11 
in  liniments,  48 
Choroidea,  1135 

bleeding  from,  424 
coat  of,  306 

changes  in  coat  of,  638 
colloid  disease  of,  1154 
coloboma  of,  1155 
detachment  of  from  retina,  1126 
sclerotica,  1154 
diseases  of,  1139 
syphilitic,  1044 

extravasation  of  blood  between  scle- 
rotica and,  426. 
fluid  between  retina  and,  1126 
haemorrhage  in,  1148 
hypersemia  of,  1139 
laceration  of,  436 

ossific  deposits  between  retina  and, 
1012 

rupture  of,  1152 
sarcoma  of,  986. 
senile  changes  in,  309,  1138 
staphyloma  of,  969 
tubercle  in,  1151 
Choroiditis,  1145 

disseminata,  1146 

areolar  of  Forster,  1147 
irido-cyclo,  1139 
mild,  1143 

suppurative,  or  panophthalmitis,  1154 
Cilia.  See  Eyelashes 
Colloid  disease,  of  choroidea,  11.64 


Colloid  disease  of  eyelids,  721 
of  retina,  1119 

Coloboma,  of  choroidea,  1155 
of  eyelids,  724 
of  iris,  937 

Colour-blindness,  1050 

in  optic  nerve  atrophy,  1089 
colour,  change  of,  in  lens  and  pupil, 
734 

of  fundus,  to  what  due,  1135 
Comedon,  127 
Concretions,  1012 
Conjunctiva,  affections  of,  847 
anatomical  sketch  of,  845 
ecchymosis  of,  419 
fibrinous  growths  in,  484 
foreign  bodies  about,  490 

between  sclerotica  and,  494 
metallic,  imbedded  in,  493 
fungus  of,  143 

inflammation  of,  847,  848,  851 
causing  ptosis,  364 
injury  to,  465,  466,  472 
inoculation  of,  914 

with  a chancre,  1039 
pemphigus  of,  879 
polypus  of,  140 

protrusion  of,  everting^  eyelids,  855 
removal  of  zone  of,  915 
scarification  of,  899 
serous  effusion  in  region  of,  941 


swelling  of,  472 
tumours  of,  140 

cartilaginous,  143 
warts  of,  140.. 
wounds  of,  473 
Jonjunctivitis,  847 
catarrhal,  848 
cuticular,  885 
diphtheritic,  881 
erysipelatous,  878 
gonorrheal,  860 
granular,  871 
morbillous,  870 
phlyctenular,  879 
scarlatinous,  870 
variolous,  870 

Contusions  in  edge  of  orbit,  54 
Cornea,  abrasion  of  surface  of,  446 

abscess  of,  after  extraction  of  cataract, 
798 

circular  ulcer  at  margin  of,  857 
conical,  929 
cretaceous  deposits  and  ossific  changes 
in,  1010 

cysticercus  in,  26 
division  of,  <78 

effect  of  rheumatic  iritis  on,  947 
extraction  of  cataract  by  a crescentao 

cut  of,  778  . . e(1()  : 

through  a small  section  ot,  euv 

fistula  of,  1013 

foreign  bodies  on,  486 

incision  through,  for  artificial  p 1 

574 
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Comea,  inflammation  of,  890 
injury  to,  465 
interstitial  abscess  of,  915 
non-union  of,  792,  793,  794 
opacity  of,  910,  911,  912 

from  deposit  of  load,  928 
pannus  of,  912 
pathology  of  inflamed,  890 
perforation  of,  459,  897 
pigmentation  of,  902 
rupture  of,  from  blows  rare,  444 
staphyloma  of,  923,  926 
tapping  of,  904,  920,  960,  1169,  1173 
tumours  of,  dermoid,  151 
fatty,  152 
warty,  151 

ulceration  of,  857,  919 
vasculo-nebulous,  912 
wounds  of,  447,  449,  452 
Comeitis,  diffuse,  901 
neuro-paralytic,  907 
phlyctenular,  894 
punctiform,  904 

simple,  for  the  most  part  traumatic, 
891 

suppurative,  915 

Counter  irritants  injurious,  4S,  899 
Cupping  of  optic  disc,  atrophic,  1086 
glaucomatous,  1160 
physiological,  308 
Cyclitis,  1140 

Cysts,  in  chambers  of  eyeball,  100 
cutaneous  proliferous,  130,  153 
in  walls  of  orbit,  116 
Meibomian,  134 
on  sclerotica,  151 
of  lacrymal  gland,  149 
proliferous,  164 
serous,  133,  163 

Cysticercus  cellulosoe,  about  ocular  ap- 
pendages, 25 
behind  retina,  31 
implicating  tunics  of  eyeball,  26 
in  comea,  26 

within  crystalline  lens,  31 
within  eyeball  anterior  part,  27 
posterior  part,  31 
within  orbit,  33 


Daceyoliths,  in  lower  canaliculus,  1009 
in  tear  ducts  of  lacrymal  gland,  1008 
Dacryops,  149 

Daylight,  examination  by,  311 
Day  sight,  1131 

Derma,  tumours  arising  from  disease  of, 
137 

Dermoid  tumour,  150,  151 
Detachment  of  iris,  from  blows,  433 
with  laceration,  434 
from  its  circumference,  811 
of  retina  from  choroidea,  1126 
vitreous  body,  1129 
Dilatation,  of  lacrymal  duct,  537 

of  orbit  from  pressure  within,  116 
ot  pupil,  355,  752,  778,  820 


Dilatation  of  pupil,  excessive,  from  blows, 
433 

Diplopia,  a consequence  of  squint,  384 
after  operation  for  squint,  411 
from  wounds  of  the  cornea,  447 
Disc.  See  Optic  disc 

Dislocation,  of  crystalline  lens,  428,  431, 
442 

with  capsule,  430 
spontaneous,  841 
of  eyeball,  78 

from  blows,  446 
from  effused  blood,  80 
Displacement,  of  cataract,  operation  for. 
806 

of  punctum,  529 
Distoma,  or  fluke,  40 
Dracunculus,  or  Guinea  worm,  37 
loa,  40 

Duct,  lacrymal  calculi  in,  560 

congenital  defects  of,  561 
diseases  of,  530 
inflammation  of,  acute,  543 
chronic,  532 
polypus  in,  560 
rhinoliths  involving,  1010 
Meibomian  tumour  of,  136 
nasal,  absence  of,  561 

bony  deposits,  occluding,  560 
caries  of  bones,  forming,  1037 


Ecchyaiosis,  of  conjunctiva,  419 
of  eyelids,  417 
Echinococcus,  37 
Ectropium,  697 

of  under  eyelid,  698 
of  upper  eyelid,  708 
from  caries  of  the  orbit,  89 
from  morbid  changes  in  eyelids,  711 
from  paralysis,  716 
from  protruding  conjunctiva,  855 
from  senile  atrophy,  7J5 
of  lower  punctum,  529 
Eczema,  728 

Effusion  of  blood,  into  cellular  tissues  of 
orbit,  108 

into  frontal  sinus,  122 
from  choroidea,  424 
behind  retina,  423 

fluid  between  retina  and  choroidea, 
1126  ’ 


ouxerimca  ana 

conjunctiva,  941 
Emmetropia,  617 
Emphysema,  722 
Encephaloid  cancer,  988,  992 
Enchondroma,  1006 

Encroachment  of  skin  on  comerof  eye,  716 
Enlargement  of  eyeball,  449 

distinct  from  protrusion,  194 
Entoptics,  1025 
Eutozoa,  24—41 
Entropium,  685 

after  extraction  of  cataract  798 
with  thickening  of  tarsal  margin,  695 
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Entropium  with  trichiasis,  694 

Enucleation  of  eyeball,  475 

Epliidrosis,  723 

Epicanthus,  716 

Epiphora,  161,  895,  941 

Epithelioma,  or  epithelial  cancer,  989, 993 

Erysipelas,  43,  364 

Examination  of  eye,  by  lateral  or  oblique 
illumination,  310 

by  ophthalmoscope,  direct  method,  277 
indirect  method,  297 
by  ophthalmo-microscope,  312 
Excavation,  or  cupping  of  optic  disc, 
atrophic,  1086 
glaucomatous,  1160 
physiological,  308 
Excision,  artificial  pupil  by,  580 
of  cilia  in  trichiasis,  679 
of  cyst,  1005 
of  exostosis,  175 
of  portion  of  palpebral  skin,  677 
of  upper  maxillary  bone,  552 
Exophthalmos  or  G-raves’  disease,  90 
Exostosis,  of  frontal  sinus,  122 
of  regions  round  the  eye,  189 
within  orbit,  173 
excision  of,  175 

Extirpation  of,  eyeball  alone,  475 

for  sympathetic  ophthalmitis,  965 
including  entire  contents  of  orbit, 
474 

on  account  of  foreign  bodies 
within,  510 

lacrymal  gland,  556,  1021 
nsevus  maternus,  202,  213 
tumour,  140,  144,  154,  162 
warts,  142 

Extraction,  of  hard  cataract,  769 
of  soft  cataract,  826 
Extravasation.  See  Blood 
Exudation  from  iris,  941 
Eye,  artificial,  479 
cylindrical,  650 

cysticercus  about  appendages  of,  25 
douches,  16 

encroachment  of  skin  on  corner  of, 
716 

erectile  tumours  in  association  with, 
197 

injury  of  surface  of,  from  chemical 
agents,  462 

injury  to  nerves  connected  with,  62 
shades,  20 

syphilitic  diseases  of,  1037 
syringes,  18 

watering  of,  161,  895,  941 
Eyeball,  abscission  of  front  of,  928,  966 
adhesion  of  eyelids  to,  515 
appearance  of  fundus  in  healthy,  302 
calcareous  deposits  in  tissues  of,  1010 
cancer  of  exterior  of,  981 
conditions  which  conceal  back  of,  264 
cysticercus  within,  27,  31 
dislocation  of,  from  blows,  446 
from  effused  blood,  80 


Eyeball,  dislocation  of,  in  connection  with 
orbital  injury,  78 
effects  of  blows  on,  441 
enchondroma  within,  1006 
enlargement  of,  449 
examination  of,  277,  310 
exfoliative  effort  on  surface  of,  494 
extirpation,  or  enucleation  of,  432, 
475,  965 
fistula  of,  1013 
fixed  state  of,  353 
foreign  bodies,  within,  496 

in  anterior  chamber  of,  497 
in  posterior  chamber  of,  503 
on  surface  of,  485 
gunshot  injuries  to,  460 
haemorrhage  in,  64,  421,  424,  426r 
792,  811,  849,  979,  1097,  1148 
inflammation  of  interior  of,  436 
malignant  affections  within,  981 
muscles  that  move  the,  315 
neuralgia  of,  1047 
pressure  on,  from  parasites,  36 
protrusion  of,  or  exophthalmos,  90 
in  a diagnostic  point  of  view,  183 
vascular,  229 
rupture  of,  441,  444 
sarcoma  on,  981 
scirrhus  of,  981 
senile  changes  in,  309 
severance  of,  from  orbit,  80 
softening  of,  436 
tenderness  of,  under  pressure,  939 
in  connection  with  vascularity, 
767 

tension  of,  in  glaucoma,  1158,  1159, 
1165,  1167 
trembling  of,  351 
tumours  around,  158 

in  chambers  of,  1001 
wounds  of,  446 

Eyebrow,  effects  of  blows  on,  438 
inflammation  of,  718 
ptosis  from  falling  of,  363 

Eyelashes,  trichiasis  of,  672 
with  entropium,  694 

Eyelids,  abscess  of  a Meibomian  gland  of, 
724 

acne  of,  132 

ciliaris  of,  724 
adhesion  of  edges  of,  512 
to  eyeball,  515 
blepharospasm  of,  332 
chancres  of,  1038 
comedon  of,  127 
congenital  fissure  of,  724 
diseases  of,  668 
ecchymosis  of,  417 
eczema  of,  728 
emphysema  of,  722 
encephaloid  cancer  of,  988 
epithelial  cancer  of,  989 
eversion  of,  697,  855 
falling  of,  358,  364 
herpes  of,  725 
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Eyelids,  horns  of,  131 

hypertrophy  of  integuments  of,  723 
ptosis  from,  362 
inflammation  of,  718 
injuries  of,  364,  417 
inversion  of,  685 

after  extraction  of  cataract,  798 
larvae  of  insects  under,  495 
malignant  affections  of,  988 
mat-position  of,  from  caries  of  orbit, 
89 

Meibomian  cyst  of,  135 
duct,  tumour  of,  136 
milium  of,  129 
molluscum  of,  128 
oedema  of,  721 

operation  in  connection  with  wounds 
of,  472 

paralysis  of  muscles  of,  323 
restoration  of,  by  plastic  operations, 
668 

Italian,  or  taliacotian  method  for, 
671 

scirrhus  of,  989 
secondary  syphilis  about,  1038 
serous  cyst  of,  133 
steatozoon  about,  41 
sweating  of,  723 
swelling  of,  943 
syphilis  about,  1038 
tegumentary  mole  of,  138 
tumours  of,  126 — 140 
twitching  of,  331 
ulceration  of,  1039 
warts  of,  138 
wounds  of,  468 

causing  chemosis,  472 
the  surrounding  integuments  of, 
473 

xanthelasma  of,  732 

Face,  effects  of  blows  on,  439 
Fifth  cranial  nerve,  affections  of,  1045 
fibrous  tumour  on,  189 
Filaria,  37,  38,  39 

Fissure,  congenital,  of  choroidea,  1155 
of  eyelids,  724 
of  iris,  937 

Fistula,  of  eyeball,  1013 

of  lacrymal  sac  and  duct,  547 
of  sclerotica,  1013 

with  prolapse  of  iris,  1014 
Fluid,  between  choroidea  and  retina,  1126 
cataract,  754 
Fluke,  40 

Forehead,  effects  of  blows  on,  438 
Fossa,  nasal,  188 
zygomatic,  189, 

Fourth  cranial  nerve,  paralysis  of,  349 
Fractures  of  edge  and  wall  of  orbit,  58 
Fundus,  of  eyeball,  anomalies  of,  307 
appearance  of,  in  healthy  eye,  302 
colour  of,  to  what  due,  1135 
effect  of  pigment  on  colour  of, 

1136 


Fundus  of  the  eyeball,  pigmentary  changes 
in,  1146 

Fungus  of  conjunctiva,  143 

Gland,  of  caruncle,  calculi  in,  1008 
lacrymal,  cancer  of,  1020 

chronic  enlargement  of,  1017 
cysts  of,  149 

dacryoliths  in  ducts  of,  1008 
diseases  of,  1016 
extirpation  of,  556,  1021 
fistulee  connected  with,  1023 
haemorrhage  of,  1024 
inflammation  of,  1016 
morbid  changes  in,  1019 
polypus  in,  560 
Meibomian,  abscess  of,  724 
parotid,  enlargement  of,  330 

pressure  from  causing  paralysis, 
326 

thyroid,  enlargement  of,  94 
Glandulse  congregate,  acute  inflammation 
of,  1015 

hypertrophy  of,  1015 
Glaucoma,  1156 
acute,  1157 

constitutional  disturbance  in, 
1162 

cupping  of  disc  in,  1160 
deterioration  in  acuteness  of 
vision  in,  1159 

tension  of  eyeball  in,  1158,  1159 
etiology,  or  cause  of,  1166 
incising  the  sclerotica,  1172 
iridectomy,  use  of,  in,  1169,  1170 
objections  to,  1170 
secondary  or  consecutive,  1165 
sub-acute  or  chronic,  1162 
tapping  the  cornea,  1169,  1173 
tension  of  eyeball  in,  1165,  1167 
treatment,  1168 
Glioma,  in  orbit,  993 
in  retina,  982 
Granulations,  942 
Growths,  within  canaliculi,  528 
on  conjunctiva,  484 
Guinea  worm,  37 

HiEMOKKHAGE,  after  extraction  of  cataract, 
792  ’ 

after  needle  operation,  811 
a result  of  hypersemia,  849 
behind  retina,  423 

between  choroidea  and  sclerotica, 
1149 

from  gunshot  wounds,  64 
into  frontal  sinus,  122 
into  orbit,  108 

spontaneous,  109 
vitreous  body,  979 

Iltemorrhage,  intra-ocular,  anterior,  421 
posterior,  422 
of  choroidea,  424,  1148 
of  lacrymal  gland,  1024 
of  retina,  1097 
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Head,  effects  of  blows  on,  439 
Hemeralopia,  or  day  sight,  1131 
Homiopia,  1066 
Herpes  frontalis,  725 
Hordeolum,  or  stye,  137 
Horns  of  eyelids,  131 
Humour,  aqueous,  effects  of  escape  of,  926 
evacuation  of,  459,  904,  920 
Hyalitis,  975 
Hydatids,  34,  167 
ill  effects  of,  36 
in  brain,  37 
in  wall  of  orbit,  37 
invasion  of  orbit  from  skull  by,  195 
Hydrocephalus,  1080 
Hypersemia,  of  cboroidea,  1139 
of  retina,  1060 
of  disc,  1060 
of  sclerotica,  941,  967 
of  zone  of  sclerotica,  938 
Hyperaesthesia  optica,  1118 
Hypermetropia,  a cause  of  squint,  371 
cause  of,  620 
degree  of,  621 
forms  of,  620 
treatment  of,  626 
vision  impaired  by,  624 
Hyperostosis,  116 

Hypertrophy,  of  glandulse  congregatee, 
1015 

of  integuments  of  eyelids,  723 
ptosis  from,  362 
of  orbital  cellular  tissue,  115 
Hypopion,  916,  945,  947,  953 

Incision,  artificial  pupil  by,  573 
through  cornea,  574 
of  hard  cbemosis,  862 
Infiltration  of  orbital  tissues,  115 
Inflammation,  after  extraction  of  cataract, 
796 

of  ciliary  body,  or  cyclitis,  1140 
of  conjunctiva,  847,  848,  851 
causing  ptosis,  364 
of  cornea,  890 
of  eyelids  and  eyebrow,  718 
erysipelatous,  720 
phlegmonous,  719 
traumatic  phlegmonous,  719 
of  interior  of  eyeball,  436 
of  lacrymal  sac  and  duct,  acute,  543 
chronic,  532 
syphilitic,  1041 
of  ocular  tunic,  104 
of  orbital  tissues,  184 
of  retina,  1095 
of  sinus,  frontal,  119 
of  vitreous  body,  975 
traumatic,  causing  retinal  detach- 
ment, 1129 

Injuries,  from  chemical  agents,  462 
to  conjunctiva,  466 
to  cornea,  465 
mechanical  agents,  413 


Injuries,  from  mechanical  agents,  to  cap- 
sule and  crystalline  lens,  455,  734 
to  conjunctiva,  472 
to  cornea,  444,  447 
to  eyeball,  419,  436,  441 
gunshot,  460 
to  eyelids,  417 
ptosis  from,  364 
to  iris,  433 
to  orbit  440 
gunshot,  63 
to  pupil,  433 
to  retina,  423 

to  nerves  connected  with  the  eye,  62 
Inoculation  of  conjunctiva,  914 
with  a chancre,  1039 

Instruments,  canaliculus  director,  523, 
528 

probe,  522 
cataract  knife,  776 

secondary,  777 
needles,  807,  817 
cilia  forceps,  672 

curved  needle  and  curette,  776,  817 
guarded,  777 
suction,  836 
eye  douches,  16 
syringes,  18 
grooved,  needle,  840 
iris  hooks,  571,  588 
knives  570 
scissors,  569 
canula,  572 
keratome,  570 

knife  for  dividing  chetfiosis,  846 
lacrymal  duct,  knife  for,  530 
probe,  539;  555 
styles,  540,  548,  553 
syringe,  549 
wire,  539 

miniature  gouge,  485 
optometer,  1068 
ophthalmic,  in  general,  1 
perimeter,  1070 
ring  forceps,  126,  127 
screw  syringe,  204 
sharp  canula  forceps,  828 
sharp  lens  hook,  777 
Inversion  of,  eyelashes,  694 
eyelids,  685 

after  extraction  of  cataract,  798 
Iris,  adhesion  of  capsule  to,  786 
alteration  in  colour  of,  939 
anomalies  in  colour  of,  940 
apparent  loss  of,  after  a blow,  435 
bony  deposits  in,  1011 
coloboma  of,  937 
congenital  defects  of,  936 
detachment  of,  433 

with  laceration,  434 
discoloration  of,  433 
diseases  of,  934 
exudation  on,  941 
foreign  bodies  in,  501 
granulations  pervading,  942 
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Iris,  paralytic  influence  of  sympathetic 
nerve  on,  320 
prolapse  of, 

■with  fistula  of  sclerotica,  1014 
with  non-union  of  cornea,  792 
with  wounds  of  cornea,  452 
staphyloma  of,  924,  926,  927 
tremulousness  of,  348,  433,  937 
tumour  of,  1006 
ft:  Iriddesis,  587,  931,  932 

Iridectomy,  in  glaucoma,  1169,  1170 
objections  to,  1170 
in  iritis,  952 
Iritis,  937 

acute  and  chronic,  944 
and  sub-acute,  943 
idiopathic,  944 
rheumatic,  946 
syphilitic,  945,  1041 
iridectomy  in,  952 
pathological  effects  on  iris  of,  953 
principles  for  treatment,  949,  952 

Lacrymal,  apparatus,  diseases  of,  522 
from  mechanical  causes,  559 
gland,  cancer  of,  1020 

chronic  enlargement  of,  1017 
cysts  of,  149 

daeryoliths  in  ducts  of,  1008 
diseases  of,  1016 
extirpation  of,  556,  1021 
fistulse  connected  with,  1023 
haemorrhage  of,  1024 
inflammation  of,  1016 
morbid  changes  in,  1019 
polypus  in,  560 
nerve,  neuralgia  of,  1046 
sac  and  duct,  calculi  in,  560 
nasal  involving,  1010 
caries  of  bones  around,  1037 
congenital  defects  of,  561 
dilatation  of,  537 
disease  of,  530 
foreign  bodies  in,  560 
fistula  of,  547 
with  caries,  550 
inflammation  of,  acute,  543 
chronic,  532 
.syphilitic,  1041 
opening  of,  471 
variations  in  size  of,  532 
secreting  organs,  diseases  of,  1015 
Laerymation,  161,  895,  941 
Larvae  of  insects  under  eyelids,  495 
Lens,  crystalline,  congenital  anomalies  of, 
747 

cretaceous,  and  bony  deposits  in,  1011 
cysticercus  within,  31 
diseases  and  injuries  of,  734 
dislocation  of,  428 
external,  442 
into  vitreous  body,  431 
spontaneous,  841 

displacement  of,  for  hard  cataract,  806 
foreign  bodies  in,  504 


Lens,  reproduction  of,  458 
Lenses,  242 

bi-cylindrical,  251 
connecting,  299 
cylindrical,  250 
object,  299 
orthoscopic,  251 
spherical,  242 
spherico-cylindrical,  251 
figure  of,  259 

materials  of  which  made,  260 
rules  in  selection  of,  645 
Leucoma,  897 

Liquefaction  of  vitreous  body,  978 
Luscitas,  353 

Meibomian  apparatus,  calculi  in,  1008 
cyst  or  tarsal  tumour,  134 
duct  tumour  of,  136 
gland,  abscess  of,  724 
Melanoma,  1006 

Membrane,  hyaloid  ossification  of,  1011 
Meningitis,  1080 
Methylene,  bichloride  of,  15 
Mole,  138 
Molluscum,  128 

Muscse,  causes  and  prevalence  of,  1034 
depending  upon  corpuscles  between 
external  surface  and  focal  centre 
of  the  eye,  1028 
entohyaloid,  1029 
insulo-globular,  1031 
muco-lacrymal,  1026 
of  delirium  tremens  and  fevers,  1035 
pathological,  1036 
physiological,  1026 
pearly,  1030 
volitantes,  1025 
watery,  1031 

Muscles,  action  of,  that  move  the  eyeball, 
3 Id 

ciliary,  paralysis  of,  344 

resulting  from  diphtheria,  345 
paresis  of,  602 
spasm  of,  604 

of  eyelids,  paralysis  of,  323 
orbital,  185 
Mydriasis,  321,  346 
Mydriatics,  355 
Myeloid  tumour,  993 
Myocephalon,  897 
Myopia,  617,  632,  912 

loss  of  binocular  vision  in,  638 
methods  of  examination  for,  633 
Myosis,  347,  935 
Myotics,  354 
Myxomata,  994 

N;evus  Mateenus,  cutaneous,  197 
sub-cutaneous,  198 
treatment  by,  caustic,  210 
cutting  and  searing,  202 
escharotics,  202 
extirpation,  202,  213 
injection,  203,  210 
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Nevus  Matcrnus,  treatment  by,  intense 
cold,  201 

ligature,  204,  209,  213 
pressure,  200 
twisted  suture,  204 
Necrosis,  81 

Nerve,  affections  of  fifth  cranial,  1045 
fibrous  tumour  on,  189 
syphilitic  of  third  cranial,  1041 
injury  to,  connected  with  eye,  62 
neuralgia  of  lacrymal,  1046 
paralysis  of  fourth  cranial,  349 
portio  dura,  323 
sixth  cranial,  350 
sympathetic,  320 
third  cranial,  335 
ciliary,  effect  of  damage  to,  69 
optic,  apoplexies  of,  1092 
atrophy  of,  1085 
facts  in  association  with,  1089 
colour-blindness  in,  1089 
concretions  in,  1012 
damage  to,  440 
diseases  of,  186,  1054 
syphilitic,  1044 
structure  of,  1055 
tumours  of,  1092 

Neuralgia,  affecting  the,  eye,  1046 
eyeball,  1047 
lacrymal  nerve,  1046 
traumatic,  1048 
Neurilemma,  extension  of,  307 
Neuritis.  See  Optic  neuritis 
Nitrate  of  silver,  454,  467,  884 
Noose  for  nevus,  206 
Nyctalopia,  1134 
Nystagmus,  351 


Obstruction,  of  canaliculi,  524 
of  puncta,  523 
Ocular  tunic,  125 

abscess  within,  114 
adhesion  of.  107,  185 
fibrous  tumour  within,  171 
inflammation  of,  104 
(Edema,  of  choroidea,  1154 
of  eyelids,  721 
of  retina,  1119 
sub-conjunctival,  887 
Onyx,  as  distinguished  from  hypopion,916 
Opacity,  of  capsule,  743 

in  congenital  cataract,  753 
from  injury  to  eyeball,  428 
of  cornea,  9io,  911,  912 

from  deposit  of  lead,  928 
from  pterygium,  147 
of  crystalline  lens  from  blow  on 
eyeball,  427 

partial  repair  of,  456. 
in  lenticular  cataract,  / 36 


)pium,  use  of,  48 
)ptic  disc,  amernia  of,  1063 
atrophy  of.  1085 
blood-vessels  of,  1058 
cupping  of,  atrophic  or  morbid,  1086 
glaucomatous,  1160 


Optic  disc,  physiological,  308 
hyperemia  of,  1060 
normal  aspect  of,  302,  1056 
form  of,  1057 
pigmentation  of,  303,  1089 
size  of,  1057 

Optic  nerve.  See  Nerve 
Optic  neuritis,  1072 

from  intra-cranial  influence,  1080 
from  poison,  alcoholic,  1083 
lead,  1084 

morbid  anatomy  of,  1078 
ophthalmoscopic  symptoms,  1073 
subjective,  1077 
tobacco,  1084 
Optic  tract,  1055,  1056 
Optics,  geometrical,  235 

refraction  and  reflection,  237 

mechanism  of,  illustrated,  601 
Ophthalmia,  catarrhal,  851 
epidemic,  852 
mild,  851 
simple,  848 
erysipelatous,  878 
gonorrheal,  860 
morbillous,  870 
phlyctenular,  879 
purulent,  of  adults,  845 
of  infants,  865 
scarlatinous,  870 
variolous,  870 

Ophthalmitis  in  general,  955 
pyemic,  957 
sympathetic,  961 
syphilitic,  in  adults,  1041 
in  infants,  1042 
traumatic,  956 
treatment  of,  959,  965 
Ophthalmo-microscope,  312 
Ophthalmoscope,  binocular,  294 
demonstrating,  1060 
description  of  early,  283 
directions  for  using,  296 
discovery  and  use  of,  264 
general  review  of,  279 
Orbicularis  palpebrarum,  disease  of,  323 
Orbit,  abscess  within,  110 

aneurism  of,  185,  217,  219,222 
blows  about,  440 
cancer  in,  224 

and  other  malignant  affections 
of,  991 

caries  of,  80,  1037 
cellulitis  of,  43 
contusions  on  edge  of,  54 
cysticercus  within,  33 
cysts  in  walls  of,  37,  116 
dilatation  of,  from  pressure,  116 
effusion  of  bloodin  cellular  tissue  of , 1 08 
emphysema  about,  116 
excess  of  fat  in,  1 86 
extirpation  of  contents  of,  474 
foreign  bodies  within,  71 
fractures  of  edge  and  wall  of,  58 
hemorrhage  of,  108  _ , 

herpes  of  the  skin  of  the  region  ot,  i 
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Orbit,  hydatid  invasion  of,  195 
hyperostosis  of  bones  of,  116 
hypertrophy  of  cellular  tissue  of,  115 
incised  wounds  of,  63 
infiltration  of  cellular  tissue  of,  115 
inflammation  of  tissues  of,  184 
injuries  and  wounds  of,  63 
injury  of,  in  connection  with  disloca- 
tion of  eyeball,  78 
necrosis  of,  81 
paralysis  of  muscles  of,  185 
penetrating  wounds  within  margin 
of,  68 

periorbitis,  50,  1037 
pus  in  cavity  of,  184 
syphilitic  diseases  of,  1037 
tuberculous  matter  around,  156 
tumours,  cystic,  163 

passing  to,  from  cranial  cavity, 
195 

within,  158 — 182 
without,  153 — 158 

Ossification,  between  choroidea  and  retina, 
1012 

of  ciliary  body,  1011 
of  hyaloid  membrane,  1011 
of  sclerotica,  1012 
of  vitreous  body,  1012 

Osteophites,  181 

Panophthalmitis,  1154 
I Pannus  crassus,  912,  913,  914 

(phlyctenular,  881 

tenuis,  912,  913,  914 
traumatic,  913 

Paracentesis  comese,  904,  960,  1169,  1173 
Paralysis,  of  muscles,  ciliary,  344,  602 
inferior,  oblique,  340 
orbicularis  palpebrarum,  323 
orbital,  185 
rectus,  inferior,  339 
internal,  337 
superior,  338 

of  nerves,  fourth  cranial,  349 
portio  dura,  323 
sixth  cranial,  350 
sympathetic,  320 
third  cranial,  335 
from  division  of  nerve,  330 
from  enlargement  of  parotid  gland, 
| • 326 

from  poisoning  and  hysteria,  341 
ectropium  from,  716 
ptosis  from,  358 
Paraplegia,  1089 
Pedunculate  tumours,  138 
Pemphigus  of  conjunctiva,  879 
Perforation  of  cornea,  897 
Periorbitis,  50,  1037 
Phlegmon,  sub-conjunctival,  888 
’ Photophobia,  895,  905 
Pigmentation,  of  optic  disc,  natural,  303 
from  choroidal  peculiarities,  309 
pathological,  1089 
changes  in,  in  fundus,  1146 
effects  of,  on  colour  of  fundus,  1136 


Pigmentation,  in  choroidal  stroma,  1135 
in  retinitis  pigmentosa,  1116 
in  tunica  vasculosa,  1137 
of  different  parts  of  choroidea, 
variable,  1136  - 

Polypus,  of  conjunctiva,  140 
in  frontal  sin  us,  123 
in  lacrymal  duct,  560 
Presbyopia,  612 

Pressure,  causing  dilatation  of  orbit,  116 
paralysis,  326 
effect  of,  on  eyeball,  191 
of  parasites  on  eyeball,  36 
of  pus  on  cornea,  916 
on  eyeball  from  bandages  injurious, 
921 

one  mode  of  treating  naevus  maternus, 
200 

tenderness  of  eyeball  under,  939 
Prolapse  of  iris,  with  fistula  of  sclerotica, 
1014 

with  non-union  of  cornea,  792 
with  wounds  of  cornea,  452 
Protrusion,  of  conjunctiva  everts  eyelids, 
855 

of  eyeball,  acute,  184 
anaemic,  90 
chronic,  186 
vascular,  229 

distinction  between  enlargement  and, 
194 

extra-orbital  causes  of,  187 
intra-orbital,  186 
effects  of  on  pupil,  191 
Pterygium,  144 
Ptosis,  congenital,  360 
paralytic,  358 
senile,  360 
simulated,  364 

from  erysipelas  of  conjunctiva,  364 
from  falling  of  eyebrow,  363 
from  hypertrophy  of  palpebral  integu- 
ment, 362 

from  mechanical  injury  to  eyelid, 

sign  of  paralysis  of  third  cranial 
nerve,  336 
operation  for,  359 

supplementary,  364 
Puncta,  affections  of,  522 

destruction  of,  from  accident,  524 
displacement  of,  529 
obstruction  of,  523 
Pupil,  adhesion  of,  941,  942,  953 
agents  that  contract,  354 
dilate,  355 
aspect  of,  934 
contraction  of,  347,  941 
dilatation  of,  752,  778,  820 
excessive,  from  blows,  433 
eccentric,  937 

effect  of  protrusion  of  eyeball  on,  191 
gummy  tumours  surrounding,  942 
irregularity  of,  after  extraction  of 
cataract,  799 
movements  of,  934 

4 G 
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Pupil,  loss  of,  940 
artificial,  562 

choice  in  position  for,  565 
classification  of  morbid  states  of 
eyeball  requiring,  573,  580, 
582,  587,  589 
form  of,  567 

operations,  cutting  or  tearing 
through  the  adhesion,  589 
excision,  580 
iriddesis,  587 
incision,  573 

tearing  away  a bit  of  iris, 
582 

Pus,  in  connection  with  iritis,  943 

inoculation  of  conjunctiva  with,  914 
in  orbital  cavity,  184 
necessity  of  speedy  evacuation  from 
eyeball,  49 

pressure  of,  on  cornea,  916 
Pustule  of  eyelid,  724 

Quivering  of  eyelids,  331 

Reflection,  237 
Refraction,  237 

difference  of,  in  the  two  eyes,  609 
diminution  of,  612 
mechanism  of,  illustrated,  601 
Retina,  anaemia  of,  1063 

aneurism  in  central  artery  of,  234 
atrophy  of,  1088,  1100,  1101 
bleeding  behind,  423 
blood-vessels  of,  302,  1054 
cysticercus  behind,  31 
cystoid  disease  of,  1119 
detachment  of,  from  choroidea  and 
vitreous  body,  1126 
diseases  of,  1094 
syphilitic,  1044 

embolism  of  central  artery  of,  1121 
extravasation  of  blood  in,  1097 
fluid  between  choroidea  and,  1126 
glioma  in,  982 
hyperaemia  of,  1060 
inflammation  of,  1095 
laceration  of,  436 
normal  aspect  of,  302 
ossiflc deposits  between  choroideaand, 
1012 

Retinitis,  acute  neuro,  1095 
expectancy  of,  1102 
albuminurica,  1104 
circumscribed,  1103 
leucaemica,  1111 
perivascular,  1103 
pigmentosa,  1112 
syphilitica,  1108 
Rhinoliths,  1010 
Rupture,  of  choroidea,  1152 
of  coatsof  eyeball,  441,  444 
of  cornea  rare,  444 
of  sclerotica,  441 

Sarcoma,  in  choroidea,  986 
on  eyeball,  981 


Sarcoma,  on  eyelids,  988 
Scarification  of  conjunctiva,  899 
Scirrhus.  in  orbit,  992 
of  eyeball,  981 
of  eyelids,  989 
Sclerotica,  colour  of,  967 
cyst  on,  151 

dermoid  tumour  of,  150 
detachment  of,  from  choroidea,  1153 
diseases  of,  967 

extravasation  of  blood  between  cho- 
roidea, &c.,  426 
fistula  of,  1013 

with  prolapse  of  iris,  1014 
foreign  bodies  within,  496 
hypertemia  of,  967 
in  iritis,  941 
anterior  zone  of,  938 
incision  through,  for  artificial  pupil, 
575 

ossification  of,  1012 
penetration  of,  494 
rupture  of,  441 
scrofulous  tubercles  in,  151 
serous  effusion  in  ciliary  region  of, 
941 

staphyloma  of,  969,  970,  971 
tapping  of,  459 
tumours  of,  150 
ulceration  of,  974 
wounds  of,  459 

Scotomata,  or  blind  spots,  1069 
Sequestrum,  88 
Sessile  tumours,  138 
Severance  of  eyeball  from  orbit,  SO 
Sight,  binocular,  608 
day,  1131 

disturbance  of,  160 
effect  of  cataract  on,  756 
of  albuminuria  on,  1107 
monocular,  608 
night,  1134 
old,  612 

temporary  partial  interruption  to, 
1091 

Sinus,  frontal,  118 

effect  of  distension  of,  on  eyeball, 
188 

effusion  of  blood  in,  122 
exostosis  of,  122 
inflammation  and  abscess  of,  1 10 
tumours  in  encysted,  121 
in  solid,  123 

maxillary,  effect  of  distension  of,  on 
eyeball,  188 
sphenoidal,  189 

Sixth  cranial  nerve,  paralysis  of,  350 
Softening  of  eyeball,  436 
Solution,  operation  for,  775,  816 
Spectacles,  construction  of,  257 
cataract,  262,  841 
for  myopia,  646 
orthoscopic,  255 
prismatic,  256 
stenopceic,  256 

Spectrum  of  vitreous  body,  1029 
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B Squint  or  strabismus,  apparent,  30 1 
binocular  vision  in,  010 
lost  in,  385 
causes  of,  375,  402 
defects  of  operation  for,  404 
definition  of,  366 
degree  of,  369 

diplopia,  a consequence  of,  384 
external,  399 

forms  of,  399,  402 
sign  of  paralysis  of  third  cranial 
nerve,  336 
operation  for,  403 
internal,  370,  912 

alternating  single,  381,  382 
double,  383 

intermittent  single,  380 
paralytic  or  fixed,  379 
operations  for,  390 
diplopia  after,  411 
traumatic.  387 
true,  369 

Staphyloma,  anterior  annular,  selero-cho- 
roidal,  971 

cicatricial  corneal,  923,  926 
irido-racemosum,  925 
of  choroidea  and  sclerotica,  969 
partial  cicatricial,  926 
iris,  924,  926 

lateral  sclero-choroidal,  971 
posticum,  640 

total  iris  and  racemosum,  927 
sclero-choroidal,  970 
ulcerative  corneal,  926 
treatment,  973 
i Steatozoon  folliculorum,  41 
j Strabismus.  See  Squint 
' Stye,  137 

i Suction,  operation  by,  835 
: Symblepharon,  515 
congenital,  516 

from  quicksilver  or  mortar,  516 
interrupted  form,  516,  521 
uninterrupted,  518 
. Synchysis  oculi,  978 
Syndectoiny,  915 
Synechia,  941,  942,  953 
; Syphilis,  congenital  or  acquired,  1041 
secondary,  about  eyelids,  1038 
Syphilitic,  diseases  of  the  eye,  1037 
acquired  comeitis,  1044 
affections  of  third  cranial  motor 
nerve,  1041 

of  optic  nerve,  retina,  and  cho- 
roidea, 1044 

inflammation  of  lacrymal  sac,  1041 
ophthalmitis,  adults,  1041 
infants,  1042 

periorbitis  from  nodes,  1037 
primary  sores,  1038 

Tatping,  the  cornea,  904,  920,  960,  1169, 
1173 

the  sclerotica,  459 
Tarsal  tumour,  134 
Tattooing  the  cornea,  911 


Tears,  dacryoliths  deposited  from,  1008 
morbid,  1024 
yellow,  1024 

Tenderness  of  eyeball  under  pressure,  95  J 
Tenotomy,  388 

Tension  of  eyeball  in  glaucoma,  llo8, 
1159, 1165,  1167 
Tests  for  vision,  606 

method  of  applying,  1067,  1068  _ 
Third  cranial  nerve,  paralysis  of,  335 
Thyroid  gland,  enlargement  of,  94 
Tissues,  corneal,  wounds  of,  447 

orbital,  effusion  of  blood  in,  108 
hypertrophy  of,  115 
infiltration  of,  115 
inflammation  of,  184 
sub-conjunctival  affections  of,  887 
of  vitreous  body,  degeneration  of,  978 
Tract,  optic,  1055 
Trembling  of  eyeball,  351 
Trichiasis,  672 

with  entropium,  694 
Trichnia  spiralis,  41 
Tubercles,  growing  from  sclerotica,  151 
in  choroidea,  1151 

Tumours,  arising  from  diseases  of  derma, 
1 37 

of  conjunctiva  140 — 149 
of  cornea,  151 — 153 
of  eyeball,  1001 — 1007 
of  eyelids,  126 — 140 
of  frontal  sinus,  121 — 123 
of  iris,  1006 
of  nerve,  fifth,  189 
optic,  1092 
of  ocular  tunic,  171 
of  orbit,  extra,  153 — 158 
intra,  158 — 182 

passing  to,  from  cranial  cavity, 
195 

of  sclerotica,  150 
erectile  or  vascular,  197 — 221 
gummy,  surrounding  pupil,  942 
intra-cranial,  1080 
sub-conjunctival,  149 
Twitching  of  eyelids,  331 

Ulceration,  of  cornea,  477,  857,  919 
of  eyelids,  1039 
of  sclerotica,  974 

Vascularity  in  corneal  ulceration,  921 
Vision,  acuteness  of,  605 

impaired  by,  glaucoma,  1159 
hypermetropia,  624 
binocular,  608 

in  squint,  610 
loss  of,  in  myopia,  63  8 
in  squint,  385 
contraction  of  field  of,  1069 
direct  and  indirect,  1065,  1066 
double,  a consequence  of  squint,  384 
after  operation  for  squint,  411 
general  field  of,  1064 
hypermetropic,  624 
imperfect,  1066 
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Vision,  line  of,  019 

method  of  applying  tests  for,  10G7, 
10G8 

monocular,  10GG 
simultaneous,  610 
strabismic,  68.3 
temporary  coloured,  1001 
tests  for,  GOG 

\ iti  oous  body,  degeneration  of  connective 
tissue  of,  978 

detachment  of,  from  retina  and  cho- 
roidea,  1126 
diseases  of,  975 

dislocation  of  crystalline  lens  into, 
431 

encysting  of  a body  in,  508 
filaria  in,  39 
haemorrhage  into,  979 
inflammation  of,  975 
liquefaction  of,  978 
lodgment  of  a body  in,  505 
loss  of,  while  operating  for  cataract, 
7SG  ’ 


Vitreous  body,  ossification  of,  1012 
spectrum  of,  1029 
suppuration  of,  979 


Warts,  138,  140 
Watering  of  eye,  161,  895,  941 
Winking,  morbid,  331 
Wounds,  of  the  conjunctiva,  473 
of  cornea,  147,  449,  452 
of  eyeball,  gunshot,  460 
causing  cataract,  ^55 
of  eyelids,  468 
of  orbit,  gunshot,  63 
incised,  63 
small  shot,  67 
within  margin  of,  68 
of  sclerotica,  459 

Xanthelasma,  palpebrarum,  732 
Xerophthalmia,  or  cuticular  coin  uuctivitis, 
885 
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TEST-TYPES. 

Corresponding  in  size  to  that  of  Prof.  Jivger. 

Iln  the  original  the  scale  is  graduated  from  1 to  20,  but  my  selec- 
tion is  enough  for  practical  purposes. 

I beg  my  reader  to  refer  to  p.  607,  and  read  what  I have  said 
about  test-types. 

No.  1. 

Jin  the  day*  when  fairies  lived  and  fairy  gifts  were  plentiful,  there  was  a worthy  man  who,  for  some  pood  turn  lie  had  dono  one  of  the  good  folks, 
had  received  a very  singular  reward.  This  was  nothing  else  than  an  extra  pair  of  eyes,  which  hu  could  slip  on  and  off  at  pleasure.  They 
were  not  exactly  spectacles.  He  did  pot  put  them  on  Ills  nose,  nor  could  he  say  exuctly  where  he  did  put  them.  All  he  knew  was  tluit 


No.  3. 

whenever  he  liked  to  have  them  on,  there  they  were.  And  it  was  surprising  what  curious  things  he 
saw.  whether  he  stayed  at  home  or  travelled  abroad,  by  the  help  of  these  same  extra  eyes.  When  he 


No.  5. 

tol<l  people  wliat  he  saw  vvitli  them,  or  had  seen  in  his  travels  and  adventures,  they 
would  not  believe  him.  And  then  he  would  bid  them  just  slip  them  on  for  a minute, 

No.  6. 

or  beg  thorn  to  go  to  the  various  places  he  had  been  visiting,  and  try  them  on 
there.  And  they  never  failed  to  acknowledge  that  all  he  had  described  was 

No.  8. 

perfectly  true,  though  somehow  they  had  never  been  able  to  see  it 
before.  Does  the  reader  possess  a pair  of  these  extra  eyes  ? If  he 


do  not,  I 
a pair  of 


No.  10. 

advise  him  to  use  his  best  diligence  to  obtain 
such  valuable  optical  appliances,  and  without 


No.  12. 

loss  of  time.  Unfortunately  they  are  not 
to  be  obtained  for  silver,  or  gold,  or 
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No.  14. 

precious  stones,  and  yet  they 
are  within  the  reach  of  all  classes 


of  the  community,  from 
the  peer  to  the  peasant. 


No.  16. 

They  are  exempt  ft’orn  all 
the  diseases  about  which 

No.  18. 

so  much  has 
been  said  in 
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No.  19. 

this  big 


No.  20. 

book 


The  following  stripe  test  for  astigmatism  from  Donders,  is  a good 
addition  to  the  figure  tests  given  at  pages  658  and  659. 

Illllllllllllll 


. P,aoe  the  fig™15  J'ust  beyond  the  range  of  distinct  vision.  As  it 
“ approached,  the  vertical  or  the  transverse  stripes  will  be  first  clearly 

discerned,  according  as  the  eye  is  astigmatic  in  its  transverse  or  in 
its  vertical  meridian. 
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